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CHIROPRACTIC PATIENT INTAKE FORM
#110, 849 Premier Way e Sherwood Park, AB T8H OV2 e Phone: 780 464 1029 e Fax: 780 464 3120

PAGES MUST BE COMPLETED IN FULL FOR AN APPOINTMENT

Name: Date of birth (mm/dd/yy): Age: Gender:
Address: City: Postal code:

Home Phone: Cell Phone:

Occupation: AHC #:

Emergency contact (Name, Tel. # & Relationship):

E-Mail Address (Optional, for appointment reminders):

How were you referred to this clinic? Please specify who/where:

Are your injuries related to a Workers Compensation Board (WCB) claim? [J N [ Y If yes, date of incident:

Please note: Dr. Rob and Dr. Lou do not accept WCB claims

Are your injuries related to a Motor Vehicle Accident? (1 N [ Y If yes, date of accident:

Please note: Dr. Rob is not currently accepting new motor vehicle accident claims

FEMALES: Are you pregnant? ON Y Ifyes, how many weeks?

CURRENT HEALTH HISTORY

CURRENT COMPLAINT(s), with detail — in order of importance to you *ON THE DIAGRAMS BELOW
1) MARK ALL PAINFUL AREAS*
2)

3)

When did these issues start?

DESCRIBE YOUR PAIN (check):
[ sharp & stabbing [ tingling (pins & needles) [ numb
[ burning [] dull ache [ stiff & tight

Circle your current level of pain/discomfort
0 - 10 Numeric Pain Invensity Scale*

I | | | | | | | | | I
I I I I I I I I I I I
o 1 2 3 4 5 & 7 8 9 10

No Moderate Worst
Paln Paln Paln
Possible

List any medications, supplements, vitamins that you are currently taking:

Signature: Date:
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FAMILY HEALTH HISTORY

Have YOU or ANYONE in your family had the following (please specify whom):

[] Heart disease: [] High blood pressure:
[l Cancer: Type:

[] Diabetes: Type:

[] Stroke: [ Other:

PAST HEALTH HISTORY

List any previous Surgeries and the year they occurred:

List any previous Fractures/Injuries and the year they occurred:

GENERAL HEALTH INFORMATION

Please check symptoms you have experienced in the past or currently:

[] Seizures/Stroke [] Bleeding Problems [J Chest Pain/Angina [1 Mental disorder [Jvaricose veins
[] Osteoporosis [] Anemia [] High/Low Blood Pressure [ Recent Fall (last 6 months) [ Heart disease
[J Diabetes (Type: ) HIV [ Dizziness/Fainting Spells [] Pacemaker [1 Headache
[J Rheumatoid Arthritis [] Respiratory Condition [] Hearing Loss/Changes [J Nausea/Vomiting [J Asthma
[J Vision Loss/Changes [ Chronic Pain [J Memory Loss/Changes [ Fainting [ Metal implants
[] Fractures [] Depression [] Dizziness ] Recent Hospitalization
[J Poor Balance [J Numb/Tingling JTMJ (jaw pain) [ Skin Condition/Open Wounds
[J Neck pain [J Thyroid [] Hepatitis (Type: ) ] Epilepsy
(] Other(s):
FEES
Type of appointment Adults Seniors (65+) / Students (Under 18) Children (5 & younger)
Initial visit/ $120.00 $120.00 $50.00
Chiropractic Re-assessment
Subsequent Chiropractic visit $65.00 $55.00 $35.00
Laser Therapy (Dr. Lou Gajdos) $85.00 $85.00 $85.00

Do you have extended health benefits? [Yes [1No Benefits Provider(s):

e  Please check at the front desk if your Insurance Provider is eligible for direct billing. For direct billing, we are submitting the claim on
your behalf and your Insurance Provider predetermines approval. **If your claim is rejected, not covered or processed as pending,
you are responsible for payment on your service at the time it is rendered. **

e If you cannot attend an appointment, or no longer need it, please give 2 HOURS NOTICE so that another patient may receive care
during that time. Please be courteous to other patients who are in need of an appointment. Failure to do so will result in a $20.00 fee.
When you book an appointment, that time is set aside specifically for you and reserved. We are often booked back to back so arriving
more than 15 minutes late will be considered a missed appointment and will have to be rescheduled and will result in a missed

appointment fee.
I certify that | have read and fully understand the above including the expectations of the cancellation policy and that | am

responsible for all charges relating to my visit. The statements made on this form are accurate, to the best of my recollection, and |
agree to allow this office to examine me for further evaluation.

Signature: Date: Staff Initials:
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INFORMED CONSENT
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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 other 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:
e 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.
e 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.
e 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.
e 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.
e 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.
e 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 formin a
CCPA09.14
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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

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

Date: 20
Name (Please Print)

Date: 20
Signature of patient (or legal guardian)

Date: 20

Signature of Chiropractor

CCPA09.14



