Confidential Patient History

Name: ___​​​________________________ Phone (hm): ________________ (wk): ________________ (cell): _______________

      (Last)                   (First)

Address: _______________________________________________________________  e-mail: _________________________

(# Street)                               (City)                    (Postal Code)

Birthdate: ______________  Age: ____    Marital Status: _______ Spouse’s Name ___________________ MHSC# _ _ _ _ _ _

   d/m/y









            _ _ _ _ _ _ _ _ _ 


No. of Children (under 18) ____  Occupation _____________________  Employer _______________________

Have you seen a chiropractor before? _____ If “Yes”, When? ______________ By Whom: ________________________

Insurance:

Are you claiming for an accident under Workers’ Compensation?  Yes __ No __or a Car accident under MPI?  Yes __ No __
Are you or your spouse covered by Private Health Insurance?  Yes __ No __
Blue Cross __ Great West Life __ Sun Life __  Other __________________Contract # ______________ Group #______________

Are you a Social Assistance Recipient?  Yes __ No __ Provincial # _______________________

Clinical History:

Please list and describe the principle health problems or major complaints for which you came to this office__________________________________________________________________

Date illness or symptoms began: ____________ Have you ever had this problem before ______________________

Is there anyone in your family with this type of problem?  Yes __ No __ Explain ______________________________

Are you NOW under Medical treatment?  Yes __ No __ Why? ___________________________________

Are you NOW taking any Medication?  Yes __ No __ Why? _____________________________________

Have you ever been in an Automobile accident? Yes __ No __ When? _____________________________

Other Serious Injury?  Yes __ No __ When? __________________________________________________

List any Operations, serious Illnesses or Hospitalizations ________________________________________

When did you last have x-rays taken? Medical ______________________ or other ___________________

Is there a possibility that you are Pregnant?  Yes __ No __
How were you referred to this office? _______________________________________________________

Please check the type of care you desire so that we may be guided by your wishes when possible:

Temporary Relief ___
Control of Immediate Problem ___ 
            Total Health care and correction ​___

I prefer that the Doctor select the type of care he feels is best for me ___.
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Do you have Pain, Stiffness, or other Symptoms in any of the following
