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RESTORE | EMPOWER | THRIVE

New Patient Admittance Form
/

Date:

Name: Home phone:
Address: Cell phone:
City: Prov.:

Postal code:

Date of birth: (D/M/Y)

BC MSP Healthcare #:

Occupation:

Employer:

Referred by:

Electronic Communication Authorization

We would like to offer you access to our newsletter which will feature nutrition, exercise and
wellness tips in addition to special event notifications.

The information contained in our monthly newsletter is not medical advice specific to you and does
not replace information you receive from your health care provider.

[ Yes, | would like to receive information from Cloverdale Chiropractic via e-mail
| No, | do not want to receive health-related information from Cloverdale Chiropractic via e-mail.

Name:

E-mail:

Signature:

X You may unsubscribe at any time by e-mailing
"Stop" to CloverdaleChiro@gmail.com
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HEALTH HISTORY

CARDIOVASCULAR

O Angina

O Ankle Swelling

O Arrhythmias

O Arteriosclerosis

O Blood Clots

O Chest Pain

[ Cold/Blue Hands, Feet
O Heart Attack

O High Blood Pressure
O Shortness of Breath

O stroke

ENDOCRINE

O Diabetes
O Hyperthyroid

O Hypothyroid

GASTRO-INTESTINAL

O Bloody/Black Stool

O Crohnis Disease

O Irritable Bowel Syndrome
O Ulcers

O vomiting

MUSCULO-SKELETAL

O Arthritis

O Back Pain

O Disc Problems
O Fractures

O Gout

[0 Muscle Cramps
O Muscle Injury

O Neck Pain

O oOsteoporosis

[ Scoliosis

NEUROLOGICAL

O Alzheimers Disease
O Epilepsy

O Fainting

O Memory Problems
O Numbness

O Sciatica

O Seizures

O Tingling

O Tremors
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VISION

O Blindness
O Blurred Vision

0 Double Vision

OTHER CONDITIONS

O cancer

O Depression

O Hepatitis

O Hiv

O Multiple Sclerosis

O Night Sweats

FAMILY HISTORY

O Arthritis

O Autoimmune Disorders
O cancer

O Heart Disease

O stroke




PRESENT CONDITION

Chief Complaint:

When did this condition begin:

How did this condition begin: (Please inform the receptionist if this complaint is an ICBC or WorkSafe BC claim)

What makes this condition feel worse:

What makes this condition feel better:

How has this condition changed: |:| Getting better |:| Staying the same
|:| Getting worse

Have had previous treatment for this condition: [] Yes [] No

What was the result of treatment: |:| Excellent |:| Good |:| Fair |:| Poor

Please explain:

Is there a particular time of day when this condition is worse:

|:| Morning |:| Afternoon |:| Evening D Night
|:| After long periods of activity |:| After long periods of rest
Have you had this condition before: |:| Yes |:| No

Please explain:

Before we begin treatment, do you have any questions or concerns that you wish to discuss:
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PRESENT CONDITION

Place An (X) To Indicate Your Present Level Of Discomfort:

| ] Most Severe
No Pain | | Pain Ever

In the diagrams below, please use the symbols provided to mark the areas on your body that best represent
the symptoms that you are feeling and their locations.

Symbols: Burning XXXXX Pins and Needles  ///// Numbness wwww
Dull and Aching +++++ Stabbing and Sharp ## # # Stiff and Tight = ::::

Back Right Left Front

Cancellation and "No Show" Policy

Your appointment time has been reserved for you. Missed appointments and short-notice cancellations take
valuable time away from patients who are in need of care.

Cloverdale Chiropractic requires a minimum 24 hours notice so your appointment time may be reallocated to
someone else.

Late cancellations and "No Shows" will be billed a $20.00 fee.

Signature Date
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INFORMED CONSENT

CANADIAN CHIROPRACTIC PROTECTIVE ASSOCIATION
Informed Consent to Chiropractic Treatment FORM L

There are risks and possible risks associated with manual therapy techniques used by doctors of chiropractic. 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 procedures;

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;

¢) There are rare reported cases of disc injuries identified following cervical and lumbar spinal adjustment,
although no scientific evidence has demonstrated such injuries are caused, or may be caused, by spinal
adjustments or other chiropractic treatment;

d) There are infrequent reported cases of burns or skin irritation in association with the use of some types of
electrical therapy offered by some doctors of chiropractic.

| acknowledge | have read this consent and | have discussed, or have been offered the opportunity to discuss,
with my chiropractor the nature and purpose of chiropractic treatment in general, (including spinal adjustment),
the treatment options and recommendations for my condition, and the contents of this Consent.

| consent to the chiropractic treatment recommended to me by my chiropractor including any recommended
spinal adjustments.

| intend this consent to apply to all my present and future chiropractic care.

AUTHORIZATION FOR TREATMENT

Patient's Name Witness Name

Patient’s Signature Witness Signature

Patient must be of legal age (18 years) to sign the consent

Date Date
PARENT OR LEGAL GUARDIAN

Name of parent or legal guardian Signature of parent or legal guardian
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