PATIENT FILE #  ________________
Please help us serve you better by completing the information below. Please print clearly.  Thank you
	PATIENT NAME:
	DATE:

	HOME ADDRESS:

Street:
City:

Postal Code:
	PHONE NO:



	
	BIRTH DATE:


	AGE:



	EMAIL ADDRESS:

	BUSINESS PHONE:




	GENDER        M
	
	        F
	
	
	     STATUS:      Single
	
	      Married
	
	      Widowed
	
	       Divorced
	


	OCCUPATION
	EMPLOYER:

	WSIB:
	  Yes
	
	No
	
	MOTOR VEHICLE ACCIDENT:
	      Yes
	
	No
	

	Extended Healthcare Benefits:
	Yes
	
	No
	
	Insurance Co. Name:


	Family Physician:
	

	Previous Chiropractor:
	

	Referred:
	


	What is your major concern: __________________________________________________

_________________________________________________________________________
	For how long? __________

	What actions/activities aggravate this condition? __________________________________________________________

	What actions/activities relieve it? _______________________________________________________________________

	Is this condition getting progressively worse?
	Yes
	
	No
	
	Is it constant
	
	Does it come & go?
	

	Does the condition interfere with:
	     Work
	
	    Sleep
	
	     Daily routine
	
	         Other
	

	Others who have treated this condition: __________________________________________________________________

	Any other concerns? _________________________________________________________________________________

	Sleeping Posture:
	Side
	
	Back
	
	Stomach
	
	

	Medications you now take:
	
	Blood Pressure Meds
	
	Insulin
	
	Muscle Relaxants
	
	Pain Killers

	
	Birth Control Pills
	
	Vitamins / Minerals
	
	Tranquilizers
	
	Recreational Drugs

	
	Others: _______________________________________________________________________________________


PAST HEALTH HISTORY

	Have you ever been in an auto accident:
	
	Past year
	
	Past 5 years
	
	Over 5 years
	
	Never


Describe: _________________________________________________________________________________________

Accidents / falls / other physical or emotional trauma: ______________________________________________________
Hospitalizations: ___________________________________________________________________________________

Date of Last physical examination: _____________________________________________________________________

Would you like your Family Physician to be informed about the services provided for you at this Clinic?

	
	Yes
	
	No
	Address: ____________________________________________________________________


