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Confidential Case History

Please complete the following questionnaire.  Your answers will help us to determine if Chiropractic can help you.  If we do not believe your condition will respond satisfactorily we will not accept your case.  Thank you!

Name:
 Date of Birth:
 Age:


Address:
City:
 Postal Code:


Home Telephone:
Number of Children:


Health Card / Insurance #:
 Expiry Date:


Occupation:
Name of Business:


Business Address:
 Business Telphone:


Referred By:
 

Health Information:
Reason for attending office:


Location of pain:


How long have you had this condition?


When have you had this or similar conditions in the past?


Pain aggravated by:


Pain relieved by:


Is condition getting worse?
Yes
No
Constant
Comes And Goes

Is this interfering with your:
Work
Sleep
Daily Routine
Other

Have you had previous Chiropractic care?
Yes
No

Where?
When?


Why?
Were x-rays taken?
Yes
No

Other treatments tried:


How long has it been since you really felt good?


Past Health History:
Please check if you presently have or have had any of the following conditions in the past:


Blurring of Vision
Bronchitis
Diarrhea
Ringing In Ears


Hiatus Hernia
Constipation
Headaches
Heart Burn


Dizziness
Stomach Ulcer
Urinary Frequency
Sinusitis


High Blood Pressure
Varicose Veins
Insomnia
Chest Pains


Asthma
Diabetes
Allergies
Numbness or Tingling


PMS
Lower Back Pain
Tendonitis
in Arms or Legs

Other health problems?


List surgical operations and years they occurred:


Pregnancies?


List of medications you now take:


Type of mattress:
Is it comfortable?
Yes
No

Sleeping position:


List and describe any auto accidents:


Other accidents or injuries:


Anything else you feel we should know about?
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