Langdon Chiropractic and Wellness Centre ;_m; (403) 936-2450

Personal information

Please complete the following questionnaire. Your answers will help us to determine if physiotherapy can help you.

All your answers will be considered confidential. No information will be released without your consent. Thank you!

First Name: s, Middle name: sy LOSENAMe: sessassaas

Date of Birth (dd/mm/yy): Age: .. Gender: cMale oFemale w©Other nPrefer notto say

F e 1 L RS @ 1 77 A > ¢ 1V] 111! Postal Code: ...

Home phone #: A S Cell #: PRTPRNURI | ; [ G2 S ee——

email (Please PRINT): R A R V0 14 & - e s st st s

OCCUPALION: o, EMPlOy@T/SChOO: oo iR

Emergency Contact First/Last Name: ...
Emergency CONLACE #: ... ROIAUONE woimmssommmmmmmmss s

Family Physician First/Last Name: esomeness (GOMTACE R, oot i

Referring Physician (if not same as above): ... e (GONLACER! s

K OFIJUN: o Daaof inhwylAccidents .

Is your injury related to a recent Motor Vehicle Accident? oYes oONo
Is your injury related to work? oYes oNo

Are you seeking treatment after a fracture or a surgery? riYes riNo

Health information

How would you describe your general health status? oGood oPoor

Reason for seeking treatment tOA@Y: .. ... st ssssess st st

Have you recsived treatment kefere? =Vee oMo

If yes, what injury and when? SO—

Please list any medication you are currently taking and reason for taking them: ......




Langdon Chiropractic and Wellness Centre ...

(403) 936-2450

Please list your pasl surgeries with dates: ...

Please list your allergies: ...

Life habits: use of odSmoking ©mAlcohol oDrugs oMarijuana

Are you receiving treatment from other health care professionals? oYes oONo

If yes, Who and What is it fOr: ... s

Female clients: Is there a chance that you could be pregnant? oYes oNo If yes, due date: ...

Please check if you presently have or have had any of the following conditions. Mention details when appropriate.

o Headaches

1 Double vision 11 Heart disease 1 Respiratory o Thyroid disorder | o Neck pain
O Blurring of vision O Heart attack o Asthma 0 HIV 0 TMJ pain
r Dizziness / Vertigo | o High blood pressure | o Bronchitis 0 Hepatitis 1) Upper back
pain
o Low blood pressure | a Constipation 0O Herpes o Low back pain

0 sensitivity to light

1 Diabetes

o1 Diarrhea

0 Tuberculosis

0 OsSteoporosis

o sensltivity to noise

o Aneurysm

o1 Stomach ulcer

o Frequent/painful
urination

1 Osteoarthritis

u Stroke / CVA

o Varicose veins

r Hiatus hernia

o Liver/Gallbladder
disease

1 Tendonitis

o Numbness or

o Nervous system

disorders: ...

0 Heartburn o Mental health o Sinusitis o Hip pain
tin;ling; issues
o Chest pains 0O Anxiety o Sleep disorders o Knee pain

1 Weight loss

0 Cancer: ... 01 Depression 01 Insomnia o1 Ankle/foot pain
o Night fever/sweats | o hearing loss o Epilepsy o Menstrual o Shoulder pain
problems

1 Ringing in ears

1 vision loss

o balance problem

0 pelvic tloor pain

tElbow pain

o0 head trauma

o falls / near falls

o0 Metal Implants

o Kidney/bladder
disease

0 Wrist/hand
pain

o0 Other:

Please explain if there is a family history of above mentioned CONAItIONS: ... s

WIHESS SIZMATMTE s s s
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Langdon Chiropractic and Wellness Centre ;.l_... (403) 936-2450

INFORMED CONSENT TO PHYSIOTHERAPY ASSESSMENT AND TREATMENT

It is important for you to consider the benefits, risks and alternatives to the
treatment options offered by your physiotherapist and to make an informed
decision about proceeding with treatment. Physiotherapy may include, but is not
limited to, manual therapy including spinal manipulation, use of electrical
stimulation and other modalities, dry needling, education and exercise. Your
treatment program will be designed by your physiotherapist however a
physiotherapist assistant may also be involved in your care. Your physiotherapist
will explain the benefits, alternative options and potential risks of each modality.
Please ask your therapist in case you have any questions or concerns about any of
the modalities that are chosen for your treatment. You are encouraged to ask

questions at any time regarding your assessment and treatment. Bring any
concerns you have to your physiotherapist's attention. If you are not comfortable
at any point during your treatment or if you choose not to participate in any
aspect of the treatment, you must inform your physiotherapist right away.

It is your right to withdraw your consent at any point during the treatment. If you
choose to do so, please inform your physiotherapist of your decision immediately.
Please be involved in and responsible for your care. Inform your physiotherapist
immediately of any changes in your condition.

| hereby acknowledge that | understand and agree with the above criteria and
therefore consent to participate in an assessment and treatment.

Patient’s name [Please PrINE): ..« nussiisiniiaiiiiimms s s

PAtIBNT SIBNATIIEY vimimuaiimusnvnisiainss WITRESS SIBNATURG! ...vvainsiinmiissmsniiie

Date: cooopyeres [ oeeemmunnes [ virnnddinne Date: ...opyrees [ vveemmunees [ iniddenee.



