RG CHIROPRACTIC

DR. RICHARD GRAY

Health Profile For:_______________________________________________________



(Family Name)


(First)


(Initial)
Address:_____________________________________ City:_____________ Postal Code:______________
Home Telephone: ____________________ Work: _____________________ Cell: ____________________

Email: ______________________________________Your Alberta Health Care #: ______________________    Sex:  Male    Female       Date of Birth: (dd/mm/yyyy):_______________   Age: _______
Employer: ________________________________ Daily Duties: _________________________________

How did you hear about us? _____________________________________________________________________

Marital Status:  Common Law   M   S    D    W     Name of Spouse_______________________________

No. of Children (with ages): _______________________Have they had a spinal check up yet __ Yes __ No
Name of Emergency Contact: ___________________ Telephone (Res): _____________ (Bus.) __________

Is this a Worker’s Compensation Board related injury? ________
As a full spectrum Chiropractic office, we focus on your ability to be healthy. Our goals are, first, to address the issues that brought you to this office, and second, to offer you the opportunity of improved health potential and wellness services in the future. On a daily basis we experience physical, emotional, and chemical stresses that can accumulate and result in serious loss of health potential. Most times the effects are gradual: not even felt until they become serious. Answering the following questions will give us a profile of the specific stresses you have faced throughout your lifetime, allowing us to better assess the challenges to your health potential. 
Physical Stresses

Yes 
No


__
__
Have you ever been involved in a motor vehicle accident (even if you were not injured)


______________________________________________________________________

__
__
Have you had any falls or accidents (please list all)?


______________________________________________________________________

__
__
Have you had any falls or accidents as a child?



______________________________________________________________________

__
__
Do you currently play any sports? __________________________________________

__
__
Have you had any sports injuries?  __________________________________________

__
__
Have you had a concussion? _______________________________________________

__
__
Were you under regular Chiropractic care as a child? ___________________________

__
__
Does your job require lifting, repetitive motions, or excessive standing or sitting?

__
__
Have you had any surgeries? _______________________________________________

Chemical Stresses

Yes 
No


__
__
Did / do you smoke?

How many/day?
____________________________

__
__
Did / do you drink alcohol?
How many/week?____________________________

__
__
Do you drink coffee?

How many/day?
____________________________


__
__
Do you eat out frequently or eat excessive amounts of junk food? ___________________

List any drugs you are presently taking (prescription/non-prescription, otherwise): 

______________________________________________________________________________________

Emotional Stresses
On a scale from 1 – 10 (10 = worst) what is your current stress level?

Work__________ Home?__________  Financial? __________ Other? __________

On a scale of Very Poor, Good, Excellent, describe your:

DIET__________EXERCISE__________SLEEP__________GENERAL HEALTH __________
Please check off all symptoms you have ever had, even if they do not seem related to your current problem:

 Past      Present






 

___
___
Headaches/migraines
___
___
Fatigue



___
___
Irritability

___
___
Depression

___
___
Neck pain/stiffness
___
___
Dizziness

___
___
Loss of concentration

___
___
Difficulty sleeping

___
___
Mid back/shoulder pain

___
___
Arm/hand pain or numbness

___
___
Chest pain

___
___
Heart problems

___
___
Heartburn

___
___
Skin problems
___
___
Ringing in ears

Have you had previous chiropractic care?  __ Yes  __ No  When? __________ Reason? _______________
Chiropractor’s Name:
Dr. ________________________________    Were X-rays taken? __ Yes  __No
Chief Concern and Other Symptoms

What is your major complaint presently? _________________________________________________________________
How did it start? ___________________________________________________ Was it work related? ________________

How long have you had this condition? __________________ Have you had a similar condition in the past? __Yes __ No
Intensity of issue on a scale of 1 to 10 (10 being the highest): ________________________________________________
What aggravates your condition? _______________________________________________________________________

What gives you relief? _______________________________________________________________________________

Are you getting pain, numbness or tingling in your: __ Arms __Hands __ Head __ Buttocks __ Legs __ Calves __ Feet 

Is this getting progressively worse?  __ No __ Yes __ It is constant __ It comes and goes
Pains are:  __ Sharp __ Dull __ Burning __ Tightness __ Throbbing __ Traveling

This condition interferes with: __Work __Sleep __Walking __Running __Sitting __Hobbies __Leisure __Sports

Other doctor(s) seen for this condition: ______________________________________________________
On a scale of 1 to 10 (10 being the highest) rate your commitment to correcting this problem? __________
Any associated symptoms or secondary complaints? _________________________________________________________
FAMILY HISTORY:   Heart Disease
Arthritis

Cancer

Diabetes

Other _________


Father’s Side
___

    ___

   ___

   ___

   ___


Mother’s Side 
___

    ___

   ___

   ___

   ___
For women: Is there a possibility you may be pregnant?  __ Yes __ No __Trying __ Unsure

With my signature below I verify that the information I have provided is true and accurate.

Dated this ____________________ day of __________________________, 20____.

Patient Name (please print):___________________________ Patient Signature:___________________________
Witnessed by (staff):_____________________

INFORMED CONSENT TO CHIROPRACTIC

Doctors of chiropractic who use manual techniques such as spinal adjustments are required to advise patients that there are or may be some risks associated with such treatment. In particular, you should note:

A) While rare, some patients may experience short term aggravation of symptoms or muscle and ligament strains or sprains as a result of manual therapy techniques. Although uncommon, rib fractures have also been known to occur following certain manual therapy procedure.

B) There are reported cases of stroke associated with visits to medical doctors and chiropractors. Research and scientific evidence does not establish a cause and effect relationship between chiropractic treatment and the occurrence of stroke. Recent studies suggest that patients may be consulting medical doctors and chiropractors when they are in the early stages of a stroke. In essence, there is a stroke already in progress. However, you are being informed of this reported association because a stroke may cause serious neurological impairment or even death. The possibility of such injuries occurring in association with upper cervical adjustment is extremely remote.

C) There are rare reported cases of disc injuries following cervical and lumbar spinal adjustments, although no scientific study has ever demonstrated such injuries are caused, or may be caused, by spinal adjustments or chiropractic treatment.

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-disciplinary studies conducted over many years and have demonstrated to be effective treatment for many neck and back conditions involving pain, numbness, muscle spasm, loss of mobility, headaches and other similar symptoms. Chiropractic care contributes to your overall well-being. The risk of injuries of complications from chiropractic treatment is substantially lower than that associated with many medical or other treatments, medications, and procedures given for the same symptoms. 

I acknowledge I have read this consent and discussed, or have had the opportunity to discuss, with my chiropractor the nature and purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment) as well as the contents of this consent.

I consent to the chiropractic treatments offered or recommended to me by my chiropractor, including spinal adjustment. I intend this consent to apply to all my present and future chiropractic care.

Dated this ___________________ day of ________________________, 20_____.

_______________________________

______________________________

Patient Signature (Legal Guardian)


Signature of Witness
Name: ____________________________

Name:___________________________

(Please print)




(Please print)

Past     Present


___	___	Difficulty breathing


___	___	Asthma


___	___	Frequent Colds/Flues


___	___	Ulcers


___	___	Digestive Problems


___	___	Low back/hip pain


___	___	Constipation/diarrhea


___	___	Sciatica


___	___	Menstrual pain/ irregularity


___	___	Leg/foot pain or numbness 


___	___	Cancer


___	___	Diabetes


___	___	Stroke


___	___	Bladder/urinary tract problems


___	___	Jaw pain/clicking











