
 
Date _______________________________ 
 
 

Personal Information: 
 
Name:  Mr.  Mrs.  Ms. Miss.  Dr. 
____________________________________________ 
                         First Name       Surname 
 
Address: _____________________________________________________________________________________ 
       Street              City/Town           Postal Code 
 
Age: _________ Birth Date: _______/_______/_______     Marital Status: _________________________ 
 
Phone Number: Home___________________Work ____________________Cell:_____________________ 
 
Can we leave you a message? If yes, please specify at which location: _________________ 
 
Employer Name: ________________________________ Occupation: _____________________________ 
 
Physicians Name: _______________________________Phone Number: __________________________ 
 
Emergency Contact______________________________Relationship:_____________________________  
 
Phone Number: ___________________________________          

 
Health Information 

Have you had any previous chiropractic care?  Y    N If yes; reason: _____________  

_______________________________________________________________________________ 
 
What seems to make the condition better? ________________________________________________  
 
What seems to make the condition worse? ________________________________________________ 
 
Has the condition;  gotten worse  stayed the same  gotten better  
 
Does the pain radiate/shoot anywhere else? ______________________________________________ 
 
Have you had this pain before? If yes, when? _____________________________________________ 

 
Is this a work related injury or an injury resulting from a car accident? Please specify: 



 
_______________________________________________________________________________________________ 

 
Instructions: Mark these drawings according to where you hurt (if the right side of 
your neck hurts, mark the drawing on the right side of the neck, etc.).  Please indicate 
which sensations you feel by referring to the key below. 
 
 

///////     Stabbing OOO   Pins and 
needles 

++++   Aching 

XXX     Burning - - - -    Numbness  

 
 
 
 

 

 
 

 
Please circle your current pain level 

 
 

no pain      0     1     2     3     4     5     6     7     8     9     10      worst pain imaginable 
 

R L R L



 
 

 

 
Physical History 

Please place an (X) beside any condition you have had or presently have 

 
 
Are you currently taking any medications (prescription or over the counter): If 
yes, please note: ___________________________________________________________________ 



 
______________________________________________________________________________________ 
 
Have you ever been in a motor vehicle accident?     Y      N If yes, when:  
 
Family History 
 
Please check if any one of your family members have or have had any of the 
following, and if so how are you related? 
 

 Cancer 
 Heart Disease 
 Stroke 
 Diabetes 
 High Cholesterol 
 Hypertension 
 Other, please specify: ___________________________________________________ 

 
 
Social History 
 
Do you smoke?      Y      N  If yes, how many packs/day? _____ For how long? ______     
 
Do you consume alcohol?      Y      N   If yes, how many drinks/week? ______________  
 
Do you exercise?      Y      N   If yes, how many times/week? ________________________ 
 
 
 
 
I have stated all conditions that I am aware of and this information is true and 
accurate.  I will inform Chiromedics Health Centre of any changes to my 
status. 
 
 
Date: ______________________________________ 
 
Patient name: _____________________________ Patient signature: _________________________ 
 
Parent/Guardian:            Parent/Guardian signature:________________ 
(If under 16) 
 
 



 
 


