PERSONAL INFORMATION
Patient Name ___________________________________________________________________ Date _________________
Phone # _______________ Cell # ________________ Work # ________________ E-mail ___________________________
Address ____________________________________________ City ____________________ State ______ Zip __________
DOB _______/_______/_______ Age ___________ Sex:

M

F

Height: ____________ Weight: ____________

Employer: ___________________________________________ Type of Work: ____________________________________
SS # _________________________ Spouse ________________________________________ # of Children ___________
Names/Ages of Children ________________________________________________________________________________
Referred to This Office By: ____________________________________ Relation To Patient __________________________
Primary Ins. ______________________________________ Secondary Ins. ______________________________________

PRENATAL HISTORY
1) Is this your first pregnancy?

Yes

No

2) How many other births have you had? _____________
3) How many weeks pregnant are you now? __________
4) Have you experienced any traumas during this pregnancy? (accidents, falls)

Yes

No

Please describe______________________________________________________________
5) Any medications taken during this pregnancy? _________________________________________
6) Do you smoke or drink alcohol? _____________________________________________________
7) Have you had any evaluation procedures (ultrasound, amniocentesis)?

Yes

No

8) Please list dates, frequency and reason for these procedures:
___________________________________________________________________________
9) How has your diet been during this pregnancy? _________________________________________
10) Has there been any stressful events in your life during this pregnancy? _____________________
___________________________________________________________________________
11) What are your most significant fears associated with this birth? ____________________________
___________________________________________________________________________
12) Who is your birth care provider? ____________________________________________________
13) Will you have someone with you at birth for support (other than birth care provider)
Please specify who ____________________________________________________________
14) Where do you plan on delivering? ___________________________________________________
15) Have you put together a birth plan? __________________________________________________

PREVIOUS BIRTH HISTORY
1) Place of birth:

hospital

2) Delivering Practitioner:

birthing center
OB/Gyn

home

Certified Nurse Midwife

Certified Practicing Midwife
3) Position of Delivery:

Lay Midwife

Lithotomy position (on back with feet up)
Kneeling

Squatting

On Your Side

Other? __________________________

4) Was labor induced? (Contractions were stimulated prior to the natural onset of labor)
Yes

No

If yes, specify type:

Unknown
Pitocin

Prostaglandin Gel (applied to your cervix)

5) Were your membranes ruptured by your care provider?

Yes

No

Unknown

Unknown

6) Were contractions stimulated intravenously with pitocin once labor started?
Yes

No

Unknown

7) Did you receive any pain medications or anesthesia?

Yes

No

Unknown

Please specify type used______________________________________________________
If you had an epidural, how many centimeters were you dilated when it was
administered? _________________________________________________________
8) Did you experience back pain during labor?
9) Did you deliver vaginally?

Yes

Footling

No

Unknown

No

10) Baby presentation at time of delivery:
If breech, specify type:

Yes

Normal

Posterior

Frank

Was there any visible injury to your baby?

Complete
Yes

Brow

Facial

Breech

Kneeling

No

Unknown

If so, where on your baby was the injury sustained? _______________________________
11) Did your care provider assist delivery with his/her hands?

Yes

No

Unknown

Was there any turning of the neck, or traction (pulling) applied to the neck?
Yes

No

Unknown

12) Were operative devices used to facilitate the birth?
Which type?

Forceps

Yes

No

Unknown

Vacuum Extraction

If yes, were there any visible signs of injury to your baby?

Yes

No

Unknown

If yes, where was the injury sustained? _________________________________________
13) Was there a birthing coach present?

husband

doula

friend

other

If other, please specify:________________________________________________________
14) At what week of pregnancy was your baby born? ____________________________________

CASE HISTORY
Major Concern: ____________________________________________________________________________________________
How Has This Condition Affected Your Life/What Has It Kept You From Doing?
Sports/Hobbies

Spending Quality Time with Family

Working

Driving

Good Home Life

Other ________________________

Purpose Of This Appointment: ________________________________________________________________________________
Would You Like to be:

HEALTHY

SYMPTOM-FREE

How Would You Rate YOUR HEALTH RIGHT NOW? (1 = worst, 10 = best)

JUST NOT SICK
1

2

3

4

5

6

7

8

9

10

If Disabled From Work, Please Give Dates: ______________________________________________________________________
Medications You Now Take:

Nerve Pills

Pain Killers/Muscle Relaxers

Aspirin/Similar
Major Surgery/Operations:

Blood Pressure

Insulin

Other _________________________________________________

Appendix

Tonsils

Gall Bladder

Hernia

Heart

Back

Neck

Leg

Other ___________________________________________

Major Accidents or Falls: ____________________________________________________________________________________
Hospitalization (Other than Above): ____________________________________________________________________________
Previous Chiropractic Care: Dr. Name and Approx. Date of Last Visit: _________________________________________________
Date of Last Examination: _________________ Have You Been Treated For Any Conditions in the Past Year?

Yes

No

If Yes, Please Explain: ______________________________________________________________________________________
Below are a list of diseases which may seem unrelated to the purpose of your appointment. However, these questions must be answered carefully
as these problems can affect your overall course of chiropractic care.

CHECK ANY OF THE FOLLOWING DISEASES YOU HAVE HAD:
Pneumonia
Rheumatic Fever
Tuberculosis
Anemia
Cancer

Mumps
Small Pox
Chicken Pox
Diabetes
Heart Disease

Influenza
Arthritis
Epilepsy
Mental Disorder
Whooping Cough

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:
MUSCULO-SKELETAL
NERVOUS SYSTEM
C-V-R
Low Back Pain
Pain Between Shoulders
Neck Pain
Arm Pain

GASTRO-INTESTINAL
Poor/Excessive Appetite
Excessive Thirst
Frequent Nausea
Vomiting
Diarrhea
Constipation

Nervous
Numbness/Tingling
Paralysis
Dizziness
Forgetfulness
Convulsions
Cold/Tingling Extremities
Stress
Heartburn

Chest Pain
Lung Problems
Blood Pressure Problems
Heart Problems
Stroke

GENITO-URINARY
Bladder Trouble
Painful/Excessive Urination
Discolored Urine

FEMALES ONLY:
When was your last period? ________________
Are you pregnant?
Yes
No
Not Sure

INTAKE

AMOUNT

Coffee ______________________
Tea ________________________
Alcohol ____________________
Cigarettes ___________________
Soda/Pop ___________________

EENT
Vision Problems
Dental Problems
Sore Throat
Ear Aches
Hearing Difficulty

GENERAL
Fatigue
Allergies
Loss of Sleep
Headaches
Fever

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I
understand that The Chiropractic Experience will prepare any necessary reports and forms to assist me in making collection from the insurance
company and that any amount authorized to be paid and that I am personally responsible for payment. I also understand that if I suspend or
terminate my care and adjustment plan, any fees for professional services rendered me will be immediately due and payable.
I hereby authorize the Doctor of Chiropractic to adjust my vertebral subluxations as he deems appropriate. It is understood and agreed the amount
paid the Doctor, for x-rays, is for examination only and the x-ray negatives will remain the property of this office, being on file where they may be
seen at any time while a patient of this office. The patient also agrees that he/she is responsible for all bills incurred at this office. The Doctor will
not be held responsible for any pre-existing medically diagnosed conditions, nor for any medical diagnoses.
Patient Signature X ________________________________________________________________________________ Date _________________
Guardian or Spouse Authorizing Care _________________________________________________________________ Date _________________

TERMS OF ACCEPTANCE
When a pregnant woman seeks the benefits of the Webster Technique and we
accept a patient for such care it is essential for both to be working towards the same
objective.
Chiropractic has only one goal. It is important that each patient understand the
objective and the method that will be used to attain it. This will prevent any confusion
or disappointment.
Adjustment: An adjustment is the specific application of a force to facilitate the
body’s correction of vertebral subluxation. Our chiropractic method of correction is
by specific adjustments of the spine.
Vertebral Subluxation: A misalignment of one or more of the 24 vertebrae in the
spinal column which causes alteration of nerve function. This results in interferences
to the transmission of mental impulses, leading to a decrease in the body’s overall,
healthy performance.
The tense muscles in the pelvis, caused by misalignment in the sacrum may lead to
constraint in the uterus. When the uterus is torqued and constrained in this manner,
it is more difficult for the baby to move into the best possible position for birth. The
Webster Technique is a specific chiropractic adjustment which corrects subluxation
in the sacrum. As a result, the mother’s tense pelvic muscles and ligaments relax,
enhancing the physiological environment needed for normal baby positioning.
We do not offer to diagnose or treat any condition. We are not turning malpositioned
babies. We do not determine baby position. This technique is a specific chiropractic
adjustment which removes interference to the nervous system, balances pelvic
muscles and ligaments, alleviates constraint to the mother’s uterus allowing for
optimal baby positioning. Our method is detection of and specific adjusting of
vertebral subluxation.
I have read and fully understand the above statements.
All questions regarding the doctor’s objectives pertaining to my care in this office
have been answered to my complete satisfaction.
I therefore accept chiropractic care on this basis.

Signature ___________________________________________ Date ___________

WEBSTER TECHNIQUE DEFINED
Chiropractic care benefits all aspects of your body’s ability to be healthy. This is
accomplished by working with the nervous system, the conduit of intelligence between
your brain and your body. Doctors of Chiropractic work to correct subluxations
(misalignments) of the individual spinal bones. When subluxated these bones put
pressure on the spinal cord and the spinal nerves causing malfunction in any part of the
body and imbalance in surrounding muscles and ligaments.
Sacral subluxation causes the tightening and torsion of specific pelvic muscles and
ligaments producing uterine constraint. It is these tense muscles and ligaments and
their constraining effect on the uterus which prevent the baby from comfortably
assuming the vertex position. The Webster Technique is a specific chiropractic analysis
and adjustment which removes interference to the nervous system, balances out pelvic
muscles and ligaments which in turn removes constraint to the woman’s uterus and
allows the baby to get into the best possible position for birth.
Dr. Larry Webster, Founder of the International Chiropractic Pediatric Association,
discovered this technique as a safe means to restore proper pelvic balance and
function for pregnant mothers. In expectant mothers presenting breech there has been
high reported success rate of the baby turning to the normal vertex position.
Any position of the baby other than vertex may indicate the presence of sacral
subluxation and therefore result in intrauterine constraint. It is strongly recommended
by instructors of this technique, that this specific analysis and adjustment of the sacrum
be used throughout pregnancy, to detect imbalance and prevent intrauterine constraint.
Because of the effect the chiropractic adjustment has on all body functions, pregnant
mothers should have their spine checked regularly throughout pregnancy, allowing for
safer, easier deliveries and optimized health benefits for both the mother and baby.

