Name: ____________________________________________________



Address: __________________________________________________________________



Residence and Mailing

City

Province

Postal Code


Home Phone: (
) ________________ 
     Work Phone:  (
      ) ________________   

Care Card #: _________________________

ICBC#: __________________________

Email address: _______________________

Birthdate: ________________________










Month/day/year

Single ____Married ____Divorced ____Widowed ____No. of children:_________________

Reason for consulting our office? _______________________________________________

Who may we “THANK” for referring you to our office? _____________________________
YOUR HEALTH PROFILE

As full spectrum Chiropractors, we focus on your ability to be healthy.  Our goals are, first, to address the issues that brought you to our office, and second, to offer you the opportunity of improved health potential and wellness services in the future.

Do/did you smoke? _____

          Do/did you play any adult sports? _____

Do/did you drink alcohol? _____
          Do/did you participate in extreme sports? _____

Have you been in any accidents? _____       On a scale of 1-10 describe your stress level: 

Have you had any surgery? _____

     (1=None/ 10=Exteme)
   Occupational _____










  Personal _________

As a child, were you under regular chiropractic care? ______

As an adult, have you been under regular chiropractic care? _____
If no, have you ever seen a Chiropractor before?_____

Please check (() all the symptoms you have had in the last 2 years, even if they do not seem related to your current problem.

( Headaches

 
( Pins & needles in Legs
     ( Fainting
  
   ( Neck Pain

( Pins & Needles in Arms

( Loss of smell

     ( Back Pain
   
   ( Loss of Balance

( Dizziness


( Osteoporosis

     ( Ringing in Ears
   ( Nervousness

( Numbness in Fingers

( Numbness in Toes
     ( Loss of Taste
   ( Upset Stomach

( Fatigue


( Depression

     ( Irritability
   
   ( Tension

( Sleeping Problems

( Problem Urinating
     ( Cold Hands
  
   ( Cold Feet

( Diarrhea


( Constipation

     ( Fever

   ( Hot Flashes

( Cold Sweats


( Sensitive Eyes

     ( Stiff Neck
 
   ( Heartburn

( Mood Swings


( Menstrual Irregularity
     ( Menstrual Pain
   ( Ulcers

Please list any medications you are taking_________________________________________

__________________________________________________________________________________________

The statements made on this form are accurate to the best of my recollection:



________________________________

_____________________


Signature




Date

