THE

Family

CHIROPRACTOR

Patient Information Form & Clinical Record
Please Print
Date
Name
(Last) (First) (Middle)
Care Card # Date of Birth Age
(Mm/dd/yy)

Mailing address: City Postal Code
Home Phone Business Phone Cell Phone
Occupation
Email Address (for appointment reminders only):
Employer Spouse’s Name
# of Children Who referred you to this office?
Have you received Chiropractic care before? By Whom? Last Visit
Are you claiming unde? WCB OO I(BC O  Claim #
Have you ever had any major falls, accidents or sporting injuries? OYes [ No

Date(s) of injuries:

Give details:

Any care given?

What brings you to our office today?




Has this condition caused you to miss work or caused interference with your daily activities? O Yes O3 No



Check any symptoms you have experienced in the last six months.

(JHeadaches

CIHead pains

CINeck pain

OSore jaw

OTight shoulder muscles
OJArm pain

OlGrating in the neck
OTingling in the arms
OShoulder blade pain
OlInflammation of throat
[CIMood changes
OTwitching of face
Olloss of memory
OlFatigue

OlLights bother eyes
ClHay fever

OiSinus trouble
CIRinging in ears
CIFainting

OlLoss of balance
OCold hands

CIChest pains
OShortness of breath
ClHeart attack

CHigh blood pressure

ClAnemia
CIRheumatic fever
CINervous stomach
Ollntestinal gas
OlUlcers
CINervousness
Ollrritability
OlLiver trouble
O1Gall bladder trouble
OlIndigestion

O Constipation
OKidney trouble
CIMenstrual cramps
CDiabetes
OCancer
CIRheumatoid arthritic
O10steoarthritis
OISleeping problems
CIPainful joints
OSwollen ankles
OlHepatitis C
CIH.LV. positive
Cllow back pain
Olleg pain
OTingling in legs

Work activities ~ [J Sitting O Walking

Recreational activities OJ Running O Walking
Can you walk 5 kms comfortably?

Can you run, walk, or do any other activities comfortably?
Are your legs or feet tired at the end of the day?

Do you wake up with discomfort on the bottom of your feet?

Does your body ache when you first wake up?

Are you presently taking medications or vitamins?
Please give type and what it is for

O Standing

O Bending

O Other sports

O Yes

O Yes

O Yes

O Yes

O Yes

7 Yes

O No

O No

O No

O No

O No

O No

ICold feet
OFoot pain
OlAnkle pain
ClKnee pain
CICalluses on feet
CICorns on feet
CIFlat feet
CIBunions
CIHammer toes
CIHeel pain
ClAchilles tendonitis
CIPlantar Fasciitis
OIShin splints
CIRunners knee
CIForefoot pain
OPeripheral vascular
disease
CIPlanter ulcers
Surgery?
Olleg
CKnee
CAnkle
CIFeet
Cllower back
C10ther

O Lifting
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