
 

 

PATIENT INFORMATION 
Patient Name ___________________________________                   Date ____________________ 
Age _____   Date of Birth(dd/mm/yyyy) ______________    Sex  M / F      
Occupation ___________________   Ontario Health Card # _________________ Version Code ____    
Address  ___________________________   City __________   Province ___  Postal Code _________ 
Telephone  (Home) ________________  (Work) __________________   
How did you hear about our office ?         ___Walk-in        ___Phone Book       ___Advertising   

___Referral __________________________    Name of family medical doctor________________           
                                                                   Address_____________________________________      

 
Prior Chiropractic Care?  ___YES  ___NO Prior X-RAYS  ___YES  ___NO     
Please describe your present symptoms  __________________________________________________ 
___________________________________________________________________________________ 

Use the following descriptive symbols on the body outlines below to describe the location of  
your complaint(s).   

 
ACHE            BURNING           NUMBNESS       PINS & NEEDLES       STABBING          OTHER 

   
     AAA                BBB                   ooo                   ..........                     /////                xxxxx   

 
 

Please indicate the intensity of the pain described above by marking the following lines: 
 
               No Pain                                                                                Excruciating Pain 

            0      1      2      3      4      5      6      7      8      9      10 
Indicate which of the following activities make your symptoms  -   Better        or   Worse   

 
(  ) B  (  ) W Sitting        (  ) B  (  )  W    Bending Forward    (  ) B  (  ) W   Movement/Activity    
(  ) B  (  ) W  Standing    (  ) B  (  )  W    Inactivity               (  ) B  (  ) W   Laying Down 

 
 
Describe how and when your present symptoms started: 

How:  ___Gradual Onset    ___Work Injury    ___Motor Vehicle Accident    ___Other _______________ 

When:  _________________________ 

Is your condition:   improving____   worsening____   constant____    intermittent____   



 

 

  MEDICATIONS YOU ARE TAKING       TYPE  AMT PER DAY   CONDITION TAKEN FOR 
    
    
    

 
SURGICAL PROCEDURES YOU HAVE HAD          DATE  CONDITION PERFORMED FOR 
   
   

 
FEMALE PATIENTS ONLY 
MENSTRUATION/OBSTETRICS 
Are you pregnant? ____Yes  ____ No 
Menstrual regularity   
    Days in cycle ____ Duration _____ 
Menstrual cramping 
    Pain:  0    1    2    3    4    5 
First date of last cycle ____________ 
Date of last PAP test _____________ 
___ Abnormal/painful premenstrual 
        fluid retention? 
___ PMS (Premenstrual syndrome) 
Number of pregnancies ___________ 
Number of children ______________ 
Menopause Onset _______________  
___ Hysterectomy Date___________ 
MUSCULOSKELETAL SYSTEM 
___ Joint stiffness, decreased motion 
___ Joint pain 
___ Joint swelling 
___ Muscle cramps 
___ Muscle weakness 
___ Muscle wasting 
___ Neck pain 
___ Mid back pain 
___ Low back pain 
___ Sacroiliac pain 
___ Tailbone pain 
___ Arm pain 
___ Leg pain 
___ Fractures/dislocations 
___ Sprains/strains 
___ OTHER: ____________________ 

 
Supplemental Case History 

BREASTS 
___ Bumps/lumps/mass 
___ Pain/tenderness 
___ Change in colour/size/shape 
___ OTHER: _________________ 
REPRODUCTIVE SYSTEM 
___ Genital lesions/sores 
___ Genital mass/growths/pain 
___ HIV Positive 
___ Gonorrhea 
___ Birth control 
       Type ___________________ 
       How long ____________ 
SKIN/HAIR/NAILS 
___ Change in skin texture 
___ Change in skin temperature 
___ Skin dryness/wetness 
___ Unusual skin colour 
___ Rashes/itching/sores 
___ Skin growths 
___ Mole changes 
___ Skin cancer 
___ Change in hair growth/loss 
___ Change in colour of nails 
___ OTHER: ___________________ 
NEUROLOGICAL SYSTEM 
___ Headaches 
___ Epileptic seizures 
___ Dizziness/fainting 
___ Disturbances of sensation 
___ Head trauma 
___ Stroke 
___ OTHER: ___________________ 

 
Doctor Use Only: 

  
  
  
  
  
  
  
  
  
  
  
  

GENERAL HISTORY 
___ Trauma/Injuries 
___ Height change 
___ Weight change 
___ Fever/chills 
___ Sweats 
___ Allergies 
___ Anemia 
___ Bleeding/bruising 
___ Malaise/fatigue/weakness 
___ OTHER: _________________ 
FAMILY HISTORY 
___ Diabetes 
___ Thyroid disease 
___ Tuberculosis 
___ Kidney disease 
___ High blood pressure 
___ Heart disease/stroke 
___ Musculoskeletal disease 
___ Cancer 
___ OTHER: ________________ 
GASTROINTESTINAL SYSTEM 
___ Nausea/vomiting 
___ Vomiting of blood 
___ Peptic ulcer 
___ Indigestion/heartburn 
___ Abdominal pain 
___ Abdominal swelling 
___ Change in stool/color/etc. 
___ Diarrhea 
___ Hernia 
___ Hemorrhoids 
___ Gallbladder disease 
___ Liver disease 
___ Pancreatitis 
___ Alcohol intake 
       ____ Amount  ____ Type 
___ OTHER: __________________ 
ENDOCRINE SYSTEM 
___ Thyroid problems 
___ Diabetes 
___ Neck surgery/irradiation 
___ OTHER: 
___________________ 
DIET – VITAMINS 
___ Are you on a special diet? 
___ Are you a vegetarian? 
       How long ________ 
___ Are you taking any 
supplements? 

URINARY SYSTEM 
___ Frequent urination 
      ____ day/ ____night 
___ Pain on urination 
___ Change in urine colour 
___ Difficulty in starting stream 
___ Difficulty in holding urine 
___ Discharge 
___ Urinary tract infections 
___ Kidney disease 
___ Flank pain 
___ Pelvic pain 
___ OTHER: 
____________________ 
RESPIRATORY SYSTEM 
___ Difficulty in breathing 
___ Cough 
___ Blood in sputum 
___ Wheezing/asthma 
___ Tuberculosis/exposure 
___ Pneumonia/lung infections 
___ Cigarette smoking 
       Daily Amount __________    
       Number of Years _______ 
___ Other tobacco use_______ 
CARDIOVASCULAR SYSTEM 
___ Shortness of breath with 
exercise 
___ Chest discomfort/pain 
___ Palpitations 
___ Fainting 
___ Sudden calf pain while walking 
       How often ___________ 
___ High blood pressure 
___ Past heart disease 
___ Rheumatic fever 
___ OTHER: ___________________ 
___ Cardiac pacemaker, etc. 
EYE/EAR/NOSE/THROAT 
___ Visual problems 
___ Pain in eyes 
___ Difficulty hearing/Deaf 
___ Ringing in ears/dizziness 
___ Ear pain 
___ Nosebleeds 
___ Sinusitis 
___ Difficulty swallowing 
___ Enlarged/painful glands 
___ Dental problems 
___ OTHER:____________________   

 


