Andrea Ferretti, D.C., F.I.C.P.A., B.Sc., C.C.W.P, RNCP/ROHP
343 King Street West
Dundas, Ontario L9H 1W8
905-628-2389

Patient Health Record

Welcome to our Chiropractic Office.

Please fill out our confidential Patient Health Record completely and
accurately. Questions may be directed to our qualified Chiropractic
Health Assistants/ Technologists. We are honored to assist you in
the recovery and/or attainment of your health and well-being
through the application of the most recent knowledge and training
in the science based health and wellness living strategies.

PERSONAL HISTORY Date: Patient Record #:

Name:
Address:
City: Province: Postal Code:
Home Phone: Birth Date:

E-mail address:

Age: Gender: 4 Male U Female

Number of Children:

Business/Employer:
Type of Work:
Business Phone:

Circle One: Married Single Widowed Divorced Separated
Emergency Contact:

Name: Telephone Number:
Who may we thank for referring you to this office:




CURRENT HEALTH CONDITION

Current/Chief Complaint:

Other Doctors seen for this condition O Yes O No Who?

Type of Treatment: Results:

When did this condition begin?
Has this condition occurred before: O Yes O No

Is condition: O Job-related [OAuto-related OHome Injury O Fall
O Other

Date of Accident:

Time of Accident:

What aggravates you condition?
O Sitting O Standing O Bending O Lifting O Walking O Lying Down
O Cold 0O Dampness O Other

What relieves your condition?
O Bed Rest O Ice O Heat O Massage O Medication
O Other:

Is 1t getting?
O Worse O Constant O Comes / Goes [ Better

Character of Pain: O Sharp O Dull 0O Ache O Pins & Needles
O Numb O Burning O Constant O Intermittent

Please describe how it feels when this problem 1s at its worst:

Please place an X on the grade indicating the severity of your pain:
[east D @B @D O® ® @ ® ® @ Worst



Compare this problem at its worst and a time when you feel great. How does this
problem at its worst interfere with?

Your ability to work?

Your ability to enjoy your family or your social time?

Your ability to enjoy your hobbies or sports?

At 1ts worst, how old does 1t make you feel?

If you don’t get this problem corrected, do you think 1t will get worse over the next 5
years? O Yes O No

Drugs you now take? [ Nerve pills O Stimulants
[ Pain Killers/Muscle Relaxers
O Insulin [0 Blood Pressure Medicine O Other:

Do you suffer from any condition other than that for which you are now consulting us?

On a scale of 1 to 10, 10 being the highest, rate your commitment to correcting this
problem. Lowest © @ @ @ ® ® @ ® @ © Highest

Have you had X-Rays taken in the last six months? O Yes O No
If yes, where?




PAST HISTORY

Please check of describe:

Major Surgery / Operations: [ Appendectomy [ Tonsillectomy
Bladder 0O Hernia O Back Surgery [ Broken bones

O Other:

O Gall

PREVIOUS TRAMAS/INJURY (S):
Childhood

Sports Injuries

Motor Vehicle Accidents

Work Injuries

Hospitalization (other than above):

PREVIOUS CHIROPRACTIC CARE:
O None 0O Yes
Approximate date of last appointment:

Doctor’ s name:

FAMILY HISTORY
Does any member of you family suffer from the same condition?
O Yes O No Who?

Have your children ever had a spinal check-up? OYes ONo If yes, where and when:

I, the undersigned, hereby consent to the examination process which includes
examination by the doctor and analysis of posture, balance, ranges of motion and
muscle tone ( Insight Millenium subluxation station ) performed by a qualified

technician.

Signature: Date:




