
Nokomis Chiropractic & Wellness 

Dr. Jonathan W. Olson

5313 Lyndale Avenue South Minneapolis, MN 55419 

612-822-0149 www.NokomisChiropractic.com
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Nokomis Chiropractic & Wellness is located, on Lyndale Avenue, between 53rd and 54th 

streets. We are in the same building as Prima and Subway just North of Kowalski's Market and 

South of the Washburn Library. To enter our office you will need to park and enter from the 

back. 

If you are going South on Lyndale, turn left on 53rd Street and go approximately½ block, (just 

past Mulberry's Cleaners) then turn right into the parking lot. Our office is located on the 

South end of the lot. When you enter the building we will be the first door on the left. 

If you are going North on Lynda le, turn right on 54th Street and go one block to the light, 

which is Garfield. Turn left at Garfield and go to the 3rd driveway on your left ... when you 

enter you will see our clinic directly in front of you. 

We are on the main level and there is handicapped parking right outside the door. 

If you need additional directions or assistance coming in from the parking lot, 

please call us at 612-822-0149. 

Meanwhile, we look forward to being of service. 





 
 
Last Name___________________  First____________ Date_________ Account #____________ 
 

Area of Complaint:_______________________________________________________________________ 
When did it start?_____________________________________ Is it getting:   worse    better    same  
How did it start?_________________________________________________________________________ 
How often?  constant   comes & go   occasional   other:__________________________________________   
Describe the pain: sharp, dull, burning, throbbing, achy, numb, tight, pressure, tension, tingling, stiff, ROM 
other: _________________________________________________________________________________  
Does the pain radiate?:  yes  no  Where:_____________________ Type of Pain: _____________________ 
Frequency:  constant  comes & goes other:____________________________________________________ 
What makes it worse?:____________________________________________________________________ 
What makes it better?:____________________________________________________________________ 
Who else have you seen?:__________________________________________________________________ 
When it’s at its worst on a scale of 1-10?_____________   
Other:_________________________________________________________________________________ 
______________________________________________________________________________________ 
 

Area of Complaint:_______________________________________________________________________ 
When did it start?_____________________________________ Is it getting:   worse    better    same  
How did it start?_________________________________________________________________________ 
How often?  constant   comes & go   occasional   other:__________________________________________   
Describe the pain: sharp, dull, burning, throbbing, achy, numb, tight, pressure, tension, tingling, stiff, ROM 
other: _________________________________________________________________________________  
Does the pain radiate?:  yes  no  Where:_____________________ Type of Pain: _____________________ 
Frequency:  constant  comes & goes other:____________________________________________________ 
What makes it worse?:____________________________________________________________________ 
What makes it better?:____________________________________________________________________ 
Who else have you seen?:__________________________________________________________________ 
When it’s at its worst on a scale of 1-10?_____________   
Other:_________________________________________________________________________________ 
______________________________________________________________________________________ 
 

Area of Complaint:_______________________________________________________________________ 
When did it start?_____________________________________ Is it getting:   worse    better    same  
How did it start?_________________________________________________________________________ 
How often?  constant   comes & go   occasional   other:__________________________________________   
Describe the pain: sharp, dull, burning, throbbing, achy, numb, tight, pressure, tension, tingling, stiff, ROM 
other: _________________________________________________________________________________  
Does the pain radiate?:  yes  no  Where:_____________________ Type of Pain: _____________________ 
Frequency:  constant  comes & goes other:____________________________________________________ 
What makes it worse?:____________________________________________________________________ 
What makes it better?:____________________________________________________________________ 
Who else have you seen?:__________________________________________________________________ 
When it’s at its worst on a scale of 1-10?_____________   
Other:_________________________________________________________________________________ 
______________________________________________________________________________________ 
 

 
 
Family History:   List any significant family health history 
by family member. (i.e.  mother-high blood pressure) 

Mother Father  Sibling Spouse Children 
     
     
     
     
     

FAMILY HISTORY                                                                            
Do you use and if yes, how much:  

alcohol____________ caffeine_____________              

illicit drugs______ or tobacco products?______ 

Do you exercise?_____ How often?__________ 
 
Do you sleep well?____ How many hours?_____ 
Any Allergies?___________________________ 
 
Describe your diet________________________  
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