
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:_____________

HAVE YOU HAD PREVIOUS MASSAGE THERAPY?___________

BY WHOM? __________________________________  WHEN? ________________________________

DO YOU HAVE ANY SKIN ALLERGIES TO LOTIONS OR OILS?_____________________________


WHO MAY WE THANK FOR REFERRING YOU? ________________________________________

IS YOUR TREATMENT COVERED UNDER: SGI? _________  WCB? __________ 

IF YES, PLEASE STATE:        CLAIM #:_____________________________________

                                                   ADJUSTOR’S NAME: ___________________________

IS YOUR TREATMENT COVERED UNDER?          

Social Services or Family Health Benefits? YES  NO                                                           

Veterans Affairs?  YES NO 

Private Insurance?  YES NO

Employment Health Plan?  YES NO

HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE?      YES     NO

BY WHOM?_______________________________  WHEN?____________________________________

HAVE YOU EVER HAD X-RAYS TAKEN OF YOUR  SPINE? 

                             YES         NO                 WHEN? ____________________________________________

 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? ____________________________________________________

______________________________________________________________________________________  

ARE YOU CURRENTLY TAKING ANY VITAMIN SUPPLEMENTS?   YES     NO

IF YES, WHICH ONES? ______________________________________________________________

 --------------------------------------------------------------------------------------------------------------------------------                                                  [image: image1.emf]             

	CHECK IF YOU HAVE (OR HAVE EVER HAD) ANY OF THE FOLLOWING:

□ HEADACHES
	□ STROKE
	□ ASTHMA

	□ DIZZINESS
	□ HIGH CHOLESTEROL          
	□ CANCER

	□ VISUAL DISTURBANCE            
	□ HIGH BLOOD PRESSURE    
	□ HERNIA

	□ RHEUMATIOD ARTHRITIS     
	□ LOW BLOOD PRESSURE     
	□ PMS/CRAMPS                                      


	□ FIBROMYALGIA
	□ HEART DISEASE                    
	□ HERPES

	□ OSTEOARTHRITIS
	□ DIABETES I/II                         
	□ ALLERGIES

	□ SWOLLEN JOINTS                      
	□ ANEMIA
	□ CONSTIPATION

	□ NECK PAIN                                   
	□ VARICOSE VEINS                 
	□ SENSITIVE SKIN                                                           

	□ MID BACK PAIN                          
	□ PHLEBITIS
	□ NUMBNESS/TINGLING

	□ LOW BACK PAIN                                                                                
	□ POOR CIRCULATION          
	□ HIV

	□ OSTEOPORSIS
	□ EASY BRUISING                                                      
	□ HEPATITIS

	□ SEIZURES
	□ DEPRESSION
	□ ANXIETY

	□ BAD TEMPER
	□ EASILY STRESSED
	□ INSOMNIA

	□ VERITGO
	□ SINUS PROBLEMS
	□ DIAHERRA


  LIST ANY OTHER MEDICAL CONDITIONS:_____________________________________________             

IF YOU HAVE NO SYMPTOMS OR COMPLAINTS, AND ARE HERE FOR WELLNESS CARE, PLEASE CHECK HERE □ OTHERS NEED TO COMPLETE THE FOLLOWING:
REASON FOR TODAY’S VISIT___________________________________________________

______________________________________________________________________________________

HOW LONG HAVE YOU HAD YOUR COMPLAINT? ________________________________________

______________________________________________________________________________________

HOW DID IT START? __________________________________________________________________

IS IT:  □IMPROVING       □STAYING THE SAME     □GETTING WORSE    □COMES & GOES

IS IT WORSE IN THE:  □MORNING  □AFTERNOON  □EVENING    □NIGHT

WHAT MAKES IT WORSE? (E.G. SITTING, STANDING, LIFTING) ___________________________

______________________________________________________________________________________

DO YOUR SYMPTOMS INTERFERE WITH:  □WORK  □SLEEP   □LEISURE ACTIVITIES      PLEASE DESCRIBE WHAT ACTIVITIES YOU DO ON A DAILY BASIS (FOR EXAMPLE:LIFTING, PROLONGED STANDING/SITTING) _____________________________________________
<  CIRCLE YOUR AREA(S)                                                                 OF DISCOMFORT





YOUR  APPROXIMATE:                                                                           HEIGHT_____________   WEIGHT _________                     









