oel p.c.

Health Questionnaire

Family chiropractor

Dr. fﬁml
6900 Decarie, Suite 340, Montreal, Quebec H3X 2T8 Q%p

Welcome! This form is very useful in helping us help you. Please take your time to complete
it fully. Thank you
PERSONNAL INFORMATION

First Name : BithDate: day__ /mo.___ /yr.
LastName : _ Age :
Address : _ Civil Status :  Singled  Marriedd Common lawld  Divorcedd  Widowd
Apt#:
Email Add :
City : ~ Occupation :
Postal Code : _ Employer :
Tel. (res.) : B Spouse’s Name :
Tel. (off.) : Their occupation :
Cellular : ~ Name & ages of | 1. 4,
_ children :
Method of payment 2. 5.
Cashd  VISAQ  Checkd 3. 6.
1-The majority of people that consult us have been referred by one of our patients. Who can we thank?
2-Reason for the consultation: Health concern 4 Prevention O Pregnancy 4 Other U
3-How long since your last Chiropractic exam? Chiropractor :

4-Did you receive care resulting from your exam?  The results where : satisfactoryld averagesl disappointingUd

DESCRIBE THE SYMPTOMS YOU FEEL

Identify on the diagrams below your areas of concern Describe, in it's order of importance to you, the health concerns
that you wish to improve.

1.

Resulting from: accidentd progressive irritationd  slowlyd
Since when?

2.

Resulting from: accidentd progressive irritationd  slowlyd
Since when?
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: : 3.

Resulting from: accidentd progressive irritationd  slowlyd
Since when?

4.

Resulting from: accidentd progressive irritationd  slowlyd
Since when?

Who in your family suffers from the same health concerns as you? Indicate the corresponding number below.
Child Spouse Parent Brother / Sister Other
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HISTORY OF YOUR HEALTH CONCERNS

Family chiropractor

1-Have consulted a professional for the symptoms indicated?

Noned Chiropractord Medical Doctord Other O

2-How have your symptoms and health concerns changed?

1- improvedd deterioratedld unchangedU
2- improvedQ  deterioratedld unchangedU
3- improvedd deterioratedd unchangedd
4- improvedd deterioratedld unchangedU

3-Identifiy which health concerns have previously occurred :

1Qyr 20yr 30yr 40yr

4-Do these health concern decrease your quality of life :

atworkld athome O leisureld sleepd otherQ

5-Does your primary health concern (1) affect you :

100% of the timed 75%UW 50% 25%0Q less de 25%4

6-Your primary health concern(1) is aggravate by which
positions:

standingd sittingld lying downQ other

7-Do you take any medication for this health concern? (1)

NoQ YesUd:

8- Do you take any medication on a regular basis?

nold anti-inflammatoryd muscle relaxantsl
blood pressure meds.l antidepressantsl  thyroid med.U
diabetic meds.Q contraceptived otherd

FAMILY HISTORY

LIFE HABITS

1-Mother’s age : If deceased, cause :

1-Working posture? :

standingd sittingQl

2-Foot orthotics?

yes noUl

2-Father’'s age : If deceased, cause :

3-Sleep per night :

8h+Q 6-8hld under 6hQd

4-Sleep position :

backld sided stomachd

3-Does someone in your Heart diseaseld 5-Excercise per week : 4h+01 2-4hQ  1-2hQ

family suffer from one or DiabetesUd under 1hQ  neverQ

more of the following : Artthritis(Q 6-Usage : Tobacco : /day or week
CancerQ (circle : day or week) Alcohol : /day or week
Other : Coffee : /day or week

SYSTEM REVIEW - identify the symptoms and concerns you are familiar with.

UAllergies QConvulsions UFracture Qlrritability QShivers

UAnxiety WDepression UFrequent urination UKidney stones QSinusitis

QArthritis UDiabetes UGas ULow blood pressure  LSurgery

UBack pain UDiarrhea UHead ache UMeningitis QSwelling

UBlood in your stool  UDigestive difficulties ~ Hearing difficulties ~ Nose bleeds UTremors

UBlood in your urine  UDizziness UHeart disease UNumbness QUrination at night

QBruising QEczema UHereditary illness UProstate QUrinary incontinence

QCancer QEpilipsie UHigh blood pressure  LPsychological issues  WVaricose veins

UCirculatory disease ~ UFainting UHormonal difficulties  Renal difficulties QVision difficulties

QCold extremities UFatigue UHypoglycemia URespiratory disease  WWeight difficulties

U Constipation UFoot problems Ulnsomnia U Sexual difficulties

Feminine Section QLack of menstruation  Abdominal cramps L Abundant menstrual flow

QVagina discharge UMenopause symptoms Are you pregnant? YesO NOQ maybed

-All professional fees associated with chiropractic care, the examination and radiographic films are payable according to the
clinic policies. The patient’s file including radiographs belong to the clinic and must remain at all times.
-The information provided is truthful and accurate to the best of my knowledge. | also agree to the recommended examinations.

Signature :

Date :
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