
First Name: Last Name: Date:

DOB: Sex:

Occupation: # of Children: N,4ar ta Status:

Street Address; Heighii

C ty, State, Postal Code: Weight:

Ema l: Cell Phone: Other Phone:

Emergency Contact: Emergency Relation: Erfergency Phone:

How d d you hear about us?

Who is your pr mary care physiclan?

Date and reason for your ast doctor v sit?

Are you receiving care from any other heath professionals? O Yes .j No

lf yes. please na[.]e them and their speciaty:

P ease note any s gn f cant fami y rnedica h story:

What are your top three health goa s?

1.

2.

3.

What heath condltion(s) brng you into our offce? Please indicate where you are
experiencing pain or discomfort.

X= Current condlt:on; O=Pest condition

!,

JL,,,M
\'fl,t \lil#15 #1)

Have you rece ved care for this problem before? U Yes L) No

lf yes, please expla n:

When did the condition(s) f rsi beg n?

How d d the problem staar? ( ) Sudden y (i Gradual y (i Posi lnlury

ls th s condition: O Getting worse rJ mproving lJ lntermittent O Constant O Unsure

What makes the prob em better?

What makes the prob em worse?

I O Well Aligned I Repinl ot repoducuon prchbned.



Whatwoudyou iketo gain from ch ropraci c care? C Resoveexstng condition(s) Cl Overa welness OBoth

Have you ever vls ted a ch ropractor? L) Yes ONo li yes, what is the r name?

- What is the r specia ty? aPain Beief ,-, Physcal Therapy& Rehab Ll Nutriton a) Subluxation-based OOiher:

Do you have any heath concerns lor other farn ly memllers today?

Have you ever had any sign ficant falls, surgeries or other injuries as an adu t? ,-, Yes i-r No

- lf yes, please expLa n:

ll Yes Q No - lf yes, please expla n:

O Yes L) No lf yes, st major nluries:

O Yes O No - lf yes, please expla n:Any pasl auio accidents?

How often do you exerc se? O None (i 1-3x per week L, 4 6x per week a) Daily

- What types of exercise?

How do you normaly sleep? C Back O Side O Stomach Do you wake up: (l Refreshed and ready (i Stff and tired

Do you commute to work? r.--l Yes ,3 No - lf yes, how many minutes per day?

List any problems wlth f exibi lty (ex. putting an shaes / sacks, etc):

How many hours per day do you typ cally spend sittlng at a desk? On a computer, tab et or phone?
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Processed Foods

Ad f cial Sweeteners

Sugary Drnks

Cigarettes

Recreationa Drugs
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P ease ist any drugs / medications,/vitam ns/herlls or other that you are taking and why:

Home
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Pai enl S gnature: Date:

TRAUMP

Notable childhood injuries?

Youth or col ege spoars?

TOXINS: Chemical & Environmental Exposure

PIease rate your CONSUMPTION for each:

o
o
o
o
o



Please check the corresponding boxes for each symptom or condition you have experienced - including both past and present.

Cervical

Autonom c Nervous
System

ENT System

Vlsion Balance &
Coord nat on

Speech

mrnune systern

Digest ve Syslem

Nerye S!pply to
Shoulders. Arms
& Hands

Sympalhetc Nuc eus

l,/etabo ism

-- 
"1"tt-

fll co c & r,cess ue crytng

l-Tl Ear & S nus ln{ectons

fTl Ale,gtes & Congestion

fI lm.rne Deficien"y

l-Tl Headaches & N.4isra nes

f fl Ve,ttgo & oi.,iness

l-Tl Sore Throat & St,ep

l-T l Swo en Tonslts & Aclenods

l- -l vi"ion & H"n, ng 1".u""

l-T l Low Energy & Fatigue

l=T l oim",ty st""p ng

l-Tl Pan, Numbness & tnglng
n Arms to Hands

"'"c
fTl Ept 

"p"y 
& s".r,""

fTl s"n"ory & sp*t,r.
ffi eoo r,rnHo

[Tl Focus & Memory tssues

f-f l enx ety a Stress

f_1=] Bnhn"" & coord n"r on

fI sp"""h ."r""

l-Tl tv; r lu, pnin

f fl stitf Ne* a snorta","

fTl nep,ession

fTl H gr, B oocr p,"ssu,"

fTl Poor Metabo sm &
Welght Control

Upper
Thoracic

l-lpper G.l

Resp ratory Systern

Cardiac Function

f]] Rerux / GERD

fl chronic Colds & cough

[[ e"tn.u

l-T l Bronchts & Pneumonia

l-Tl Fun"uon. Head Conclitions

lvlalor D gestlve Center

Detox & anmun ty
I ca]rbtadde. Pan / ssres

I lurno""

I r"uu'

ff l indgeston & Heartbl,n

fT l Stomach Pains & Uce,s

fT l Bood Sugar Probiems

Lower
Thoracic

. Stress Besponse

. Fltration&E mlnaton

. Gut & D gest on

. Hormona Control

ffi Behauior lssues

fTl Hlperactivity

ffl cnronic Fatisue

fTl ch,onic stress

fT l A 
"rst"" 

& E"r"."
fT l Skin Conditions / Rash

fT l Kidn"y Prob"*.

fT l Gas Paln & Boating

Lumbar,
Sacrum
& Pelvis

Lower G. .

(Absorpt on & I/otiiity)

Gut anrnune Systern

Major Hormonal
Contro

Constpatlon

Chrohn's, Coiitis & IBS

Drarrhea

Bed weti ng

Bladder & Unnation lssLres

Cramps & LlenstrLral lssLres

Cysts & Endornetr os s

nlert lt)

mpot-oncy

Hemorrhoids

Sc atica & Rad ating Pan

Lumbopelvc / Sl Jolni Paln

Harnstr ng Tightness

Dsc Degeneration

Leg Weakness & Cramps

Poor C rcu aton & Cod Feet

Knee Anke & Foct Pan

Weak Ankles & Arches

Lcwer Back Pa n

G uten & Casen ntoerance
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Patlent Nane:

Mid
Thoracic



Your Chiropractic Care Goals

How is your condition int€rfering with YOUR LIFE?( Examplest Can't Sit 3() min +, Can't lift
Grandchild)

Presse check the option thdt best descibes whdt you ore looking for so we con credte d core pldn
thot honours lout choices dnd supports the ,eye, ofcore you feel is right for you:

ilI. Band-Aid / Symptom Relief Care

I am mainly looking for relief from my current symptoms- My goal is to feel better and get back to my
normal activities as quickly as possible.

The focus is on reducing pain and discomfort so you can return to normal activities as quickly as
possible.

Typical timeframe: Approximately 6-8 weeks of care focused on symptom relief.

This option focuses on short-term relief rother thon corrccling the underlying couse,

[]2. Corrective Care

I understand that symptoms are often warning signs of a deeper issue. I would like to correct the
underlying problem as thoroughly and professionally as possible, not just relieve symptoms.

The Focus is fixing the cause. You want lasting change and peace of mind knowing their spine and
nervous system are functioning properly.

Typical tlmeframe: Approximately 9-18 months, depending on individual findings and history.

This option focuses on structurol corrcction dnd long-term improvement

E3. Wellness Care

I value a properly functioning nervous system and want to maintain my health long-term. I am
interested in ongoing chiropractic care to support optimal function and prevention for myself and/or
my family.

The focus is regular chiropractic care as part ofyour long-term health and prevention strategy.

Typical timeframe: Ongoing Lifetime care based on individual goals and lifestyle.

This option focuses on mointoining optimal functlon ond prcdctlve heokh.



INFORMED CONSENT TO EXAMINAT]ON & X-RAY

I hereby request and consent lo the performance of a Chiropractic, Orthopaedic and Neurological examination and
diagnostic x-rays (if required) which will determine if Chiropractic can help me. I understand that in some cases, the
examination may aggravate my present condition.

Signature:

(please print)

Date:

Date of last period? Are you pregnant? YES NO

INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE:

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and, if necessary custom foot orthotics or
subsequent diagnostic x-rays, on me by the doctor of chiropractic and/or anyone working in this clinic
authorized by the doctor of chiropractic.

I have had an opportunity to discuss with the doctor of chiropractic and/or with other office or clinic personnel,
the nature and purpose of chiropractic adjustments and other procedures. I understand that results are noi
guaranteed.

I further understand and am informed that, as in all health care, in the practice of chiropractic there are some
very slight dsks to treatments, including, but not limited to, muscle strains and sprains, rib fractures, disc injuries
and strokes. I do not expect the doctor to be able to anticipate and explain all risks and complications. I wish to
rely on the doctor to exercise judgement during the course of the procedure, which to doctor feels at the time,
based upon the facts then known, is in my best interests.

I have read the above consent for chiropractic adjustments and care. I HAVE ALSO HAD AN
OPPORTUNITY TO ASK QUESTIONS ABOUT ITS CONTENI AND BY SIGNING BELOW

IAGREE TO THE ABOVE NAMED PROCEDURES.

I intend this consent form to cover the entire course of treatment for my
present condition and for

any future condition(s) for which I seek treatment,

PATIENT'S NAME (please print) SIGNATURE OF PATIENT (or parenUguardian)

WITNESS TO SIGNATURE ABOVEDATE

Dr. Ali Houde-Shulman
259 Queen Street, Kingston Ontario, K7K185

613-545-S553

FOR WOMEN ONLY:


