	PATIENT INFORMATION

	Today's Date:
	Primary Doctor:

	First Name:
	Last Name:
	Sex:   M     F

	Birthdate (mm/dd/yy)

          /           /
	Kids? How many?

  Y      N
	Marital Status    (circle one)

single/   mar/  com law/ widow
	Occupation:



	Mailing Address                                                   City                                           Province                                   Postal Code

	Home Phone
	Email Address:

	Cell Phone
	Consent 

Want a Reminder? (IF YES, circle one)   Email  or   Cell
Cell Provider:  Bell   Telus   Virgin   PC  Fido

	Please * which # you prefer to be used 1st
	

	Chose clinic because/referred to clinic by:    (please circle one)
Facebook 

Flyer

Phonebook

Close to home/work 

Website

Newspaper

Saw Sign 

Person:



	EMERGENCY CONTACT

	Name:
	Phone #:
	Relation:

	Main Complaint     (please circle ONLY one)
Low Back

Neck

Wrist

Ankle

Sinuses

Mid Back 

Shoulder

Hip

Foot

TMJ

Upper Back

Elbow

Knee

Wellness

Other


	Initial Cause?

	How long have you had this condition?
1-3 days

7-14 days

>1 month

>6 months

3-7days

14-30 days

>3 months

> 1year


	Is it getting worse?                                    Y    N
Did it occur at work?  (WSIB claim)        Y     N

Did it occur due to an auto accident?        Y    N

	Do you have any other health issues or concerns that our staff should be aware of?


	Medications:   (please list or provide copy)

	Surgeries:   (include date or age)

	Please circle each current symptom
Pain scale:    0 (no pain)-1 -2 -3 -4 -5- 6 -7 -8 -9 -10 (extreme pain)
Pain:              dull     sharp     achy      burning       tingling         numb

Feels better:  standing        sitting        laying down       none

Feels worse:  standing        sitting        laying down       none

Pain is:          specific & stays in same place               pain radiates

Pain is felt:    morning    afternoon    evening    during sleep   all the time

Pain is:          constant    comes & goes    only with movement    random

	[image: image1.png]


Please mark on picture where 
pain occurs 

	Habits

Trauma

Family History

· Smoking #pack/day

· Car Accident

· Arthritis

· Drinking

· Major Fall 

· Cancer

· Recreational drug use

· Broken Bones

· Diabetes

· Caffeine

· Sprain/Strain

· High Blood Pressure

· Soft drinks

· Head injury 

· High Cholesterol 

· Artificial Sweeteners 

· Muscle/Bone/ Nerve DX

· Exercise #times/week 

· Seizure/Stroke


	


	                 Please indicate CURRENT (C ) or PAST (P) symptoms/disease        Name:

	General
	Cardiovascular
	Genitourinary

	· Anemia

· Bleeding problems

· Cancer

· Chills

· Depression

· Diabetes

· Edema/swelling

· Fatigue

· Goiter

· Gout

· Heart burn

· Hepatitis

· High Cholesterol

· HIV/AIDS

· Loss of sleep 

· Malaria

· Measles

· Miscarriage

· Multiple Sclerosis 

· Mumps 

· Night sweats

· Nervousness
· Osteoporosis
· Polio
· Thyroid disease
· Ulcers

· Weights loss/ gain 
	· Atherosclerosis

· High Blood Pressure 

· Low Blood Pressure 

· Hardening of arteries

· Heart disease

· Irregular pulse

· Pace maker

· Pain over heart 

· Palpitation

· Poor circulation 

· Rapid heart beat 

· Rheumatic fever

· Slow heart beat

· Stroke

· Swelling of ankles 
	· Bed-wetting

· Bladder infection

· Blood in urine

· Kidney infection

· Kidney stones

· 8x in 24hrs

· Overnight >2x

· Painful urination 

· Prostate trouble 

· Puss in urine

· Stress incontinence

· Sexual difficulties

· Urgency to urinate

· Decreased flow/ force

	· 
	· 
	Musculoskeletal

	· 
	Gastrointestinal
	· 

	· 
	
	· Arthritis/rheumatism

· Foot trouble 

· Muscle weakness

· Neck pain

· Low back pain

· Mid back pain

· Joint pain

· Muscle ache/soreness

· Spinal curvature/scoliosis

	· 
	· Abdominal pain

· Appendicitis 

· Bloody or tarry stool

· Belching or gas

· Colitis/Chrohn's

· Colon trouble

· Constipation

· Diarrhea

· Difficulty swallowing

· Diverticulitis

· Bloated abdomen

· Excessive hunger

· Gallbladder trouble

· Hernia

· Jaundice

· Liver problems

· Nausea

· Poor appetite

· Poor digestion

· Vomiting

· Vomiting of blood
	· 

	· 
	· 
	Neurologic

	Eye, Ear, Nose & Throat
	· 
	· Epilepsy/seizures

· Weakness

· Twitching

· Tremor

· Headache

· Fainting

· Dizziness

· Convulsions

· Numbness

· Tingling

· Arm/leg pain

· Mental disorder

	· Blurry vision

· Eye pain

· Hearing problems

· Earaches

· Ringing in ears

· Nosebleeds

· Sinus trouble

· Dental problems

· Hoarseness
	· 
	· 

	Respiratory
	Skin
	· 

	· Allergies

· Asthma

· Bronchitis

· Chest pain

· Chronic cough

· Difficulty breathing

· Emphysema

· Shortness of breath

· Spitting up phlegm/ blood 

· Pneumonia
	· Bruise easily 

· Change in mole(s)

· Dryness

· Hives or allergies

· Itching

· Rash

· Scars

· Varicose veins 
	WOMEN ONLY

	· 
	· 
	· Painful breasts

Date of last period

· Hot flashes

· Lumps in Breasts

Date of last PAP

· Painful periods

· Excessive flow

Date of last mammogram

· Irregular cycles 

Are you pregnant? 

        Y      N




