
CONFIDENTIAL PATIENT CASE HISTORY
Name:_____________________________________________________  Date:       

Address:___________________________________________________________________________________
Residence and Mailing City  Province/State Postal Code/Zip

Email:  Birth date:                                   Biological sex: ___________

Occupation:                                           Employed by:_________________________________________________

Do you have insurance benefits?  □Yes  □No   Company: ___________________________________________

□Single   □ Married/Common-law   □Separated   □ Divorced   □ Widowed  

Have you had previous chiropractic care? □Yes  □No   Chiropractor’s name:____________________________

Medical Doctor’s name and phone number:________________________________________________________

Whom may we thank for referring you to our office?__________________________________________________

YOUR HEALTH PROFILE

Please briefly describe the chief area of complaint, including the effect it has had on your life, when you first noticed it, and 
how it originally occurred.
                                                                                                                                                                                                         _____________________________________________________________________________________________________

___________________________________________________________________________________________

Indicate where you feel your symptoms on the diagram below:

Check the boxes that describe what you are feeling:

 Dull  Sharp Numbing  Throbbing □Tingling Aching Burning Stabbing Cramping □Cutting

□Stiff □Spasms □Stinging □Shooting □Pounding □Constricting □ Other:

When did it start?                                                                         It is: About the Same Getting Better Getting Worse

What makes it worse?____________________________________________________________________________________

How frequent is the complaint?          Constant      Daily        Intermittent    Night Only   Other:_________________

How long does it last?           All day             A Few Hours        Minutes  Seconds

Is there anything you can do to relieve the problem?    Yes   No   If yes describe: 

It Interferes with: Work Sleep Walking Sitting Hobbies Leisure
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Fill in pages 1 and 2, read 
page 3 & 4, but don’t sign 
yet.

Cellular Telephone Number:(       )_______________ Home Telephone Number: (         )_____________________



Name:                                                                                          

Please indicate your level of pain/discomfort below by checking a number/circling a word:

 0  1  2  3  4  5  6   7  8  9  10
Normal Mild Moderate Severe Excruciating

*If your pain varies or you have multiple areas of pain at different levels, inform the doctor.

Please check () all symptoms you have had in the past year even if they do not seem related to your current problem.

 Headaches 
 Neck Pain/ Stiffness
 Pins & Needles in Arms
 Pins & Needles in Legs
 Numbness in upper limb
 Numbness in lower limb
 Hypersensitive Eyes
 Buzzing/ringing in Ears
 Significant Irritability

 Mood Swings 
 Severe Nervousness 
 Considerable Fatigue
 Clinical Depression
 Severe Constipation
 Severe Diarrhea
 Significant Tension
 Fainting
 Dizziness

 Back Pain
 Cold Hands
 Cold Feet 
 Problem Urinating
 Heartburn
 Ulcers
 Upset Stomach 

 Loss of Taste
 Loss of Balance
 Loss of Smell
 Severe Menstrual Pain
 Menstrual Irregularity
 Fever in the past month
 Hot Flashes
 Sleeping Problems
 Cold Sweats

Please note any major illnesses you have had: Heart disease Cancer          Diabetes     Other:                       

_____________________________________________________________________________________________________

Please list any major accidents or surgeries you have had and when you had them:                                                                     

_____________________________________________________________________________________________________

Please list any medications you are taking:___________________________________________________________________

The statements made on this form are accurate to the best of my recollection and I agree to allow this office to 
examine me/my child for further evaluation.  Please do not sign until you see the doctor.

Signature of Patient/Legal Guardian:                                                         Date:                                          

OUR FEE SCHEDULE

Initial Assessment...............................................$75.00
Subsequent Visit.................................................$40.00
Reassessment....................................................$55.00

Student/ Senior (65 and older) Child (under 16)
Same as above.  We do not have separate fees for Seniors/students or children.  Fee discounts 
are considered on a case-by-case as-needed basis.

Custom Made Orthotics
1 Pair of Custom Fitted Orthotic Inserts............$500.00
1 Pair of Custom Fitted Orthotic Shoes/Sandals$600.00

Payment is due when the service is rendered.  We will provide receipts upon your request.  Please note that many
private insurance companies pay towards chiropractic care and custom made orthotics.  Please consult your 
insurance plan for more details.  If you have been injured at work or involved in a recent automobile collision, 
please let us know so we can arrange to bill on your behalf.

I have read and understand the fee schedule.
Signature of Patient/Legal Guardian:                                                     Date:                                           
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CANADIAN CHIROPRACTIC PROTECTIVE ASSOCIATION 

CONSENT TO CHIROPRACTIC TREATMENT 

It is important for you to consider the benefits, risks and alternatives to the treatment options offered by your 
chiropractor and to make an informed decision about proceeding with treatment. 

Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other joints of the 
body, soft-tissue techniques such as massage, and other forms of therapy including, but not limited to, electrical 
or light therapy and exercise. 

Benefits 

Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and other areas 
of the body caused by nerves, muscles, joints and related tissues.  Treatment by your chiropractor can relieve 
pain, including headache, altered sensation, muscle stiffness and spasm.  It can also increase mobility, improve 
function, and reduce or eliminate the need for drugs or surgery. 

Risks 

The risks associated with chiropractic treatment vary according to each patient’s condition as well as the 
location and type of treatment. 

The risks include: 

● Temporary worsening of symptoms – Usually, any increase in pre-existing symptoms of pain or stiffness will
last only a few hours to a few days.  

● Skin irritation or burn – Skin irritation or a burn may occur in association with the use of some types of
electrical or light therapy.  Skin irritation should resolve quickly.  A burn may leave a permanent scar.

● Sprain or strain – Typically, a muscle or ligament sprain or strain will resolve itself within a few days or weeks
with some rest, protection of the area affected and other minor care.

● Rib fracture – While a rib fracture is painful and can limit your activity for a period of time, it will generally
heal on its own over a period of several weeks without further treatment or surgical intervention.

● Injury or aggravation of a disc – Over the course of a lifetime, spinal discs may degenerate or become
damaged.  A disc can degenerate with aging, while disc damage can occur with common daily activities such
as bending or lifting.  Patients who already have a degenerated or damaged disc may or may not have
symptoms.  They may not know they have a problem with a disc.  They also may not know their disc
condition is worsening because they only experience back or neck problems once in a while.

Chiropractic treatment should not damage a disc that is not already degenerated or damaged, but if there is
a pre-existing disc condition, chiropractic treatment, like many common daily activities, may aggravate the
disc condition.

The consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient.  In
the most severe cases, patient symptoms may include impaired back or neck mobility, radiating pain and
numbness into the legs or arms, impaired bowel or bladder function, or impaired leg or arm function.
Surgery may be needed.
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● Stroke – Blood flows to the brain through two sets of arteries passing through the neck.  These arteries may
become weakened and damaged, either over time through aging or disease, or as a result of injury.  A blood
clot may form in a damaged artery.  All or part of the clot may break off and travel up the artery to the brain
where it can interrupt blood flow and cause a stroke.

Many common activities of daily living involving ordinary neck movements have been associated with stroke
resulting from damage to an artery in the neck, or a clot that already existed in the artery breaking off and
travelling up to the brain.

Chiropractic treatment has also been associated with stroke.  However, that association occurs very
infrequently, and may be explained because an artery was already damaged and the patient was
progressing toward a stroke when the patient consulted the chiropractor.  Present medical and scientific
evidence does not establish that chiropractic treatment causes either damage to an artery or stroke.

The consequences of a stroke can be very serious, including significant impairment of vision, speech,
balance and brain function, as well as paralysis or death.

Alternatives 

Alternatives to chiropractic treatment may include consulting other health professionals.  Your chiropractor may 
also prescribe rest without treatment, or exercise with or without treatment. 

Questions or Concerns 

You are encouraged to ask questions at any time regarding your assessment and treatment.  Bring any 
concerns you have to the chiropractor’s attention.  If you are not comfortable, you may stop treatment at any 
time. 

Please be involved in and responsible for your care.  Inform your chiropractor immediately of any change in 
your condition. 

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR 

I hereby acknowledge that I have discussed with the chiropractor the assessment of my condition and 
the treatment plan.  I understand the nature of the treatment to be provided to me.  I have considered 
the benefits and risks of treatment, as well as the alternatives to treatment.  I hereby consent to 
chiropractic treatment as proposed to me. 

____________________________________ 
Name (Please Print)  

____________________________________ Date: ______________ 20____ 
Signature of patient (or legal guardian) 

____________________________________ Date: _______________20____ 
Signature of Chiropractor 

Dr. Adrian Robichaud 179 King Street East, Oshawa, Ontario   L1H 1C2


	Our Fee Schedule
	Same as above. We do not have separate fees for Seniors/students or children. Fee discounts are considered on a case-by-case as-needed basis.
	Custom Made Orthotics

	text_2dshw: 
	text_3lzgt: 
	text_4dsow: 
	text_5lkgg: 
	text_6sybx: 
	text_7dfrs: 
	text_9ksgp: 
	text_10wnlv: 
	text_11ziky: 
	text_12vjit: 
	text_13wobq: 
	text_14hjto: 
	text_15eftr: 
	text_16ppgv: 
	text_17tlhz: 
	text_18alpa: 
	checkbox_19hiex: Off
	checkbox_20fcvf: Off
	checkbox_21trgu: Off
	checkbox_22cexj: Off
	checkbox_23tqlv: Off
	checkbox_24qgab: Off
	checkbox_25bhai: Off
	checkbox_26snaf: Off
	checkbox_27ctcf: Off
	textarea_28voho: 
	checkbox_71xyb: Off
	checkbox_72ydgq: Off
	checkbox_73anpd: Off
	checkbox_74bgib: Off
	checkbox_75lrtn: Off
	checkbox_76cnlm: Off
	checkbox_77couw: Off
	checkbox_78dwkq: Off
	checkbox_79ldck: Off
	checkbox_80efxb: Off
	checkbox_81lbq: Off
	checkbox_82urtl: Off
	checkbox_83vfyq: Off
	checkbox_84lhrx: Off
	checkbox_85ibp: Off
	checkbox_86zgyc: Off
	checkbox_87udyb: Off
	checkbox_88pvti: Off
	checkbox_90ecwk: Off
	checkbox_91ayiu: Off
	text_92agyy: 
	text_93hwrm: 
	text_94xsaq: 
	checkbox_95xevh: Off
	checkbox_96fpoc: Off
	checkbox_97nkhr: Off
	checkbox_98leut: Off
	checkbox_99evts: Off
	checkbox_100wijf: Off
	checkbox_101bnbe: Off
	checkbox_102eru: Off
	checkbox_103vyuu: Off
	checkbox_104mpv: Off
	checkbox_105tuhw: Off
	checkbox_107yc: Off
	checkbox_108wsql: Off
	checkbox_109vpnp: Off
	checkbox_110gbeh: Off
	checkbox_111shir: Off
	checkbox_112khwo: Off
	text_113brca: 
	text_114wltm: 
	checkbox_178uadr: Off
	checkbox_179hlan: Off
	checkbox_180wtk: Off
	checkbox_181mhxr: Off
	checkbox_182muuf: Off
	checkbox_183bljb: Off
	checkbox_184gcqt: Off
	checkbox_185yzxp: Off
	checkbox_186szff: Off
	checkbox_187ykje: Off
	checkbox_188vweo: Off
	checkbox_189bzkb: Off
	checkbox_190idgv: Off
	checkbox_191bbjm: Off
	checkbox_192kmmw: Off
	checkbox_193aowk: Off
	checkbox_194trtk: Off
	checkbox_195vsew: Off
	checkbox_196hbdk: Off
	checkbox_197eerm: Off
	checkbox_198inpp: Off
	checkbox_199sloe: Off
	checkbox_200zjyg: Off
	checkbox_201oynx: Off
	checkbox_202gll: Off
	checkbox_203cfjk: Off
	checkbox_204ltti: Yes
	checkbox_205alob: Off
	checkbox_206vzld: Off
	checkbox_207uvzm: Off
	checkbox_208etss: Yes
	checkbox_209hsxo: Off
	checkbox_210neq: Off
	checkbox_211lyhu: Off
	checkbox_212nujn: Off
	checkbox_213jhvm: Off
	checkbox_214pewd: Off
	checkbox_215xqto: Off
	checkbox_216efym: Off
	checkbox_217tlbi: Off
	checkbox_218mlcl: Off
	checkbox_219dvni: Off
	checkbox_220dng: Off
	checkbox_221bcws: Off
	checkbox_222qrfz: Off
	checkbox_223etmc: Off
	checkbox_224vnzs: Off
	checkbox_225evgw: Off
	checkbox_226yyco: Off
	checkbox_227zgg: Off
	checkbox_228jcj: Off
	text_115szgl: 
	checkbox_116dl: Off
	checkbox_117zaoe: Off
	checkbox_118kwiq: Off
	checkbox_119jji: Off
	checkbox_120npep: Off
	checkbox_121sxbg: Off
	checkbox_122zbnq: Off
	checkbox_123ciqo: Off
	checkbox_124qftp: Off
	checkbox_125tvhr: Off
	checkbox_126oxly: Off
	checkbox_127ubxx: Off
	checkbox_128gopa: Off
	checkbox_129xnyy: Off
	checkbox_130jwdd: Off
	checkbox_131hzz: Off
	checkbox_132ktnd: Off
	checkbox_133vrhn: Off
	checkbox_134ebpe: Off
	checkbox_135ibc: Off
	checkbox_136imwy: Off
	checkbox_137nxhb: Off
	checkbox_138yods: Off
	checkbox_139kewq: Off
	checkbox_140aipm: Off
	checkbox_141ogxb: Off
	checkbox_142njap: Off
	checkbox_143gmmj: Off
	checkbox_144jiel: Off
	checkbox_145pfau: Off
	checkbox_146iykb: Off
	checkbox_147vdsf: Off
	checkbox_148ayik: Off
	checkbox_149outh: Off
	checkbox_150gtov: Off
	checkbox_151kqrr: Off
	checkbox_152damo: Off
	checkbox_153muge: Off
	checkbox_154vdkm: Off
	checkbox_155vtaq: Off
	checkbox_156cbui: Off
	checkbox_157zzvi: Off
	checkbox_158mzrl: Off
	checkbox_159xfry: Off
	checkbox_160idal: Off
	checkbox_161xcmh: Off
	checkbox_162ixth: Off
	checkbox_163ndco: Off
	text_164pean: 
	text_165xsbu: 
	text_166txlw: 
	text_167jfbg: 
	text_168cnpd: 
	text_169cgfj: 
	text_170yqre: 
	text_171ekrp: 
	text_172wmal: 
	text_173afjf: 
	text_174paon: 
	text_175ecs: 
	text_176gyuc: 
	text_177lmjm: 
	checkbox_1acpk: Off
	checkbox_2aanl: Off
	checkbox_3zqnj: Off
	checkbox_4that: Off
	checkbox_5soct: Off
	checkbox_6cuuj: Off
	checkbox_7bvvd: Off
	checkbox_8dfoj: Off
	checkbox_9gnzj: Off
	text_361gomu: 
	text_362ovas: 
	checkbox_363dbbx: Off
	checkbox_364sprg: Off
	checkbox_365muik: Off
	checkbox_366zoni: Off
	checkbox_367mlft: Off
	checkbox_368ufcf: Off
	text_380fzzv: 
	text_382ngmq: 
	text_383asvp: 
	text_384jaqq: 
	checkbox_191gwc: Yes
	checkbox_192izxc: Yes
	checkbox_193cjqa: Yes
	checkbox_194vmiq: Yes
	checkbox_195ernb: Yes
	checkbox_196vkmk: Yes
	checkbox_197jipp: Yes
	checkbox_198xiwe: Yes
	checkbox_199ziyt: Yes
	checkbox_200wtgl: Off
	checkbox_201fbva: Yes
	checkbox_202zbge: Yes
	checkbox_203hpzw: Yes
	checkbox_204zaqf: Yes
	checkbox_205ozy: Off
	checkbox_206bxag: Off
	checkbox_207zfld: Yes
	checkbox_208sfrp: Yes
	checkbox_209vsgu: Yes
	checkbox_210znbe: Yes
	checkbox_211lqhl: Yes
	checkbox_212h: Off
	checkbox_208jwvt: Off
	checkbox_209eice: Off
	checkbox_210dqms: Off
	checkbox_211utbz: Off
	checkbox_212bfyw: Off
	checkbox_213nqw: Off
	checkbox_214fies: Off
	checkbox_215nscv: Off
	checkbox_216cwaa: Off
	checkbox_217fwky: Off
	checkbox_218ibo: Off
	checkbox_219tzer: Off
	checkbox_220nqmz: Off
	checkbox_221xbkq: Off
	checkbox_222zlgi: Off
	checkbox_223ncfs: Off
	checkbox_224b: Off
	checkbox_225ykki: Off
	checkbox_226jdyn: Off
	checkbox_227vvjh: Off
	checkbox_228gesl: Off
	checkbox_229bzqs: Off


