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iy v!‘il‘d‘n’
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Mo, of children:

Rezson for consulting our office?

Wha imay we Thank for referring you (o our office?

(In Canada) Health Candft

Dhare:

Miile
Birthclate

Widowed  Spouse’'s Occupation/Employer
_ Wersion Code:

W Dl

Femile

A% i lull spectrum Chiropractic office, wie locds on your ability 1o be healthy, Our goals are, first, to adidness the issues that brought you
tor this office. and second, to offer you the apportunity of improved health potential and wellngss services in the future, On a daily basis
we expersence physical. chemicil and emotional strésses that can accamulate and resuls in serious loss of healtls potentil. Most times

the effects wre gradual: not even felt ontll they become serious. Answering the followbng questions will give us o profile of the
specilic stresses you hove faced in vour lfetime, allowing us to betler assess the challenzes 1 vour hiealth potenitial,

Research i sl ing thit many of the health challenges that oeeor later in life have their onging during the developmental years,
sehne starting at birth, Please answer the following questions 1o (e best of your shility,

Your CHILDHOOD YEARS
Drid you have amy childhood ilinesses”!
ke your have my serions Talls a8 a chald?
ek yo play youih speores?

Did o take { use any drugs?
Dl yoou hirve anw surgery”?

Have you fallen £ jumped from o heighi
over three feet? (e, orib, bunk bed, rees)

Were you imvolved in any car accidenis
as @ child?

COMMENTS:

YES NO UNSURE
L B

YES NO UNSURE

Was there any prolesged use ol
mechcine such as untibiorics of

ADULT - 81

Dhie el woour sk
B el you drink sileahiol?
Have you been in any sccidents?

Have vou hisd any surgery?

On o scale of Poor, Good, Excellent describe your;

Digg Exercize

Sleep

il =none/ 10 = Extreme)

Occupational
Persamnd

General Health

YES NO

rien - an infaler?
| | 1
I hd you suffer any other ramas
10 B {phivsical or emditional)
| i Were viou varcinged !
As a child, were you under regular
= 1 O Chiroproctic coare?
1M [
YES N0

i [ Do did you play any adull sporis?
[ Do fdid vou paricipate i extrene spuors?
AL Oiv wscale of 1 - 10 describe vour stress level!



Addressing The Issues That Brought You To The Office

IT'you have no symptoms or complaints, and are here for wellness services, please check (V) here  “Wish
to have Chiropractic Wellness Services™ and skip to “Family Health Profile,” Others need to briefly describe
the chief area of complaint, including the effect it has had on yvour life.

If vou are experiencing pain, is it...

L] Sharp LDl (1 Comes and goes [ Travels [0 Constant
smee the problem staned, itis... [ About the same [1 Getting better [ Getting worse
What makes it worse:

Yes, it interferes with: ] Work O Sleep ClWalking [ Sitting [1Hobbies [l Leisure

Other Doctors seen for this problem {please list)
] Chiropractor
LI Medical Doctor,
L1 Other

Please check () all symptoms you have ever had, even if they do not seem related to your current problem.

[ IHeadaches LI P and needbes o legs [ | Fainting L] Meek pain

[l Pink and Needles in anns [ Loss of smel| [ Back Pain U1 Laxs of Balance
L] Dizziness [ ] Buzrring i Ears L] ®inging m Ears ] Mervousness
I Numbisess in fingers Tl Mumbisess in tois ] Lows of wsie ] Stomact Ulpani
-:H'.:III[H.IL' | Dejresadion | lrndnbilsy [ Tension

U] Steeping probioms [T Mook stiim Clcotd Hands [l Cold feet

j Eriarrhes Ll arstipation ;r_| Fever L Hat Flashes

L] Cobd Sweats L] Lights bother cyes L] troblen Urinating L] Hearthuirn

] Moo wwilikgs [ Menstrual Pain [ Memaeriaal Irregulnrty ] Ubeers

List any medications you are taking

Family Health Profile:

At our office we are not only interested in your health and well-being, bui also the health and well-being of your
family and loved ones. Please mention below any health conditions or concerns vou may have about yurs

Children
Spouse
Muother
Fathier
Brothers
Sisters
(thers

Have you ever:
Bought bottled water: O YES [ NO

Belonged 1o a health clab: C1 YES [] NO
Consumed vitamins or supplements: C0YES [J NO

The statements made on this form are accurate to the best of my recollection and I agree to allow this affice
fo examine me for further evaluaiion:

Signature Date
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