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	Last Name

	☐Mr          ☐Mrs
☐Ms          ☐Miss
	Given Name
	Date

	Address

	City
	Postal Code
	

	Home Phone:

	Cell Phone
	Work Phone
	Email

	Date of Birth

	Age
	Place of Birth
	Height / Weight

	Occupation

	Employer Name
	Employer Address
	

	OHIP No. 

	Version Code
	Expiry Date
	Additional Insurance Coverage (work ins)

	Family Doctor

	Referred By
	WSIB
             ☐ NO   ☐ YES   Claim No: 
	

	Previous Chiropractor (if any)

	When
	
	



Please tick those conditions which are presently causing you a problem and underline those condition which have given you a problem in the past. 
	GENERAL SYMPTOMS:
Headaches
Fever
Chills
Sweats
Fainting
Dizziness
Imbalance
Convulsion
Loss of Sleep
Fatigue
Nervousness
Loss of Weight
Numbness in arms, hands, legs
Pain in arms, hands, legs
Allergy
Wheezing / Asthma
Memory Loss
Depression

E.E.N.T 
Failing Vision 
Near Sightedness



	E.E.N.T (Cont’d)
Blurred Vision 
Earache
Ear Discharge
Nose Bleed
Nasal Obstruction
Sore Throat
Hoarseness
Ringing in Ears
Hay Fever
Asthma
Frequent colds
Enlarged thyroid 
Tonsillitis
Sinus infection
Nasal drainage
Enlarged glands

SKIN
Skin eruption
Itching
Bruises easily
Dryness

	SKIN (Cont’d)
Boils
Varicose veins
Sensitive skin
Hives

REPIRATORY:
Chronic cough
Spitting up phlegm
Spitting up blood
Chest pain
Difficulty breathing 

CARDIO VASCULAR
Rapid beating heart
Slow beating heart
High blood pressure
Low blood pressure
Pain over heart
Previous heart attack
Swelling of ankles
Poor circulation 
Stroke

	MUSCLE & JOINT
Stiff neck
Back ache
Neck pain
Swollen Joints 
Painful Tailbone
Foot Trouble
Hernia 
Spinal Curvature
Faulty Posture
Arthritis
Night Pain

GASTROINTESTINAL 
Poor appetite
Difficult digestion
Excessive hunger
Belching / Gas 
Nausea
Vomiting
Vomiting blood
Constipation 

	GASTROINTESTINAL
Colon trouble 
Hemorrhoid (piles)
Liver trouble Gall bladder trouble
Jaundice
Colitis

WOMEN ONLY
Pain menstruation
Excessive flow
Hot flashes
Irregular cycle
Cramps / backaches
Previous miscarriage
Vaginal discharge
Congested breast
Lumps in breast
Menopausal symptoms
Last menstrual cycle

________________________






Are there any other conditions / diseases you have had in the past?___________________________________________________________________
[bookmark: _Hlk21592105]Do you drink alcohol? ☐ No  ☐ Yes – How much? __________     Do you smoke?  ☐ No  ☐ Yes  - How much? ____________
Are you on blood thinners?........................................................ ☐ No  ☐ Yes    Have you ever been unconscious?........................................ ☐ No  ☐ Yes
Is this a Compensation case?...................................................... ☐ No  ☐ Yes   Are you presently under treatment for this problem?.......... ☐ No  ☐ Yes
Are you presently taking any medication?.................................. ☐ No  ☐ Yes  - Describe: __________________________________________________
Has anyone in your family had spinal symptoms or arthritis?.... ☐ No  ☐ Yes   - Describe: __________________________________________________
Accidents or Falls? Fractures or Dislocations?  ☐ No   ☐ Yes  - Describe: ________________________________________________________________ 
___________________________________________________________________________________________________________________________ 
Prior Surgery?  ☐ No  ☐ Yes  - Describe: _________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________  
Previous X-Rays?  ☐ No  ☐ Yes  - Describe: _______________________________________________________________________________________ 

Consent to Chiropractic Assessment & Evaluation, SIGNATURE:_________________________________________________________
Consent to Koch & Associates Spine Centre Emailing, SIGNATURE: _______________________________________________________
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