Conestogo Chiropractic Clinic
1858 Sawmill Rd. • Conestogo, ON•N0B 1N0
Dr. Peter Scheuring – Confidential Patient Information
DATE ______________
Name _____________________________________  Male/Female (circle)   Birth Date (dd/mm/yy) ____/____/_______   Age ______

Hand/foot dominance R /L/ Mixed (circle)      Home phone_________________  Work or Cell Phone __________________

Email _______________________________________Who referred you? _______________________________________

Address ________________________________________City/Province/ Postal Code______________________________

Marital: M  S  W  D    How many children?______ Name of Spouse __________________ Spouse’s Birth Date _________

Who is with you at our office today? _____________________________________________________________________

Describe the reason for your visit here. As best as you can, provide when symptoms or injuries occurred, when and what procedures were done and any diagnosis that has been made. Describe what you have been through in dealing with this. Write or type on the back of this sheet or on a second sheet if more space is needed.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Conestogo Chiropractic 


Name: 





Date:

____

When did this start? _______________  Have you had similar issues before? _______________  When?______________ 

Is your general condition improving?  Yes   No        Getting worse?  Yes  No 
Staying the same?  Yes   No
Has it caused you to lose time at work? Yes   No

Have you been able to fully perform all your non-work tasks?  Yes  No

 Circle any of the following that you are having problems with:
Seeing

Tasting

Smelling               Sports


 

Reclining
Restful sleeping
Eating                   Exercise

Concentrating
Nervousness
Irritable                Change of persona

Hearing

Bathing

Grooming
Dressing

Reading

Typing

Writing

Grasping

Holding

Pinching

Standing

Leaning

Walking

Stooping
Squatting
Climbing

Kneeling
Bending

Twisting

Carrying

Lifting

Pushing

Pulling

Reaching

Sitting

Driving

Riding in car
Air travel

Loss of sex drive

Anything else? ______________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________
Can you go to sleep without problems? Yes  No, if no explain _________________________________________________

Are you waking up in the night?  Yes  No   if yes why do you think you are waking up? _______________________________________________________________________________________

Have you had sleep problems in the past?  Yes No

What is your occupation? _______________________________________

To help us breakdown and better understand what is occurring, please list your health concerns below.  This may repeat some of the information you already provided, but please continue anyway. Begin with the most severe:
1. ________________________________________________________

When did it start? 

Is getting better, worse or same

Is it minimal, slight moderate or severe?

Is it intermittent, occasional  frequent  constant

Describe any additional detail about what is happening, in what situations it is usually occurring, where on your body you notice it, how it started or was first noticed, what has been done about it (treatment, changes that have been tried, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Conestogo Chiropractic 


Name: 





Date:

____

2. ________________________________________________________

When did it start? 

Is getting better, worse or same

Is it minimal, slight moderate or severe?

Is it intermittent, occasional  frequent  constant

Describe any additional detail about what is happening, in what situations it is usually occurring, where on your body you notice it, how it started or was first noticed, what has been done about it (treatment, changes that have been tried, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. ________________________________________________________

When did it start? 

Is getting better, worse or same

Is it minimal, slight moderate or severe?

Is it intermittent, occasional  frequent  constant

Describe any additional detail about what is happening, in what situations it is usually occurring, where on your body you notice it, how it started or was first noticed, what has been done about it (treatment, changes that have been tried, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. ________________________________________________________

When did it start? 

Is getting better, worse or same

Is it minimal, slight moderate or severe?

Is it intermittent, occasional  frequent  constant

Describe any additional detail about what is happening, in what situations it is usually occurring, where on your body you notice it, how it started or was first noticed, what has been done about it (treatment, changes that have been tried, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. ________________________________________________________

When did it start? 

Is getting better, worse or same

Is it minimal, slight moderate or severe?

Is it intermittent, occasional  frequent  constant

Describe any additional detail about what is happening, in what situations it is usually occurring, where on your body you notice it, how it started or was first noticed, what has been done about it (treatment, changes that have been tried, etc…)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Conestogo Chiropractic 


Name: 





Date:

____

Please list all doctors you have seen related to your current concern, also please include any chiropractors or family medical doctors. If possible list the approximate date of the last visit and their city and telephone number.  
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please describe any special tests (X-ray, MRI, EKG, bloodwork, etc….) to investigate your current concern. ____________

______________________________________________________________________________________________________________________________________________________________________________________________________

Please list any medications you have taken in the past year.

1. __________________________

2. __________________________

4. __________________________

5. __________________________

7. _________________________

8. __________________________

3.__________________________

6. _________________________                 9. _________________________

<<<<<<<<>>>>>>>>

Conestogo Chiropractic 


Name: 





Date:

____
PLEASE DESCRIBE YOUR HEALTH CONCERNS

<<<<<>>>>>

Please mark an “X” on the line to indicate the severity of your condition:

No symptoms






Extreme symptoms

Does not interfere with activities





     Disabling
-----------------------------------------------
<<<<<<>>>>>

Please mark any areas of concern on the diagrams below.  N – numbness    P- pins & needles   B- burning   A- aching   

S-stabbing  Indicate any other problems as best you can.

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 right side

          front

            back


left side

Survey of Your Health History

Please circle all that apply. Indicate whether this is a current or old concern by providing an approximate date.

1. General

Chills

Fatigue

Fever

Sweats

weakness

Weight gain

Weight loss

Night sweats

Nervous ness

Bleeding

Diabetes

Thyroid

Headache

Fainting

Depression

Memory loss

Chills

Fatigue

Weight loss/gain

Anemia

Cancer

Substance abuse

Dizziness

Seizures

Phobias

Waking in night

Problems falling asleep

Explain any surgeries or hospitalizations: ______________  ________________________________________________________

Any broken bones, car accidents or 

other injuries? ________________ ____________________________

Conestogo Chiropractic 

                Name:                                                                       Date:_______________________

2. Gastrointestinal

Abdominal pain

Abnormal stool

Constipation
Diarrhea

Food intolerance

Heartburn

Indigestion

Loss of appetite

Nausea

Reflux

Trouble swallowing liquids

Trouble swallowing solids

Ulcers

Vomiting

belching/gas

hernia

liver problems

gall bladder problems

colitis

other________________________

3. Respiratory

Cough

Noisy breathing

Pain in chest or throat

Phlegm

Shortness of breath at rest

Short of breath with exertion

breathing problems

spitting phlegm/blood

allergies

asthma

shortness of breath

chronic cough

pneumonia

other _______________________

4. Cardiovascular

irregular heartbeat

racing heart

chest pain

high blood pressure

swelling

prior heart problem

pacemaker

stroke

other _______________________

5. Musculoskeletal

stiffness

pain

swelling

spinal curve

arthritis

weakness

twitching

tremors

numbness

other _______________________

6. Skin

rashes

mole changes

itching

nail changes

redness

other _______________________

7. EENT

blurry vision

double vision

eye pain

jaw pain

hearing loss

ringing in ears

ear infection

sinus problems

nosebleeds

throat problems

speech problems

Glasses or contacts? ______

8. Genitourinary

frequent/painful urination

incontenance

blood in urine or stool

urinary infection

venereal infection

other _______________________

9. Women Only

difficult periods

hot flashes

irregular cycles

breast pain

lump in breast

difficulty becoming pregnant

complications of pregnancy

other _______________________

Date last period ended _________

Date last gynocologic exam _____

10. Men Only

testicular pain

prostate problems

difficult erection

low sperm count

11. Exercise

none

1-2 per week

3-4 per week

5-7 per week

What type? __________________

12. Habits

Smoke(___packs/day, years?____)

Alcohol (_______ drinks per wk)

Caffine (_______ cups per day)

Recreational drug use __________

13. Family

Are your parents living? ______

If so do you consider them to be in good health? ________________

Ages: Mother _____  Father _____

Circle any below that apply to your parents, siblings or children:

Diabetes

Stroke

Hypertension

Cancer

Seizures

Tremors

Brain disorder

Heart disease

Lung disease

Arthritis

Scoliosis

CONSENT TO CHIROPRACTIC TREATMENT

It is important for you to consider the benefits, risks and alternatives to the treatment options offered by your chiropractor and to make an informed decision about proceeding with treatment.

Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other joints of the body, soft-tissue techniques such as massage, and other forms of therapy including, but not limited to, electrical or light therapy and exercise.

Benefits

Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and others areas of the body caused by nerves, muscles, joints and related tissues. Treatment by your chiropractor can relieve pain, including headache, altered sensation, muscle stiffness and spasm. It can also increase mobility, improve function, and reduce or eliminate the need for drugs or surgery.

Risks

The risks associated with chiropractic treatment vary according to each patient’s condition as well as the location and type of treatment.

The risks include:

· Temporary worsening of symptoms- Usually, any increase in pre-existing symptoms of pain or stiffness will last only a few hours to a few days.

· Skin Irritation or burn- Skin irritation or a burn may occur in association with the use of some types of electrical or light therapy. Skin irritation should resolve quickly. A burn may leave a permanent scar.

· Sprain or strain- Typically, a muscle or ligament sprain or strain will resolve itself within a few days or weeks with some rest, protection of the area affected and other minor care.

· Rib fracture- While a rib fracture is painful and can limit your activity for a period of time, it will generally heal on its own over a period of several weeks without further treatment or surgical intervention.

· Injury or aggravation of a disc- Over the course of a lifetime, spinal discs may degenerate or become damaged. A disc can degenerate with aging, while disc damage can occur with common daily activities such as bending or lifting. Patients who already have a degenerated or damaged disc may or may not have symptoms. They may not know they have a problem with a disc. They also may not know their disc condition is worsening because they only experience back or neck problems once in a while. Chiropractic treatment should not damage a disc that is not already degenerated or damaged, but if there is a pre-existing disc condition, chiropractic treatment, like many common daily activities, may aggravate the disc condition. The consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient. In the most severe cases, patient symptoms may include impaired back or neck mobility, radiating pain and numbness into the legs or arms, impaired bowel or bladder function, or impaired leg or arm function. Surgery may be needed.

· Stroke- Blood flows to the brain through two sets of arteries passing through the neck. These arteries may become weakened and damaged, either over time through aging or disease, or as a result of injury. A blood clot may form in a damaged artery. All or part of the clot may break off and travel up the artery to the brain where it can interrupt blood flow and cause a stroke. Many common activities of daily living involving ordinary neck movements have been associated with stroke resulting from damage to an artery in the neck, or a clot that already existed in the artery breaking off and travelling up to the brain. Chiropractic treatment has also been associated with stroke. However, that association occurs very infrequently, and may be explained because an artery was already damaged and the patient was progressing toward a stroke when the patient consulted the chiropractor. Present medical and scientific evidence does not establish that chiropractic treatment causes either damage to an artery or stroke. The consequences of a stroke can be very serious, including significant impairment of vision, speech, balance and brain function, as well as paralysis or death.

Alternatives

Alternatives to chiropractic treatment may include consulting other health professionals. Your chiropractor may also prescribe rest without treatment, or exercise with or without treatment.

Questions or Concerns

 You are encouraged to ask questions at any time regarding your assessment and treatment. Bring any concerns you have to the chiropractor’s attention. If you are not comfortable, you may stop treatment at any time.

Please be involved in and responsible for your care. Inform your chiropractor immediately of any change in your condition.

---------------------------------------------------------------------------------------------------------------------------------------------------

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR

I hereby acknowledge that I have discussed with the chiropractor the assessment of my condition and the treatment plan. I understand the nature of the treatment to be provided to me. I have considered the benefits and risks of treatment, as well as the alternatives to treatment. I hereby consent to chiropractic treatment as proposed to me.

_________________________________________________________
Name (Please Print)

_________________________________________________________                    ________________________________

Patient/Parent/Guardian Signature                                                                            Date        Day/ Month/ Year

_________________________________________________________                    ________________________________

Doctor Signature                                                                            

   Date        Day/ Month/ Year
