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Patient Information

Thank you for choosing our practice for your chiropractic care. If you have any questions, do not hesitate to ask for assistance.
We will be happy to help!

(Please Print)

Name Date UMale QFemale
First Last

Address City Prov Postal Code

Date of Birth Home Phone# Work Phone #

YYYY MM DD
Do you prefer to receive calls at: QEither UHome OWork UCell

Email Address: Cell#

Would you like to receive our free health newsletters by email QYes UNo

Employer Occupation

Is your condition the result of a motor vehicle injury or work-related injury? If yes, Date of accident

Who is your medical doctor? Date of last check-up or physical?

Have you previously received chiropractic care? QYes UNo

Name of Chiropractor Date of last visit
Do you have extended health coverage? Company Name:
How did you hear about our office? UYellow Pages UNewspaper Qinternet WSign OOther
UPatient (Name) UPhysician (name)

Health Information

Are you currently experiencing pain or discomfort UYes UNo If no, please proceed to page 2

Date when you first noticed symptoms What description fits your symptoms?

WSharp UThrobbing  WDull UNumbness
UAching QShooting UBurning  OTingling
Qstiffness  WSwelling UCramping WOther

Using the diagram mark the location of your pain:

Circle the severity of your pain or discomfort:
(1= mild pain or discomfort; 10 = severe pain)
1 2 3 4 5 6 7 8 9 10

How often do you experience your symptoms?
WConstantly (76 - 100% of the day)
UFrequently (51 - 75% of the day)
WOccasionally (26 - 50% of the day)
Ulintermittently (0 - 25% of the day)

How are your symptoms changing?
UGetting Better UNot Changing  UGetting Worse

What treatment have you already received for this?
UMedication UChiropractic UPhysiotherapy
WMassage Therapy UWNo treatment to date

WSurgery Date of Surgery
UOther
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Lifestyle

Visual Disturbances

Systemic Lupus

How often do you participate in cardiovascular exercise? UNever ~ U1-2days/wk  U3-4 days/wk  UMost days

(walking, running, swimming for 30 minutes)

How often do you perform strengthening exercises? UNever Q1-2days/wk  U3-4days/wk  WMost days

(weight-lifting)

How often do you perform flexibility exercises? UNever O1-2days/wk  U3-4days/wk  WMost days

(Yoga, Tai Chi, Dance, etc.)

What do your daily work habits include? Qsitting  QWalking UStanding QDriving
ULifting ULight Labour Heavy Labour WComputer Work
QOther

How do you rate your current stress? (circle) 1 2 3 4 5 7 8 9 10
Low High

Do you eat a healthy diet? UYes 0UNo  How much water do you drink per day?

Do you smoke? UYes UWNo  How many cigarettes per day? Number of

years?

Do you consume alcohol? QYes UNo  If yes, how many drinks per week?

How many hours of sleep do you get nightly? Do you awake feeling rested? UYes UNo

How do you sleep? USide  UBack UWStomach  UAll

What vitamins or supplements do you take?

List all medications you are taking:

List all surgeries and when they occurred:

Health History

Check only those conditions which are applicable

Past  Present Past  Present Past Present

U O Headaches U O  HighBlood Pressue a a Diabetes

U O  NeckPain U O  HeartAttack a a Excessive Thirst

a a Back Pain Od QO  ChestPains a a Frequent Urination

U O  ShoulderTendonitis U Q4  Stroke a a Anxiety

O Q  Frozen Shoulder O O Angina a Q Depression

U O  Tennis/Golfer’s Elbow U O Kidney Disorders a a General Fatigue

U O  Wrist/Hand Pain U O Bladder Infection a a Fibromyalgia

O QO  Carpal Tunnel Syndrome O Q  Painful Urination a Q Asthma

U O  Hip/Upper Leg Pain U O Lossof Bladder Control a a Allergies

a a Knee/Lower Leg Pain a a Prostate Problems a a Epilepsy

O O  Ankle/Foot Pain a a Loss of Appetite a a Dermatitis/Rash

U O  Plantar Fasciitis/Heel Spurs 1 U Abnormal Weight Gain/Loss

O QO  Joint Swelling/Stiffness O QO  Abdominal Pain Females

a Q4 JawPain U O  Ulcer a a Birth Control Pills

O QO  Osteoarthritis O Q  Liver/Gall Bladder Disorder U HRT

U O  Rheumatoid Arthritis U O  Hepatitis a a Pregnancy

O O  Osteoporosis a 4d  Tumour

U O  Scoliosis U O Cancer Any other conditions indicate below:

O QO  Lossof Coordination QO Q  HIV/AIDS

a a a d

a a a d

Dizziness

Hypo/hyper-thyroid

ooo
ooo




