ADDRESS: ______________________________________       CITY: ____________________________

POSTAL CODE:___________________                       EMAIL:__________________________________  

TELEPHONE  (Home): _________________ (Cell): _________________(Work):___________________        

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Central Avenue Health Centre
Confidential Patient Case History
DATE:_______________________________
FIRST NAME: _______________________ MIDDLE INTIAL:___________  LAST NAME:____________________________        

OCCUPATION: _________________________________________ BIRTHDATE: (day/month/year)___________________

HEALTH #:________________________________________________   EXPIRY DATE:_____________

WHO MAY WE THANK FOR REFERRING YOU? _________________________________________________________
IS YOUR TREATMENT COVERED UNDER: SGI? _________
IF YES, PLEASE STATE:       
 CLAIM #:_____________________________________

ADJUSTOR’S NAME: ___________________________

REASON FOR TODAY’S VISIT:____________________________________________________________________________
 ARE YOU CURRENTLY PREGNANT?  YES 
NO 

DO YOU PARTICIPATE IN REGULAR PHYSICAL ACTIVITY? (IF SO DESCRIBE)

_______________________________________________________________________________________________________
ARE YOU TAKING PRESCRIPTION OR OVER THE COUNTER MEDICATION?  YES 
NO

IF YES, WHAT TYPE? ____________________________________________________________________________________
DESCRIBE ANY PERSONAL ACCIDENTS OR INJURIES AND WHEN THEY OCCURRED: ________________________________________________________________________________________________________
________________________________________________________________________________________________________

LIST ANY SURGICAL OPERATIONS? ______________________________________________________________________
________________________________________________________________________________________________________  

LIST ANY PERTINENT MEDICAL HISTORY:________________________________________________________________

________________________________________________________________________________________________________

ARE YOU CURRENTLY TAKING ANY VITAMIN SUPPLEMENTS?   YES     NO

IF YES, WHICH ONES?___________________________________________________________________________________
	NEUROPSYCHOLOGICAL

□ Seizures
	□ Areas of numbness
	□ Bad temper
	□ Considered suicide

	□ Depression
	□ Anxiety
	□ Concussion
	□ Other

	□ Emotional problems
	□ Poor memory
	□ Easily stressed
	


GENERAL

	□ Poor appetite
	□ Strong thirst
	□ Poor sleep
	□ Cold abdomen

	□ Insomnia
	□ Heavy appetite
	□ Heavy sleep
	□ Sweat easily

	□ Cold hands
	□ Fatigue
	□ Cold Back 
	□ Change in appetite

	□ Fevers
	□ Cold Feet
	□ Night sweats
	

	□ Cravings
	□ Chills
	□ Poor circulation
	

	□ Energy drops
	□ Tremors
	□ Vertigo
	


HEAD, EYED, EARS, NOSE, THROAT

	□ Dizziness
	□ Eye pain 
	□ Migraines
	□ Night blindness

	□ Eye strain
	□ Cataracts
	□ Poor vision
	□ Earache

	□ Color blindness
	□ Poor hearing
	□ Blurry vision
	□ Sinus problems

	□ Ringing in ears
	□ Dry throat
	□ Nose bleeds
	□ Copious saliva

	□ Mucus
	□ Jaw clicks
	□ Dry mouth
	□ Facial pain

	□ Teeth problems
	□ Spots in eyes
	□ Grinding teeth
	□ Sore throats

	□ Gum problems
	□ Headaches
	□ Glasses
	


RESPIRATORY

	□ Cough
	□ Asthma
	□ Pneumonia
	□ Phlegm

	□ Coughing blood
	□ Bronchitis
	□ Tight chest
	


GASTROINTESTINAL

	□ Nausea
	□ Gas
	□ Belching
	□ Constipation
	□ Pain or cramps

	□ Vomiting
	□ Diarrhea
	□ Bad breath
	□ Hemorrhoids
	□ Laxative use


GENITO – URINARY

	□ Painful urination
	□ Blood in urine
	□ Unable to hold urine
	□ Impotency

	□ Frequent urination
	□ Urgency to urinate
	□ Kidney stones
	


PREGNANCY AND GYNAECOLOGY

	□ # of pregnancies
	□ Miscarriages
	
	
	

	□ Premature births
	□ Birth control
	
	
	


MUSCULOSKELETAL

	□ Neck pain
	□ Back pain
	□ Muscle pain
	□ Joint pain
	□ Other


SKIN AND HAIR 

	□ Rashes
	□ Itching
	□ Pimples
	□ Loss of hair
	□ Other

	□ Hives
	□ Eczema
	□ Dandruff
	□ Purpura
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CIRCLE YOUR AREA OF DISCOMFORT
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