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INFORMATION/NEW FILE

Last name:    First name:   Date of birth: (M/D/Y)                                    

Civil status:  Married    Living common-law     Single     Divorced     Widowed     Other      Sex:     

Address:   City:   Postal code:  

Home phone:   Cell phone:   

�L1;�r_om;Ĺ�  E-mail:  

What is the best way to reach you?   Home phone      Cell phone �����L1;�r_om;��     E-mail  

Do you authorize the clinic to contact you by e-mail?     Yes        No 

	o��o��-�|_oub�;�|_;�1Ѵbmb1�|o�Ѵ;-�;�-�l;vv-];�-|�|_;�vr;1bC;7�m�l0;u�|o�1omCul�-m�-rrobm|l;m|ĵ��+;v�     No 

�11�r-ঞomĹ�  Are you currently on leave from work?   Yes        No 

Do you have any children?   Yes       No          If so, how many?   

Referred by:  Other professional    Name:    Clinic:  

Spouse       Friend       Parent       Co-worker      Name:  

�7�;uঞv;l;m|�    Website    Yellow Pages     Facebook     Google     Other  :  

Name of your family physician:    

Last appointment:  �	-|;�o=�Ѵ-v|�l;7b1-Ѵ�;�-lbm-ঞomĹ 

Have you ever consulted a chiropractor?    Yes    No    

Who?     When?  

�u;��o��1omv�Ѵঞm]�=ou�-�ruo0Ѵ;l�u;Ѵ-|;7�|o�-m�o11�r-ঞom-Ѵ�-11b7;m|�Ő���""$őĵ�� +;v��   No    

�u;��o��1omv�Ѵঞm]�=ou�-�ruo0Ѵ;l�u;Ѵ-|;7�|o�-�1-u�-11b7;m|�Ő"�� őĵ��� +;v��  No  

�-l;�o=�u;ru;v;m|-ঞ�;Ĺ� ��bѴ;�m�l0;uĹ� 

�v��o�u�|u;-|l;m|�1o�;u;7�0��-�(;|;u-mv��uo]u-l�ou��(��ĵ� +;v��  No  

	o��o��-]u;;�|o�_-�;��v�u;rѴ��|o�u;t�;v|v�l-7;�0���o�u�bmv�u;uķ�(;|;u-mv��@-buv��-m-7-ķ��(��ķ�|_;����""$�ou�|_;�"�� �u;]-u7bm]��o�u�
treatment dates and the amounts paid for those treatments? Yes   No     

Person to contact in case of emergency:

Last name:    First name:  ��$;Ѵ;r_om;�m�l0;uĹ� 

!;Ѵ-ঞomv_brĹ� 

��_;u;0��-�|_oub�;�|_;�1_buoru-1|ou�|o�1om7�1|�|_;�;�-lbm-ঞomv�|_-|�_;�ou�v_;�7;;lv�m;1;vv-u��bm�ou7;u�|o�or;m�l��CѴ;ĺ�"ol;�r-ঞ;m|v�l-��=;;Ѵ�
vou;m;vv�ou�-�vѴb]_|�-]]u-�-ঞom�o=�v�lr|olv�=oѴѴo�bm]�|_;�;�-lbm-ঞomĺ��Ѵ|_o�]_�|_;v;�v�lr|olv�];m;u-ѴѴ��7o�mo|�Ѵ-v|�Ѵom]ķ�b|�bv�blrou|-m|�|o�
l;mঞom�|_;l�|o�|_;�1_buoru-1|ou�-|��o�u�m;�|�-rrobm|l;m|ĺ

�-ঞ;m|Ľv�vb]m-|�u;�ou�vb]m-|�u;�o=�r;uvom�u;vromvb0Ѵ;Ĺ� 

Date :   



Initial Condition
Circle problematic areas

Type of Pain:

___Tension

___Stabbing

___Sharp

___Numbness

___Burning

___Throbbing 

___Other: _______________

Problematic areas

1-________________________

2-________________________

3-________________________

Since when?

1-________________________

2-________________________

3-________________________

How did it appear? 

1-__________________________

2-__________________________

3-__________________________

Intensity level (1-10)	 	 beggining:___ 		 now:___

Variation during the day (ex. worse in the morning)?_________________________________________

What factors increase the pain:___________________________________________________________

What factors decrease the pain:__________________________________________________________

Are there other associated symptoms?____________________________________________________

Have you been treated for this problem in the past?

Yes____, No____          By who?__________________________________________________________

Since this problem appeared, what bothers you the most in every day life? 

______________________________________________________________________________________



Medications: Why:
1-______________________________ ________________________________
2-______________________________ ________________________________
3-______________________________ ________________________________
4-______________________________ ________________________________

Previous Injuries:
Injury:_____________________ Outcome:___________________Date:____________
Injury:_____________________ Outcome:___________________Date:____________
Injury:_____________________ Outcome:___________________Date:____________

Previous surgery:
Surgery:___________________ Outcome:___________________Date:____________
Surgery:___________________ Outcome:___________________Date:____________
Surgery:___________________ Outcome:___________________Date:____________

Previous or present diseases:
Disease:___________________ Outcome:___________________Date:____________
Disease:___________________ Outcome:___________________Date:____________ 
Disease:___________________ Outcome:___________________Date:____________

Other hospitalizations:__________________________________________________

When was your last exam:     Daily habits:

-6 months 6 months
-1 year

+1 year Never Day Week

Chiropractic Coffee
(cups)

Radiology Smoking
(cigarettes)

Physical Alcohol
(glasses)

Blood Sleep
(hours) x

Urinary Exercise
(hours)

How would you rate your current health status:
___Excellent      ___Very good      ___Good     ___Average      ___Poor     ___VeryPoor   



General health

Blank: Never O: Occasional F: Frequent C: Constant

NERVOUS 
SYSTEM

OFC MUSCLES AND
JOINTS

OFC GASTRO-
INTESTINAL

OFC

Allergies Arthritis Bloated

Dizziness Bursitis Colitis

Fainting Herniated discs Constipation

Fatigue Pain in: Diarrhea

Headaches Neck Poor digestion

Migraines Upper back Excessive hunger

Weight loss Mid back Jaundice

Trouble sleeping Low back Naushea

Anxiety/Stress Sciatic region Vomitting

Depression shoulder, arm, elbow, 
wrist, hand

Stomach pain

EYES, EARS AND
NOSE

OFC Hip, thigh, knee, 
ankle, foot

Low appetite

Asthma CARDIOVASCULAR OFC GENITOURINARY OFC

Colds High/Low pressure Bed wetting

Eye pain Chest pain Blood in urine

Tinnitus Bad circulation Kidney infection

Reduced sight RESPIRATORY OFC Pain while urinating

Nose bleeds Chronic cough Prostate pain

Sinus infections Difficulty breathing SKIN OFC

Throat aches Wheezing Dry skin

Itching

Varicose veins

Reflux/burning 



Family History

___Arthritis Family relationship:______________________

___Asthma Family relationship:______________________

___Cancer, which:_________________ Family relationship:______________________

___Diabetes Family relationship:______________________

___High blood pressure Family relationship:______________________

___Heart problems Family relationship:______________________

___Stroke Family relationship:______________________

___Pulmonary problems Family relationship:______________________

___Renal problems Family relationship:______________________

___Gastro-intestinal problems Family relationship:______________________

___Nervous system problems Family relationship:______________________

___Back Problems Family relationship:______________________

___Scoliosis Family relationship:______________________

___Other:________________________ Family relationship:______________________

Section for women

Is your menstrual cycle

___Normal ___Irregular ___Absent 

During your period, do you feel:

___Cramps ___Back pain ___Weak ___Migraines ___Other

______________________________________________________________________

How many times have you had: Pregnancies___

Births___

Cesareans___ 

Do you use an oral contraceptive ___Yes ___No

Do you take Hormones ___Yes ___No

Are you pregnant ___Yes ___No



�|� bv� blrou|-m|� =ou��o��|o�1omvb7;u� |_;�0;m;C|vķ� ubvhv�-m7�-Ѵ|;um-ঞ�;v�|o� |_;�|u;-|l;m|�orঞomv�o@;u;7�0���o�u�
1_buoru-1|ouķ� |o� 0;� =-lbѴb-u��b|_� |_;� ruorov;7� |u;-|l;m|� ruo1;7�u;� -m7� |o� l-h;� -m� bm=oul;7� 7;1bvbom� -0o�|�
ruo1;;7bm]��b|_�|u;-|l;m|ķ�bm�-11ou7-m1;��b|_�";1ঞom�Ɠƒ�o=�|_;�Code of ethics of chiropractors.
�_buoru-1ঞ1�|u;-|l;m|�l-��bm1Ѵ�7;�-7f�v|l;m|ķ�l-mbr�Ѵ-ঞom�-m7�lo0bѴb�-ঞom�o=�|_;�vrbm;�-m7�o|_;u�fobm|v�o=�|_;�
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�;m;C|v
�_buoru-1ঞ1�|u;-|l;m|�_-v�0;;m�7;lomv|u-|;7�|o�0;�;@;1ঞ�;�=ou��-ubo�v�bvv�;v�-@;1ঞm]�|_;�m;1hķ�0-1h�-m7�o|_;u�
-u;-v�o=�|_;�0o7��1-�v;7�0��m;u�;ķ�l�v1Ѵ;ķ�fobm|�-m7�u;Ѵ-|;7�ঞvv�;�7�v=�m1ঞomĺ��$u;-|l;m|�0���o�u�1_buoru-1|ou�1-m�
u;Ѵb;�;�r-bmķ�bm1Ѵ�7bm]�_;-7-1_;ķ�-Ѵ|;u;7�v;mv-ঞomķ�l�v1Ѵ;�vঞ@m;vv�-m7�vr-vlĺ��|�1-m�-Ѵvo�bm1u;-v;�lo0bѴb|�ķ�blruo�;�
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!bvhv
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and type of treatment.

CONSENT TO CHIROPRACTIC TREATMENT
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$_;�ubvhv�bm1Ѵ�7;Ĺ

��Temporary worsening of symptoms  Ō��&v�-ѴѴ�ķ�-m��bm1u;-v;�bm�ru;Ŋ;�bvঞm]�v�lr|olv�o=�r-bm�ou�vঞ@m;vv��bѴѴ�Ѵ-v|�
omѴ��-�=;��_o�uv�|o�-�=;��7-�vĺ

� "hbm�buub|-ঞom�ou�0�um Ō�"hbm�buub|-ঞom�ou�-�0�um�l-��o11�u�bm�-vvo1b-ঞom��b|_�|_;��v;�o=�vol;�|�r;v�o=�;Ѵ;1|ub1-Ѵ�ou�
Ѵb]_|�|_;u-r�ĺ�"hbm�buub|-ঞom�v_o�Ѵ7�u;voѴ�;�t�b1hѴ�ĺ���0�um�l-��Ѵ;-�;�-�r;ul-m;m|�v1-uĺ

� Sprain or strain Ō�$�rb1-ѴѴ�ķ�-�l�v1Ѵ;�ou�Ѵb]-l;m|�vru-bm�ou�v|u-bm��bѴѴ�u;voѴ�;�b|v;Ѵ=��b|_bm�-�=;��7-�v�ou��;;hv��b|_�
vol;�u;v|ķ�ruo|;1ঞom�o=�|_;�-u;-�-@;1|;7�-m7�o|_;u�lbmou�1-u;ĺ

� !b0�=u-1|�u;�Ō�)_bѴ;�-�ub0�=u-1|�u;�bv�r-bm=�Ѵ�-m7�1-m�Ѵblb|��o�u�-1ঞ�b|��=ou�-�r;ubo7�o=�ঞl;ķ�b|��bѴѴ�];m;u-ѴѴ��_;-Ѵ�om�b|v�
o�m�o�;u�-�r;ubo7�o=�v;�;u-Ѵ��;;hv��b|_o�|�=�u|_;u�|u;-|l;m|�ou�v�u]b1-Ѵ�bm|;u�;mঞomĺ

� �mf�u��ou�-]]u-�-ঞom�o=�-�7bv1�Ō���;u�|_;�1o�uv;�o=�-�Ѵb=;ঞl;ķ�vrbm-Ѵ�7bv1v�l-��7;];m;u-|;�ou�0;1ol;�7-l-];7ĺ�
��7bv1�1-m�7;];m;u-|;��b|_�-]bm]ķ��_bѴ;�7bv1�7-l-];�1-m�o11�u��b|_�1ollom�7-bѴ��-1ঞ�bঞ;v�v�1_�-v�0;m7bm]�ou�Ѵb[bm]ĺ�
�-ঞ;m|v��_o�-Ѵu;-7��_-�;�-�7;];m;u-|;7�ou�7-l-];7�7bv1�l-��ou�l-��mo|�_-�;�v�lr|olvĺ�$_;��l-��mo|�hmo��|_;��
_-�;�-�ruo0Ѵ;l��b|_�-�7bv1ĺ��$_;��-Ѵvo�l-��mo|�hmo��|_;bu�7bv1�1om7bঞom�bv��ouv;mbm]�0;1-�v;�|_;��omѴ��;�r;ub;m1;�
0-1h�ou�m;1h�ruo0Ѵ;lv�om1;�bm�-��_bѴ;ĺ

� �_buoru-1ঞ1� |u;-|l;m|� v_o�Ѵ7� mo|� 7-l-];� -� 7bv1� |_-|� bv� mo|� -Ѵu;-7�� 7;];m;u-|;7� ou� 7-l-];7ķ� 0�|� b=� |_;u;� bv� -�
ru;Ŋ;�bvঞm]��7bv1��1om7bঞomķ��1_buoru-1ঞ1��|u;-|l;m|ķ��Ѵbh;��l-m���1ollom��7-bѴ���-1ঞ�bঞ;vķ��l-���-]]u-�-|;��|_;��7bv1�
1om7bঞomĺ

� $_;�1omv;t�;m1;v�o=�7bv1�bmf�u��ou�-]]u-�-ঞm]�-�ru;Ŋ;�bvঞm]�7bv1�1om7bঞom��bѴѴ��-u���b|_�;-1_�r-ঞ;m|ĺ��m�|_;�lov|�
v;�;u;� 1-v;vķ� r-ঞ;m|� v�lr|olv�l-�� bm1Ѵ�7;� blr-bu;7� 0-1h� ou� m;1h�lo0bѴb|�� -m7� m�l0m;vv� bm|o� |_;� Ѵ;]v� ou� -ulvķ�
blr-bu;7�0o�;Ѵ�ou�0Ѵ-77;u�=�m1ঞomķ�ou�blr-bu;7�Ѵ;]�ou�-ul�=�m1ঞomĺ�"�u];u��l-��0;�m;;7;7ĺ

��Stroke Ō��Ѵ|_o�]_�1�uu;m|�l;7b1-Ѵ�-m7�v1b;mঞC1�;�b7;m1;�7o;v�mo|�bm7b1-|;�|_-|�1_buoru-1ঞ1�|u;-|l;m|�1-�v;v�-u|;u��
7-l-];�ou�v|uoh;ķ�1_buoru-1ঞ1�|u;-|l;m|�_-vķ�bm�u-u;�1-v;vķ�0;;m�-vvo1b-|;7��b|_�v|uoh;ĺ�"�1_�1-v;v�1-mķ�_o�;�;uķ�0;�
;�rѴ-bm;7�0��-�ru;�bo�vѴ��7-l-];7�-u|;u��ou�0��|_;�=-1|�|_-|�|_;�r-ঞ;m|��-v�ruo]u;vvbm]�|o�-u7�-�v|uoh;��_;m�_;�ou�
v_;�1omv�Ѵ|;7�|_;�1_buoru-1|ouĺ���

� �-m�� -1ঞ�bঞ;v�o=� 7-bѴ�� Ѵb�bm]� bm�oѴ�bm]�ou7bm-u��m;1h�lo�;l;m|v� _-�;�0;;m� -vvo1b-|;7��b|_� v|uoh;� u;v�Ѵঞm]� =uol�
7-l-];�|o�-m�-u|;u��bm�|_;�m;1h�ou�-�1Ѵo|�|_-|�-Ѵu;-7��;�bv|;7�bm�|_;�-u|;u��0u;-hbm]�o@�-m7�|u-�;ѴѴbm]��r�|o�|_;�0u-bmĺ



DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR
�� _;u;0�� -1hmo�Ѵ;7];� |_-|� �� _-�;� 7bv1�vv;7�l�� _;-Ѵ|_� v|-|�v� -m7� |_;� m-|�u;� o=� |_;� ruo0Ѵ;l� |o� 0;� |u;-|;7ķ� |_;� ruorov;7�
|u;-|l;m|�rѴ-m�-m7�|_;�ro|;mঞ-Ѵ�0;m;C|v�-m7�ubvhv��b|_�|_;�1_buoru-1|ouĺ

��_;u;0��7;1Ѵ-u;�|_-|���_-�;�0;;m�bm=oul;7�o=�|_;�-Ѵ|;um-ঞ�;v�|o�|_;�ruorov;7�|u;-|l;m|ĺ

��_;u;0��7;1Ѵ-u;�|_-|���_-�;�0;;m�]b�;m�-ѴѴ�|_;�bm=oul-ঞom�-m7�;�rѴ-m-ঞomv�m;;7;7�|o�ruo�b7;�=u;;�-m7�bm=oul;7�1omv;m|�|o�|_;�
treatment proposed by the chiropractor.

��_;u;0��7;1Ѵ-u;�|_-|���_-�;�0;;m�bm=oul;7�|_-|���1-m��b|_7u-��l��1omv;m|�-|�-m��ঞl;�-m7�|_-|�-m��vb]mbC1-m|�1_-m];v�|o�|_;�
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�Ѵ|;um-ঞ�;v�|o�1_buoru-1ঞ1�|u;-|l;m|�l-��bm1Ѵ�7;�1omv�Ѵঞm]�o|_;u�_;-Ѵ|_�ruo=;vvbom-Ѵvĺ�+o�u�1_buoru-1|ou�l-��-Ѵvo�
ru;v1ub0;�u;v|��b|_o�|�|u;-|l;m|ķ�ou�;�;u1bv;��b|_�ou��b|_o�|�|u;-|l;m|ĺ
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�Ѵ;-v;�0;�bm�oѴ�;7�bm�-m7�u;vromvb0Ѵ;�=ou��o�u�1-u;ĺ��
�m=oul��o�u�1_buoru-1|ou�bll;7b-|;Ѵ��o=�-m��1_-m];�bm��o�u�1om7bঞomĺ

� �Ѵoo7�Yo�v�|o�|_;�0u-bm�|_uo�]_�|�o�v;|v�o=�-u|;ub;v�r-vvbm]�|_uo�]_�|_;�m;1hĺ�$_;v;�-u|;ub;v�l-��0;1ol;��;-h;m;7�
-m7�7-l-];7ķ�;b|_;u�|_uo�]_�-]bm]�ou�7bv;-v;ķ�ou�-v�-�u;v�Ѵ|�o=�bmf�u�ĺ���0Ѵoo7�1Ѵo|�l-��=oul�bm�-�7-l-];7�-u|;u�ĺ��ѴѴ�ou�
r-u|�o=�|_;�1Ѵo|�l-��0u;-h�o@�-m7�|u-�;Ѵ��r�|_;�-u|;u��|o�|_;�0u-bm��_;u;�b|�1-m�bm|;uu�r|�0Ѵoo7�Yo��-m7�1-�v;�-�v|uoh;ĺ

� $_;�1omv;t�;m1;v�o=�-�v|uoh;�1-m�0;��;u��v;ubo�vķ�bm1Ѵ�7bm]�vb]mbC1-m|�blr-bul;m|�o=��bvbomķ�vr;;1_ķ�0-Ѵ-m1;�-m7�0u-bm�
=�m1ঞomķ�-v��;ѴѴ�-v�r-u-Ѵ�vbv�ou�7;-|_ĺ
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�m=oul;7�1omv;m|�|o�|u;-|l;m|�l�v|�0;�-7-r|;7�|o�|_;�r-ঞ;m|�-m7�|-h;�-m��1_-m];v� bm�_bv�ou�_;u�1om7bঞom� bm|o�
-11o�m|ĺ�$_;�-bl�o=� |_bv� |-0Ѵ;� bv� |o�7o1�l;m|� |_;v;�1_-m];v�-m7�;mv�u;� |_-|� |_;�r-ঞ;m|� bv��;ѴѴ� bm=oul;7�o=� |_;�
0;m;C|v�-m7�ubvhv�u;Ѵ-|;7�|o�|_;�|u;-|l;m|�u;1;b�;7�-m7�_bv�ou�_;u�1om7bঞomĺ��_buoru-1|ouv�-u;�-vh;7�|o�vr;1b=��|_;�
m;��u;-vomv�=ou�1omv�Ѵ|-ঞom�-m7�|_;�-u;-v�o=�|_;�0o7���_;u;�|u;-|l;m|��bѴѴ�0;�-rrѴb;7�ou�1_-m];7ĺ�$_;��l�v|�-Ѵvo�
;mv�u;�|_-|�|_;��_-�;�|_;�r-ঞ;m|Ľv�1omv;m|�=oѴѴo�bm]�|_bv��r7-|;�-m7�om1;�|_;�r-ঞ;m|�_-v�u;1;b�;7�;�rѴ-m-ঞomv�
regarding the proposed changes.


