
 
 

 
Patient	Name:	___________________________________	Date	of	Birth	:	_________________________	

Address:	_____________________________________________________________________________	

City:	______________________________	 Province:	______________	 Postal	Code:_________	

Home	Phone:	______________________________	 Cell	Phone:	_____________________________	

E-mail:	___________________________________	 Work	Phone:	____________________________	

Marital	Status:			Single				 Married					Divorced					Separated				Widowed	 			Spouse’s	Name:	__________________	

Children	(Names	and	Ages)	________________________________________________________________________________	

	

Your	Occupation:	______________________________			Employer:	______________________________	

Work	Address:	________________________________________________________________________	

City:	______________________________	 Province:	______________	 Postal	Code:_________	

	

Emergency	Contact:	____________________________	 Phone	Number:	__________________________	

	

How	did	you	hear	about	our	office?	________________________________________________________	

	

Will	this	claim	be	made	against:	

1. Recent	motor	vehicle	accident?	 		Yes	 	No	
2. Work	related	injury/accident?	 		Yes	 	No	

	

CDI anadianiscnstitute

Date:	______________________________	



 
 

Prior	Chiropractic	Care:	

Name:	___________________________________			Phone	Number:	_____________________________	

X-Rays	Taken?								Yes	 							No	 	 Date:	_______________________________________________	

Results:								Excellent									Good									Fair									Poor				Please	Explain:	______________________________	

Medical	Doctor:	

Name:	___________________________________		Phone	Number:	______________________________	

Address:	_____________________________________________________________________________	

Date	of	Last	Appointment:	________________________			Date	of	Last	Physical:	____________________	

Reason	for	Consulting	This	Office:		

Health	concern:	________________________________________________________________________	

When	did	you	notice	it?	_________________________	How	often	does	it	occur?	___________________	

Does	it	radiate?									Yes							No				If	Yes,	where?	______________________________________________	

What	relieves	it?	_______________________________________________________________________	

What	aggravates	it?	____________________________________________________________________	

Describe	how	it	interferes	with	your	life,	work	or	hobbies.	_____________________________________	

_____________________________________________________________________________________	

What	have	you	tried	to	get	rid	of	the	problem	that	did	not	work?	________________________________	

If	you	are	experiencing	pain,	is	it:	

												Sharp																			Dull																						Comes	&	Goes									Constant																					Travels	

Since	the	problem	started,	is	it:									About	the	Same								Getting	Better											Getting	Worse	

Other	professionals	seen	for	this	concern:	__________________________________________________	

Treatment	and	Results:	_________________________________________________________________	

What	are	your	expectations	on	your	1st	visit	here?	____________________________________________	

Rate	your	commitment	to	getting	rid	of	this	problem,	10	being	highest:			1					2				3				4				5				6				7				8					9				10		

	



 
 

Are	there	any	current	or	previous	x-ray,	CT,	or	MRI	studies	related	to	this	area?	What	are	the	results?	

___________________________________________________________________________________________	

Draw	in	your	face.	
Show	area(s)	of	pain	or	unusual	feeling.	
Mark	the	areas	on	this	body	where	you	feel	the		
described	sensations.		Use	the	appropriate	symbols.	
Mark	areas	of	radiation.		Include	all	affected	areas.	
 
Numbness	

 
 
Pins	&	Needles	

 
 
Burning X X X X X 
 X X X X X 
 X X X X X 
 
Aching * * * * * 
 * * * * * 
 * * * * *  
Stabbing / / / / / 
 / / / / / 
 / / / / / 
	

Habits	of	Lifestyle	

Do	you	smoke?          Yes                       No  Packs / day _______________ 

Do	you	consume	alcohol?        Yes                       No  Drinks / day _______________ 

Do	you	exercise?                     Yes                       No  Hours / day _______________ 

Rate	your	sleep	hours	per	night:							4-6	 																											6-8	 8-10	 12+	 	

Is	your	bed	comfortable?	 	 Yes																									No	 Type	of	bed:	_____________________	
	
Rate	your	appetite:	 Poor																			Fair	 											Medium																	Good																								Excellent	
	
Rate	your	diet:		 Poor																			Fair	 											Medium																	Good																								Excellent	
	
Do	you	eat	regularly:	 Breakfast										Lunch	 											Dinner	
	
Do	you	eat	per	day:	 1	meal														2	meals																3	meals	 		4	meals	 More	than	4	meals	

	



 
 

Past	Medical	History	
Please	check	any	symptoms	you	are	currently	experiencing	or	have	experienced	in	the	past

	 	
	 Now	 Past	 Now	 Past	 Now		 Past	
	 Low	Back	Pain	 Paralysis	 Constipation	

	 Pain	between	the	shoulders	 Dizziness	 Weight	trouble	

	 Neck	pain	 Fainting	 Abdominal	cramps	

	 Joint	pain	/	stiffness	 Cold	/	tingling	extremities	 Gas	/	bloating	

	 Arm	pain	 Stress	 Heart	burn	

	 Difficult	chewing	/	clicking	jaw	 Headaches	 Colitis	

	 General	stiffness	 Gall	Bladder	problems	 Hemorrhoids	

	 Numbness	 Liver	problems	 Bladder	troubles	

	 Walking	problems	 Allergies	 Painful	urination	

	 Nervousness	 Loss	of	Sleep	 Chest	pain	

	 Forgetfulness	 Excessive	Thirst	 Shortness	of	breath	

	 Confusion	/	Depression	 Frequent	Nausea	 Blood	Pressure		

	 Convulsions	 Vomiting	 Irregular	heartbeat	

	 Fatigue	 Diarrhea	 Heart	problems	

	 Varicose	veins	 Diabetes	 Lung	congestion	

	 Ankle	swelling	 Vision	problems	 Lung	problems	

	 Stroke	 Dental	problems	 Sexual	Dysfunction	

	 Arthritis	 Sore	throat	 	Menstrual	pain		

	 Sinus	congestion	 Ear	Aches	 Other	___________	

	 Stuffed	nose	 Hearing	difficulty	 Other	___________	

	

Falls,	accidents,	strains/sprains	or	broken	bones	(please	list):	

_____________________________________________________________________________________________	

_____________________________________________________________________________________________	

Surgery/	Operations	(please	list):	

_____________________________________________________________________________________________	

_____________________________________________________________________________________________	

Surgery	recommended	but	not	performed	(please	list):	

_____________________________________________________________________________________________	

_____________________________________________________________________________________________	

Do	you	take	any	vitamins?		 Yes	 									No			 List:	_______________________________________	

List	any	medication	or	drugs	you	are	currently	taking:	_____________________________________________	

_____________________________________________________________________________________________	



 

 

Have	you	previously	been	hospitalized?													Yes																											No		 	 	

Please	List:	____________________________________________________________________________________	

_____________________________________________________________________________________________	

_____________________________________________________________________________________	

Family	Health	Profile	

At	our	office	we	are	not	only	interested	in	your	health	and	well	being,	but	also	the	health	and	well	being	
of	your	family,	loved	ones	and	our	community.	Please	mention	below	any	health	conditions	or	concerns	
pertaining	to	your:	

Children:	_____________________________________________________________________________	

Spouse:	______________________________________________________________________________	

Mother:	______________________________________________________________________________	

Father:	_______________________________________________________________________________	

Brother	(s):	___________________________________________________________________________	

Sister(s):______________________________________________________________________________		

EXTENDED	HEALTH	CARE	
Do	you	have	Extended	Health	Care?												Yes																			No	

If	yes,	please	answer	the	following:	

Is	chiropractic	coverage:		 a)	Per	visit	_____	max/visit	

	 									 	 	 b)	Total	maximum	_____	

Massage	coverage:	 	 	a)	Per	visit	_____	max/visit	

	 									 	 	 b)	Total	maximum	_____	

Orthotic		coverage:	 	 a)	Allowed	amount_____	

	 	 	 	 b)	Every	year	________,	Every	_______	years	

Naturopathy	 	 	 a)	Per	visit	_____	max/visit	

	 									 	 	 b)	Total	maximum	_____	

Policy	Holder	Name:	____________________________________________________________________		

Company	Name:	______________________________________		 Phone:	____________________	



 

 

Our	Financial	Policies	

Please	check	with	your	insurance	company	regarding	your	benefits.	In	order	to	be	reimbursed	by	your	insurance	company,	please	ask	
our	staff	to	print	an	Extended	Health	Care	Financial	Record,	which	must	be	submitted	with	your	claim	to	your	company.	However,	we	
do	require	payment	for	services	rendered	on	the	day	of	your	appointment.	We	cannot	guarantee	that	your	insurance	company	will	
make	payment	for	the	same.	

It	is	the	policy	of	the	Canadian	Disc	Institute	that	payment	arrangements	are	made	prior	to	treatment	commencing.	

We	accept	cheques,	Debit,	Visa,	Mastercard	and	cash.	If	you	are	going	to	be	on	a	regular	treatment	plan	of	one	or	more	months,	it	is	
possible	a	payment	plan	may	be	worked	out	for	you.	Please	ask	to	go	over	this	with	our	Treatment	Coordinator,	if	desired.	

FEE	SCHEDULE	
Adult		 	 	 	 	 	 	 Total	 	 	
Initial	Consultation/Examination	 	 	 	 150.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 30.00	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 75.00	 	
Chiropractic	Adjustment	 	 	 	 	 65.00	 	 	
Comparative	Exam	 	 	 	 	 65.00	 	 	
Comparative		/	Subsequent	Review		 	 	 100.00	per	quarter	hour		 	 	
	
	
Student	(14	years	of	age	to	include	18	years	of	age)*	
	
Initial	Consultation/Examination	 	 	 	 125.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 30.00	 	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 75.00	 	
Chiropractic	Adjustment	 	 	 	 	 60.00	 	 	
Comparative	Exam	 	 	 	 	 60.00	 	
Comparative	/	Subsequent	Review	 	 	 	 100.00	per	quarter	hour	 	 	
	
	
Child	(13	years	and	under)*	
	
Initial	Consultation/Examination	 	 	 	 100.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 30.00	 	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 75.00	 	 	
Chiropractic	Adjustment	 	 	 	 	 55.00	 	 	
Comparative	Exam	 	 	 	 	 55.00	 	 	
Comparative	/	Subsequent	Review	 	 	 	 100.00	per	quarter	hour	 	 	
	

*	Child	and	Student	fees	apply	to	children	and	students	who	have	a	minimum	of	1	parent	under	a	care	plan	with	Dr.	Moore	at	the	time	of	the	initial	
visit.	

I	have	reviewed,	understand	and	accept	the	fee	structure	as	set	out	above.	

Patient	Initials	_______________	



 

 

	
Other	Services	
Consultation/Extended	Treatment	with	Dr.	Moore		 	 	 $100.00	per	¼	hour		
Custom	Orthotics	 	 	 	 	 	 	 $450.00	
Dispensary	Products	 	 	 	 	 	 	 Priced	Individually	
Acupuncture	 	 	 	 	 	 	 	 $95.00	per	session	
Spinal	Decompression	 	 	 	 	 	 	 $250.00	per	session	
Records	/	Administrative	Forms	or	Reports	 	 	 	 Priced	Individually	@$400.00		/	hr	

Communications	(email,	text,	telephone)	 	 	 	 $100.00	per	¼	hour	
Emergency	Fee	 	 	 	 	 	 	 	 $150.00	in	addition	to	services		
Out	of	Hours	appointments	 	 	 	 	 	 $75.00	in	addition	to	service	

ABOUT	BILLINGS	
All	services	are	billed	at	the	discretion	of	the	doctor	at	the	time	of	service.	Care	plans	are	an	estimate	of	
the	services	that	will	be	used	throughout	the	course	of	care	however,	other	services	not	included	in	the	
care	plan	may	be	used	and	will	be	billed	at	the	customary	rates	enclosed	above.	Any	changes	or	
additions	to	a	care	plan	are	billed	at	the	rates	above.		

	

ABOUT	OHIP	
Currently	OHIP	does	not	cover	any	portion	of	services	offered	at	the	Canadian	Disc	Institute.	

	
EXTENDED	HEALTH	CARE	PLANS	
Please	check	with	your	insurance	company	regarding	your	benefits.	In	order	to	be	reimbursed	by	your	
insurance	company,	the	Canadian	Disc	institute	will	assist	you	with	a	financial	record	which	must	be	
submitted	with	your	claim.	However,	we	do	require	payment	for	services	rendered	on	the	day	of	your	
appointment.	We	cannot	guarantee	that	your	insurance	company	will	make	payment	for	the	same.		

	
NO	FAULT	MOTOR	VEHICLE	INSURANCE		
If	you	are	attending	the	Institute	due	to	a	claim	filed	with	your	provincial	No	Fault	Motor	Vehicle	
Insurance,	payment	must	be	made	directly	to	the	Canadian	Disc	Institute	by	yourself	at	the	time	the	
program	is	initiated.	The	Canadian	Disc	Institute	will	assist	you	with	the	required	documentation	to	
facilitate	your	claim,	but	cannot	guarantee	any	portion	of	the	claim	will	be	honoured	by	your	insurance	
company.	

I	have	reviewed,	understand	and	accept	the	fee	structure	as	set	out	above.																													Patient	Initials	___________	



 

 

WORKERS’	COMPENSATION	BOARD	
Should	you	be	eligible	for	coverage	under	the	Workers’	Compensation	Board	of	Ontario,	it	is	imperative	
you	advise	the	Canadian	Disc	Institute	of	this	situation	on	your	first	visit.		

Currently,	the	WSIB	does	not	cover	decompression	therapy	such	as	that	offered	at	the	Canadian	Disc	
Institute.	This	means	that	even	if	you	are	eligible	for	WSIB	coverage	they	will	not	assist	with	financial	
coverage	of	services	offered	at	the	Canadian	Disc	Institute.		

	

If	you	have	any	questions	with	respect	to	matters	set	out	above	or	if	we	have	failed	to	cover	any	area	of	
concern	to	you,	please	do	not	hesitate	to	ask	our	staff.	We	value	you	as	a	patient	and	want	to	do	
everything	we	can	to	help	you	to	return	to	an	active,	pain	free	life.	

	

	

Sincerely,	

	

The	Canadian	Disc	Institute	

	
	
PATIENTS	ACCEPTANCE	OF	POLICIES		
	

I,	______________________________________	understand	that	the	information	provided	herein	is	
strictly	confidential	and	is	utilized	to	assist	in	more	fully	understanding	my	case.	I	understand	and	accept	
all	policies	and	fees	of	the	Canadian	Disc	Institute	as	set	out	above.	

	

_____________________________	 	 	 	 	 _______________________	

Patient’s	Signature	 	 	 	 	 	 	 Date	



 

 

NECK DISABILITY INDEX 
 

THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO 

MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU.  
ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU,  

PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION. 
 
 
 
 

SECTION 1 - PAIN INTENSITY    
    
" " " " I have no pain at the moment. 
" " " " The pain is very mild at the moment. 
" " " " The pain is moderate at the moment. 
" " " " The pain is fairly severe at the moment. 
" " " " The pain is very severe at the moment. 
" " " " The pain is the worst imaginable at the moment. 

SECTION 2 - PERSONAL CARE 
 
" " " " I can look after myself normally without causing 
      extra pain. 
" " " " I can look after myself normally, but it causes  
      extra pain. 
" " " " It is painful to look after myself, and I am slow  
      and careful. 
" " " " I need some help but manage most of my personal care. 
" " " " I need help every day in most aspects of self -care. 
" " " " I do not get dressed. I wash with difficulty and  
      stay in bed. 

SECTION 3 – LIFTING 
 
" " " " I can lift heavy weights without causing extra pain. 
" " " " I can lift heavy weights, but it gives me extra pain. 
" " " " Pain prevents me from lifting heavy weights off  
      the floor but I can manage if items are conveniently 
      positioned, ie. on a table. 
" " " " Pain prevents me from lifting heavy weights, but I   
      can manage light weights if they are conveniently 
      positioned. 
" " " " I can lift only very light weights. 
" " " " I cannot lift or carry anything at all.

SECTION 9 – READING 
 
" " " " I can read as much as I want with no neck pain. 
" " " " I can read as much as I want with slight neck pain. 
" " " " I can read as much as I want with moderate neck pain. 
" " " " I can't read as much as I want because of moderate 
      neck pain. 
" " " " I can't read as much as I want because of severe 
      neck pain. 
" " " " I can't read at all. 

SECTION 5 – HEADACHES 
    
" " " " I have no headaches at all. 
" " " " I have slight headaches that come infrequently. 
" " " " I have moderate headaches that come infrequently. 
" " " " I have moderate headaches that come frequently. 
" " " " I have severe headaches that come frequently. 
" " " " I have headaches almost all the time. 

SECTION 6 – CONCENTRATION 
 
" " " " I can concentrate fully without difficulty. 
" " " " I can concentrate fully with slight difficulty. 
" " " " I have a fair degree of difficulty concentrating. 
" " " " I have a lot of difficulty concentrating. 
" " " " I have a great deal of difficulty concentrating. 
" " " " I can't concentrate at all. 

SECTION 7 – SLEEPING 
    
" " " " I have no trouble sleeping. 
" " " " My sleep is slightly disturbed for less than 1 hour. 
" " " " My sleep is mildly disturbed for up to 1-2 hours. 
" " " " My sleep is moderately disturbed for up to 2-3 hours. 
" " " " My sleep is greatly disturbed for up to 3-5 hours. 
" " " " My sleep is completely disturbed for up to 5-7 hours. 

SECTION 4 – WORK 
 
" " " " I can do as much work as I want. 
" " " " I can only do my usual work, but no more. 
" " " " I can do most of my usual work, but no more. 
" " " " I can't do my usual work. 
" " " " I can hardly do any work at all. 
" " " " I can't do any work at all. 

SECTION 8 – DRIVING 
 
" " " " I can drive my car without neck pain. 
" " " " I can drive as long as I want with slight neck pain. 
" " " " I can drive as long as I want with moderate neck pain. 
" " " " I can't drive as long as I want because of moderate 
      neck pain. 
" " " " I can hardly drive at all because of severe neck pain. 
" " " " I can't drive my care at all because of neck pain. 

SECTION 10 – RECREATION 
    
" " " " I have no neck pain during all recreational activities. 
" " " " I have some neck pain with all recreational activities. 
" " " " I have some neck pain with a few recreational activities. 
" " " " I have neck pain with most recreational activities. 
" " " " I can hardly do recreational activities due to neck pain. 
" " " " I can't do any recreational activities due to neck pain. 

PATIENT NAME _______________________________________       DATE  _____________    
 
SCORE  __________ [50]       BENCHMARK      -5 = __________ 
 
Copyright: Vernon H. and Hagino C., 1987. Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity. 
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors.  



Oswestry Disability Questionnaire 
 
This questionnaire has been designed to give us information as to how your back or leg pain is affecting your ability to 
manage in everyday life.  Please answer by checking one box in each section for the statement which best applies 
to you.  We realise you may consider that two or more statements in any one section apply but please just shade out 
the spot that indicates the statement which most clearly describes your problem. 
 

Section 1: Pain Intensity 

£ I have no pain at the moment 
£ The pain is very mild at the moment 
£ The pain is moderate at the moment 
£ The pain is fairly severe at the moment 
£ The pain is very severe at the moment 
£ The pain is the worst imaginable at the moment 

Section 2: Personal Care (eg. washing, 
dressing) 

£ I can look after myself normally without causing extra 
pain 

£ I can look after myself normally but it causes extra pain 
£ It is painful to look after myself and I am slow and careful 
£ I need some help but can manage most of my personal 

care 
£ I need help every day in most aspects of self-care 
£ I do not get dressed, wash with difficulty and stay in bed 

Section 3: Lifting 

£ I can lift heavy weights without extra pain 
£ I can lift heavy weights but it gives me extra pain 
£ Pain prevents me lifting heavy weights off the floor but I 

can manage if they are conveniently placed eg. on a table 
£ Pain prevents me lifting heavy weights but I can manage 

light to medium weights if they are conveniently 
positioned 

£ I can only lift very light weights 
£ I cannot lift or carry anything 

Section 4: Walking* 

£ Pain does not prevent me walking any distance 
£ Pain prevents me from walking more than 2 kilometres  
£ Pain prevents me from walking more than 1 kilometre 
£ Pain prevents me from walking more than 500 metres  
£ I can only walk using a stick or crutches 
£ I am in bed most of the time 

Section 5: Sitting 

£ I can sit in any chair as long as I like 
£ I can only sit in my favourite chair as long as I like 
£ Pain prevents me sitting more than one hour 
£ Pain prevents me from sitting more than 30 minutes  
£ Pain prevents me from sitting more than 10 minutes  
£ Pain prevents me from sitting at all 

Section 6: Standing 

£ I can stand as long as I want without extra pain 
£ I can stand as long as I want but it gives me extra pain 
£ Pain prevents me from standing for more than 1 hour 
£ Pain prevents me from standing for more than 30 

minutes 
£ Pain prevents me from standing for more than 10 

minutes 
£ Pain prevents me from standing at all 

Section 7: Sleeping 

£ My sleep is never disturbed by pain 
£ My sleep is occasionally disturbed by pain 
£ Because of pain I have less than 6 hours sleep 
£ Because of pain I have less than 4 hours sleep 
£ Because of pain I have less than 2 hours sleep 
£ Pain prevents me from sleeping at all 

Section 8: Sex Life (if applicable) 

£ My sex life is normal and causes no extra pain 
£ My sex life is normal but causes some extra pain 
£ My sex life is nearly normal but is very painful 
£ My sex life is severely restricted by pain 
£ My sex life is nearly absent because of pain 
£ Pain prevents any sex life at all 

Section 9: Social Life 

£ My social life is normal and gives me no extra pain 
£ My social life is normal but increases the degree of pain 
£ Pain has no significant effect on my social l ife apart from 
 limiting my more energetic interests e.g. sport 
£ Pain has restricted my social life and I do not go out as 

often 
£ Pain has restricted my social life to my home 
£ I have no social life because of pain 

Section 10: Travelling 

£ I can travel anywhere without pain 
£ I can travel anywhere but it gives me extra pain 
£ Pain is bad but I manage journeys over two hours 
£ Pain restricts me to journeys of less than one hour 
£ Pain restricts me to short necessary journeys under 30 

minutes 
£ Pain prevents me from travelling except to receive 

treatment 
 



Consent to Chiropractic Care
Chiropractors locate, analyze and correct vertebral subluxations, which are misalignments of spinal joints, which cause nervous 
system imbalances. Chiropractic care, including spinal adjustments, have been the subject of government reports and 
multi-disciplinary studies conducted over many years and has been demonstrated to be highly e�ective for spinal pain, headaches 
and other similar symptoms. Chiropractic care can greatly contribute to your overall well-being and good health. Chiropractors 
may utilize chiropractic adjustments, soft tissue therapy and occasional modalities such as ultrasound and interferencial current 
during your care. 

Chiropractic care is considered to be one of the safest forms of health care; the risk of injuries or complications is substantially 
lower than that associated with medical or other treatment, medications and procedures given for the same symptoms. However, 
all treatment or manual therapies contain some risks, however rare, that you should be aware of including ligament sprains, muscle 
strains, and rib fractures. There are rare reported cases of disc injuries identi�ed following certain cervical and lumbar spinal 
adjustments, although no scienti�c evidence has demonstrated such injuries are caused by or may be caused by spinal 
adjustments or other chiropractic care. 

There are reported cases of stroke associated with visits to medical doctors and chiropractors. Research and scienti�c evidence 
does not establish a cause and e�ect relationship between chiropractic treatment and the occurrence of stroke rather, recent 
studies indicate that patients may be consulting medical doctors and chiropractors when they are in the early stages of a stroke. In 
essence, there is a stroke already in progress. However, you are being informed of this reported association because of the serious 
neurological impairment a stroke may cause. The possibility of such injuries occurring in association with upper cervical 
chiropractic is extremely remote. 

I acknowledge I have read this consent and I have discussed or had the opportunity to discuss with the doctor this consent, the 
nature and purpose of chiropractic care in general, treatment options, and recommendations for care. 

I consent to the chiropractic care o�ered at this o�ce and I intend this consent to apply to all my present and future chiropractic 
care. 

DatePrint Name Signature

Date

DC Initials

15000 Yonge Street     Aurora, Ontario     L4G 1M6       (905) 727-1817     www.moorechiropracticgroup.com

Consent to Examination
Your chiropractic care at this o�ce will be based upon the details of your personal health history, as well as detailed orthopedic 
and neurological testing. Radiographic studies may be recommended. During the course of this testing the doctor will be asking 
you to bend, twist and move. Additionally, the doctor will palpate areas of your spine and muscles.  
I have read the above and consent to undergoing an examination as mentioned but not limited to the above. 

Print Name Signature

Informed Consent to Chiropractic










