/f HANDLEY CHIROPRACTIC CLINIC
Dr. Leonard Handley, D.C.
i 484 Days Road | Kingston, ON K7M 5R4 PATIENT ENTRANCE FORM

\ (613) 384-1008 @ www.handleychiropractic.com

PATIENT INFORMATION:
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AUTI@SS: ettt ettt ettt ettt e e e ettt et eeea et ete e s eeanetenteeaseeaneeeneeeaseeaseeenseeaseesnseenstensteesteesstestessteenstesstessseesssesstesstessssesstesseessseenseesseesnsseseeastesneeeeeeaseeneeaneeensen
Y PIOVINCE! ...ttt ettt ettt et e et e e e o4t e h e e b £ e b e e st et e e b £ ea s et e oo £ e st et e ee e e et e e e eb e e et e e e eb e e et e e e e b e bt et e teein e e Postal Code:....oooooviiiiiiii
Tel# (home): ) TN Tel# (work): ( ) e a s Emails oL
Date of Birth (dd/MMM/yy): .....cccveeiirieeiiiieiciie e Age: i Marital Status (please check): a Single O Married O Divorced 1 Widowed
SPOUSE'S NAME: ...t No. of children:................ NBIMIES: .ttt e
Closest Relative:...........cooeecuveeeee e, [ Y=Y o) o FAO RN Tel#: ( ) FE
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INSUFANECE CreAit CANG Nt ..ttt ettt h et a e b e e st eee e e h e e bt et e eh e e et et e e bt e ae e e e e bt e et et e e bt ee e e e e eb e e e e e e saeeaeenees EXP: vt
How did you hear about our clinic? (please check): [ website [ phonebook U friend W sign W other.....cccccovovviviiciiinan.

CLAIM WILL BE MADE AGAINST:
1) Recent motor vehicle accident Qdvyes ANo (If YES, see attached)

2) Work related injury/accident Qvyes ANo (If YES, see attached)

PRIOR CHIROPRACTIC CARE:

[N EE T g =TSRRI Tel#: ( ) I
Were X-Rays taken? [ YES [ NO  Jfves, date taken: .....cooveveererrerrrereeeeeeeenn, Results (pis check: [ excellent O good O fair U poor

MEDICAL DOCTOR:
[DYeYat to) o3 N\ F=T o o V=SSR Tel#: ( ) P
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Date Of Last APPOINTMENT: ....c.eiiiiiiieieieiee et Date of Last PhySical .......ooiiiiiiiiiieie e
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/{ HANDLEY CHIROPRACTIC CLINIC
Dr. Leonard Handley, D.C.
484 Days Road | Kingston, ON K7M 5R4 PATIENT ENTRANCE FORM

\ (613) 384-1008 @ www.handleychiropractic.com

Please mark the areas on the appropriate diagram(s) below where you feel the described sensations, using the appropriate symbols.

Be sure to include ALL of your affected areas (even if they’re not why you've come today!):

Numbness: ®© ® ® © Pins & Needles: 0 0 0 0 O Burning: x X X X X Aching: * * * % »* Stabbing: / / [/ | /
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Have you ever had any of the following? (please check):
U aneurysm O stroke(s) Wepilepsy Wdiabetes Warthritis osteoporosis Wcancer Wpolio Wpleurisy
Uhepatitis ( “nerves” Wfatigue Wallergies Wasthma Wpneumonia Wpsoriasis HIV Wvenereal disease
LdSIEEPING QIfFICUILY .v.vvo oottt s s
LN CONAILIONS ......eoeee ettt e e e s s e e e e e e s e s s s et s s s s ee s e s s s e s ae e s s e s s es s s s s e e e s e s s s s s eesee s e e es s s e s s en s e e eeaneses s ensenses e senennaneas

S iNUS CONAITIONS. ...ttt ee et e e eeee e e e e e e e ee e e e e e ee e e e e ee s st e e e e es s s e et eeee s e e ee e e e e e e e s ee e
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Childhood conditions experienced (please check):
Umeasles Wstroke(s) Wchicken pox Wwhooping cough Wscarlet fever Wdiphtheria Wrheumatic fever

Utyphoid fever Qear infections tubesinears Wchronicillness.................
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Dr. Leonard Handley, D.C.
484 Days Road | Kingston, ON K7M 5R4
\ (613) 384-1008 @ www.handleychiropractic.com

/f HANDLEY CHIROPRACTIC CLINIC

PAST MEDICAL HISTORY:

Please check the appropriate box for any of the following symptoms that you currently have or have previously had.

O = Occasional F =Frequent € =Constant
O F C
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Uallergy
Uchills
Uconvulsions
Udizziness
Ufainting
Ufevers
Uheadaches
Wloss of sleep
Unervousness
Udepression
Uneuralgia
Unumbness
Usweats
Uloss of weight

Dtremors

MUSCLE & JOINT

0000000
0000000

U arthritis

O bursitis
Ufoot trouble
Uhernia

Ulow back pain
Uneck pain
Uneck stiffness

Upain between shoulders

RESPIRATORY

oo0oO00oo
oo0oO00oo

Uchest pain
Uchronic cough
Udifficulty breathing
Uispitting blood
Uthroat phlegm
Uwheezing

EYES/EARS/NOSE/THROAT

0000000
0000000

Ucolds
Ucrossed eyes
Udeafness
Udental decay
Uasthma
Uearaches
Uear discharges

ear noises

o

EYES/EARS/NOSE/THROAT, continued

[ Iy N Iy Iy Ay Iy Iy Iy WOy Oy

F

o000 000000000 D
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Usinus infections
Uenlarged glands
Uenlarged thyroid
Usore throats
Utonsillitis

Ueye pain
Ufailing vision
Ufar sighted
Ugum trouble
Uhay fever
Uhoarseness
Uhnasal obstruction
Unear sighted
Unosebleeds

CARDIOVASCULAR

I Iy Iy Iy Ny Ay Wy Wy

D000 0D0C0000O0

Uvomiting
Uvomiting blood
Urapid heart beat
Uslow heart beat
Uswelling of ankles
Uhardening of arteries
Uhigh blood pressure
Wlow blood pressure
Upain over heart
Upoor circulation

Upain over heart

GASTROINTENSTINAL

[ I Iy N Iy Iy Oy )y Ay Iy WOy Iy

o000 0000000D

Uexcess hunger
Uburping or gas
Uliver trouble
Ucolitis

Ucolon trouble
Uconstipation
Udiarrhea
Udistension of abdomen
Ustomach pain
Ugall bladder trouble
Uhemorrhoids
Uintestinal worms
Ujaundice

Dpoor appetite

m

PATIENT ENTRANCE FORM

(3]

Uboils

Ubruise easily
Dhives/allergies
itching

Uskin rash

Wvaricose veins

cooooogo
b4
cooood

GASTROINTENSTINAL

Ubed wetting
Ublood in urine
Ufrequent urination
Wloss of urine control
Ukidney infection
Wpainful urination

U prostate trouble

Dpus inurine

[y S Ay i Sy )y
[ I Iy N Wy Iy Ny W)y Iy

Wsmell of urine

PAIN/NUMBNESS IN

a a Ushoulders
a a Uarms

a a Uhands

a a Uhips

O O  Ulegs

a a Uknees

a a Uankles
a a Ufeet

a a Utail bone
a a Usciatica
O O Oswollenjoints

FOR WOMEN ONLY

Ucramps

Uheavy flow

Wlight flow

Uirregular cycle

Upainful cycle

Udischarge

Usore breasts
Menopausal: U YES LANO

Last menstruation: ........c.ccccooviiiiiinnnn.
Pregnant: Ovyes A No

Date Due: ......ccccoiiiiiiiiiiiiiec e

(I i Oy iy Wy iy
coooooo
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/f HANDLEY CHIROPRACTIC CLINIC
Dr. Leonard Handley, D.C.
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PAST MEDICAL HISTORY, continved

*1unit = 1glass of wine
1 bottle of beer
1 shot of liquor

HABITS OF LIFESTYLE:

Doyousmoke?  YES UNO ..coocoovviveviicne packs/week Do you consume alcohol? LAYES LANO ....oooovivevcece units*/week

Do you exercise? QVYES ONO oo times/week F 2 o AV =T3S
Rate your sleep in hours per night: < U 4-6 6-8 18-10 10-12 U >12 Do you wake rested?: U YES [ NO

Rate your appetite: U Poor UFair UMedium UGood UExcellent

Rate your diet: UPoor UFair UMedium UGood UExcellent

Meals you eat regularly: UBreakfast Lunch Dinner

Meals you eat per day: Unone U1 meal U2 meals U3 meals U4 meals  Wmore than 4 meals

Date of last dental examination: ...........ccceriiiiiiiiiinee e

LISt @l Falls @NA/Or @CCIARNTS: ... ..ot nnnnnnnnnnnnen
List @l SUNGEIIES ANA/Or OPEIATIONS:. ... .ttt b e h e h et e h e b e e e b e b oo b e e b e e b e e ae e b e e e e h e eh e e b e e e e b e e R et h e e Rt h e h e e h e e r s
List surgeries that have been recommended, BUt NOT Yet PEIFOIMEM: ........ouiiiiiiiii et ettt sttt ettt
Have you ever been knocked unconscious? LAYES LINO LAUNSURE I YES, f0r BOW I0NG2: ... een et
Have you previously been hospitalized? LIYES LINO FOIrWREE?: oot asnenanas
List any medications and/or drugs you are CUrTently taKiNg: .........c.oiiiiiiiiiiiii e e
Do you take vitamins and/or minerals?: LIYES LINO LISt EYPES: w.vuevieeeeeeeeeeeeeeee et s s e nenennenaanans
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/f HANDLEY CHIROPRACTIC CLINIC
Dr. Leonard Handley, D.C.
i 484 Days Road | Kingston, ON K7M 5R4 PATIENT ENTRANCE FORM
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT

Please read the following carefully and be sure to sign this document.

Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy techniques such as spinal adjustments are required to advise patients that

there are or may be some risks associated with such treatment. In particular you should note:
a)  While rare, some patients may experience rib fractures or muscle and ligament strains or sprains following spinal adjustments.

b)  There are reported cases of injury to a vertebral artery following cervical spinal adjustments. Vertebral artery injuries have been known to cause stroke,
sometimes with serious neurological impairment and may, on rare occasion, result in serious injury. The possibility of such injuries resulting from cervical

spinal adjustment is extremely remote.

c)  There have been rare reported cases of disc injuries following cervical and lumbar spinal adjustment, although no scientific study has ever demonstrated

such injuries are caused, or may be caused by spinal adjustments or chiropractic treatment.

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-disciplinary studies that have been conducted over many
years, and has been demonstrated to be effective treatment for spinal pain headaches and other similar symptoms. Chiropractic care contributes to your overall
well-being. The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with many medical or other treatments,

medications and procedures given for the same symptoms.

I acknowledge that | have discussed, or have had the opportunity to discuss with my chiropractor the nature and purpose of chiropractic treatment in general and

my treatment in particular (including spinal adjustment) as well as the contents of this Consent.

| consent to the chiropractic treatments offered or recommended to me by my chiropractor, including spinal adjustment. | intend this consent to apply to all my

present and future chiropractic care.

Dated this.................... AAY Of e ,20......... .

Name of Patient (or Parent/Guardian) PLEASE PRINT CLEARLY Signature of Patient (or Parent/Guardian)

Dr.Leonard.Handley, R.C
Name Of Witness Signature of Witness
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