


 
 

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	

	





 

 

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.		

FEE	SCHEDULE	
Adult		 	 	 	 	 	 	 Total	 	 	
Initial	Consultation/Examination	 	 	 	 195.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 50.00	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 100.00	 	
Chiropractic	Adjustment	 	 	 	 	 80.00	 	 	
Comparative	Exam	 	 	 	 	 75.00	 	 	
Comparative		/	Subsequent	Review		 	 	 100.00	per	quarter	hour		 	 	
	
	
Student	(14	years	of	age	to	include	18	years	of	age)*	
	
Initial	Consultation/Examination	 	 	 	 150.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 50.00	 	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 100.00	 	
Chiropractic	Adjustment	 	 	 	 	 75.00	 	 	
Comparative	Exam	 	 	 	 	 75.00	 	
Comparative	/	Subsequent	Review	 	 	 	 100.00	per	quarter	hour	 	 	
	
	
Child	(13	years	and	under)*	
	
Initial	Consultation/Examination	 	 	 	 125.00	 	 	
Radiographic	(x-rays)	–	per	view	 	 	 	 50.00	 	 	
Thermographic	and	EMG	Scans	–	per	scan	 	 	 45.00	 	 	
Report	of	Findings	(1	hr.	-	additional	billed	at	hourly	rate)	 	 100.00	 	 	
Chiropractic	Adjustment	 	 	 	 	 70.00	 	 	
Comparative	Exam	 	 	 	 	 75.00	 	 	
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	and	upon	subsequent	care	plans.	

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	 	 	 	 	 	 	 $600.00	
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.	By	beginning	care	you	agree	to	fees	as	set	out	
above	and	understand	that	you	are	responsible	for	all	billings.	The	office	has	a	no	receivable	policy	and	
as	such	payment	is	due	in	advance	or	on	the	day	of	for	all	services.		

	

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	





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 
 












