Welcome to Our
Functional Wellness Program
We are excited that you have chosen us to help you in the
overall improvement of your health!

Welcome to our F
 unctional Wellness Program. The purpose of your
consultationevaluation appointment is to determine your primary
functional needs and your personal goals. Additional testing such as lab
work may be recommended to help determine any underlying dysfunction
you may be experiencing.
It is VERY IMPORTANT that you are punctual for your
appointments, and that any and all paperwork is completed before your
scheduled appointment time. Typically, your first appointment will be 45
minutes in length. Interim office visits are an average of 25 minutes.
In the event additional time is needed, you will be scheduled for
another visit. If you need to cancel an appointment, please do so at least 24
hours in advance. If you have any questions or concerns, please don’t
hesitate to call, and you will have an answer within a timely manner.
Again, welcome and t hank you for having confidence in us. We will
do our very best to see that your health care goals are met.

Dr. Tony Rump D.C., QN CP

Lost Creek Chiropractic and Wellness
3021 Harding Hwy. Suite D
Lima, Ohio 45804

NOTICE OF UNDERSTANDING AND AGREEMENT:
I hereby, attest to the following:
1.
I fully understand that the Functional Wellness Consultant I am seeing in this office is not
a medical physician, and I am not consulting for medical, diagnostic, or treatment procedures.
2.
The services performed by the Functional Wellness Consultant are at all times restricted to
helping me gain a better understanding of my degree of "health" (not disease), so I will have a
greater selfawareness and be able to use a selfcare program for daily living.
3. I understand that as a Functional Wellness Consultant the recommendations, discussion, sale
of food, nutrition, nutritional supplements, vitamins or minerals, food grade herbs, or other
nutrients as foods for special dietary use only pertains to the whole body concept of nutrition, and
does not relate in the context of any specific ailment or condition.
4.
The appointments do not involve the diagnosing, prognosticating, treating or
Prescribing of medicines or the treatment of disease, or any act which will constitute the practice
of medicine in this state, for which a license is required.

Signed_______________________________
Print name____________________________
Witnessed by__________________________

Date_____________

Functional Wellness Patient Intake Form
Name: _____________________________________ DOB: ____/____/____ Age: ____
Phone #: _______________________ C
 an we leave a message at this number? Y / N
E-mail Address: _________________________________________
Occupation: ___________________________________________
Marital Status (circle): Single Married Partnered Separated Divorced Widow(er)
Children: Y N Number of Children: ____ Age(s):_____________________________
Emergency Contact: ____________________________R
 elationship:______________
Emergency Contact Phone: ________________________________________________
How did you hear about us? _______________________________________________
List all surgeries, hospitalizations, or major accidents including date occurred:
1)_____________________________________________________________________
2)_____________________________________________________________________
3)_____________________________________________________________________
Blood Type:____________
Have you ever had any infectious diseases from which you never fully recovered? Y N
Have you ever taken antibiotics for a prolonged period of time?_ __________________
Prescription Medications

Dose

Since

Adverse Effects?

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Supplement/OTC Med 
Brand
Dose/Frequency_______
_____________________________________________ _______________________

_____________________________________________ _______________________
_____________________________________________ _______________________
_____________________________________________ _______________________
Do you use any of the following?
Cigarettes or tobacco:
Marijuana or other drugs:
Alcohol:
History of alcohol addiction:
History of eating disorder:

Y N How much? _______ For how long? _______
Y N Frequency: ____________
Y N Drinks per day/week? ____________
Y N
Y N

Are you allergic to any medications? If so which one(s) and what is your reaction?
_____________________________________________________________________
Present weight: ___________ Height: ___________W
 eight 1 year ago: ___________
Maximum weight &when: _______M
 inimum weight as an adult & when: _______
Ideal weight: ____________
How often do you exercise? _______________________ For how long? ___________
What type of exercise? _________________________________
How many hours do you sleep per night? ______W
 hat time do you go to sleep? ____
Quality of sleep? ______________________________
Nightmares: Y N
Wake refreshed: Y N
Must Nap During the Day: Y N
Sleep walk: Y N
Grind teeth:
Y N
Snore: Y N
Toxin Exposure
Did you grow up near any refinery, polluted area or in a home with lead paint? If so, what sort
of pollution were you exposed to? ________________________________________
Have you had any jobs where you were exposed to solvents, heavy metals, fumes, or other
toxic materials? _____________________________________________________
Have you ever had health problems when you put in new carpeting, painted your home, had
new cabinets or did other refurbishing? _______________________
Are you particularly sensitive to perfumes, gasoline, or other vapors? _____________
Do you use pesticides, herbicides or other chemicals around your home?__________
Social History
Enjoy work: Y N Hours worked per week: __________ Active spiritual practices: Y N
Quality of significant relationship: _____________________________________
Stress Level: _____________
What activities do you enjoy doing:_________________________________________
How committed are you towards making changes in your health:

Little
0

1

Moderate
2

3

4

5

6

Very
7

8

9

10

Food Intake Information and More
What do you eat on a typical day?
Breakfast: _____________________________________________________________
Lunch: ________________________________________________________________
Dinner: ________________________________________________________________
Snacks: ________________________________________________________________
Beverages: _____________________________________________________________
What estimated percentage of your meals are home cooked? ______
Where do the rest come from? (ie: restaurants, fast food, processed meals, etc)
___________________________________________________________________________

Are you currently seeing any other health care professionals?
Primary Care Physician: _________________________________________
Chiropractor: _________________________________________________
Massage therapist: ____________________________________________
Acupuncturist: ________________________________________________
Other: _______________________________________________________
_____________________________________________________________

Is there anything else you would like to share that has not been covered on this intake form
or on the Systems Survey?
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

