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Om.pation/Employen Yearsat,&:-
Yourwork/_Desfrpt'ro3:_E-Laborer BnepaidieDrties trFlEbry\,ffi trlDeskuffi Estandrg
El shiftWorf tr.Dtiuktg trl Eg$Fent @rabr tr tiery tjf&€ Etuoaene Unirg trtbht EnirE
Esupervisor ElManageriat tltlonrenralcer trTednricd tlsecr€tariat trA&ddstitieCinoasund
CI Student Othen 

-

This Poriion to be Completedbytle Pdiertor Pargd/Guardhr tlane{s}: _l
t am seeing the driroprxtortodaf fu the feaing
Other concems l w[*l to be addresd: 

-

Pf 
"rt" 

7 tft" approriate Res

. ElHarrehadrecentx.Rayof on(date)
OHavehadchiropncticerebefore(namd ***
Cunent Medication and Conditi,on being Treated: $eTye*olo for headadm etQ
1. 2. 3-

ENone
4.
8.J.

General Heahh:
I <onsider ight to_$ E Nonnat fl Betorn Arerage trlA6ore AverEge ElOrenr,nlghtI consicler my wegnt to oe LJ NorTrEI lJ ueErw Alrerage Ll
I exercise flneg,Iryly trltnfieqr-cntty tlRarely sports
Smoking: trltto [31'es Numberof GgarEtt€s/Otrerperday -Alcohol Use: fltto EYes Numberof Dfrnk perday: perweek
I have Broken the Folhraring Bores (Pkase List Hci, ard When lnjury ocorred):
I have had Sthdres (Pkase llst where ard when performed)E 

-

rn the pastyear I have had: ElBloodrests E'anammogram@
flBowelTesq pleae speci!: othe.rmedkattests

Surgical Histoqr: Please / Operationlfrom the Q{ ?f Surgery Performed: flWtsdtrn TeethDTonsils
Oedenoids trTbrro[d E3reast f]BreastB'ropsy trLymphNodeBiopsy, DC-ar6acsurgery
Eopen Heart Procedure E Pace Maker OAngbgram flsa[ Bhd+ hnooen* n ilowQopenHeartProredue EpaceNaaker EAngibgnm flaa[Blafis hApper"e Bil;=t trprostate
trTibal Lrbation' I Flptereaomy [Caesarean Birtfr trE fuOal Lrbation' E Flptereaomy -E Caesarean- Birt! tr Hip Rephement tr io.,ee Surgery
tr Knee Redacement If not ltsted wdte afty otter Sturgsy(s) in trls lpace: _
Please / & Date tf You Had tlrefollowthg Health ProblemsEanerxysnr _trstroke(s)Dheaadtis Danhnp Danan [lheartra.,.n+-rF l1,fr,iiDhepadds-Dasttama - trl3*ryq, 

-Otorrtcorrtntir,rtil._Oa"ti'res_Depitepsv-Elrqtaorv--traflh@-flfures*n " ---fuen dffider

PresentComplaintr:

niiur"rrvJtgi"- --D-dfri* - 
othe,:

Family History: Please /Ihefollowing $'oe"19s or illnesses infamily backgrour* ilAa*tes flstoke
flrancer Direartattact flanem[a trasttrna trtrstrcr tr*Ureinn* Dafuie Dmmom* EuunAm
Drnricose veins flhigh blood pressure D&ohnb trdyerliorEtb E lrs flfibmnrydg n'i8ergis
fIlactose intolerane tls@[t'is flulcers Odec
How Did Your Probtem or Condition begin? DLiiu'nq trs
ETrauma E sp a4or ran O umrv**te Asidgrt tretess

ports tl Sorain/Su-ain f! wtci@hce Assciated
fl Pregrrarty O Craar-et Ctset Il Org t.tsdcnon rrn

DessibeTrauma orAccident
Has itbeen graduallygetting warse? Dtto Eys. (descrfre)
Has itbeen occuring regularly? fltto Eyes, (d€ssibe)
Has it been a problem in the past?- tr No EYes, (descdbe)
CurrentPain Scale dr&helofluin (Noein) 0 1 2 ? 4 5 6 7 8 9 10 (serererain)
DescribePain(/ifappliobb) [stiarp [iabbirq Bspasms [Idutladre trburni{ tr*rclt;rE t]putli"s

,: Please makettre apptopiate marksonthe Side DiagramsWhere Pafoi is LoEated 
y'

i am Aning out this form on Uetrirtt of rrry, (pke circb) infant / ctrild / minor (Narre)-
Your child's cunenbcmBtaffis) ircludethe folb$rhg @lease ctrec$: trColic trGas trlnegular bowel
movemefits trApparent rxict disGomtort trApparstt ht;It-dffi trFever trCot4h trNffil
congestion trExcessive regurgitatiory'spittirg up trBack archirq trDisruptive sleep from apparent
discornfort trDifficulty or ddays in cravvllrg trDifftcultty in walkirg nProblerns wffr tfre feet or arch
trDiscornfort ra[]irq or usirE the arm or shoulder trWon't take a sootter trDiaper rastr DThrus*r
ElFoul or bad smelling gas or BMs
Regarding child oryoutt complain(s): trNeck pain flBack pain trLeg pain ElDifficutty walking / limp
trPaififtrl use of arm or shodfu IlHand or wrbt iniury tlHeadaches trJaw Fin ElConcr.-rssion
El,AMominal pain trRihcage or chest pain
Has there been any cunent medical o<aminations or consultations, testing procedrres performed?
Pleas list ard ffie:
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Any otherconcerns? Phase list:
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El ls your present cornplaan{s} rtialed b a motor vehide accitbnt? trl'lo EIYes Date that it
ocarned:_ Vehicle cdlired
Areyol planning to chkn foryar infurythrough 1rcr:r hstrance Compny? trl.Io trye
Do you have extended health benefit mrrerage? trNo trYes
MotorVehicleAccidentHistory(cieckif applicable): trDriver EPassenger EFrontseat
ERear seat wearing a seat belt? ElYm trNo Transported by ambulance? tryes [rNo
Did you have X+a1e or other tests perbnned at the tpspital? trYes trNo
Are you still receiving any ongoing care, phfrsiotherapy, massage because of lhe MVA? trl{o Eyes,
describe:
[I ls your present complaint{s} related to a workplace injury that you have reported to ${SIB?EINo tryes, Did it
occur more than 2 weeks ago? trNo f,lYes Date of accident:
numbel?-

Do you have an active WSIB claim

Did you lme time from worl€ ENo trYes, Dates of days missed ;
Have your occupational duties ctranged since the onset of the repsted incident and iniury?
EUsualwork trModified work trUnable to worklOff EEtranged |ob OPermanent Modified
Regarding yotr WSIB condition: Has it been getting worse? trYes ENo EKeeps reoccurring
Cl lsyour present complain(s) related to your pregnancy? Eyes BNo
lf Yes, when is yo.rr due date? Do you have a Midwffe Team or an MD?
Have you had an ultrasound or any other special tests?
Do you have a hbtory of being anemic? trNo trYes Have yo.r had iron treatments?ENo
trYes" When wereycu last beated?_
Regarding previous childbirth(s): ElDelivery difficulties ElProlonged labour #_hours
EEmergency caesarean flSchduled caesarean EForceps required trFurther hospitalization required (mother/
infant) Reason:_
Quality of Life Evduation:
Stress Scale: plece circle yo.rr current level of stre at this time
{}.lo stress} o 1 2 3 4 5 6 7 8 9 10 tEdrerne stress} \luhat is your usud stoess hvel?_
Have you had a history of panic attacks? trNo OYes When?
Have you ever been seen in the hospital ER for chest pain? trNo Byes When?
Do you know why you are stressed?
Generdized Pain Scale: some patients live with pain symptoms on a regular or daily basis, while sorne experience
severe headactres such as migraines that debilitate ihem fs a day or two a month- Pain may be experienced in a
problem region, suci as an arthritic loee or hip loint, but may also be generalized, such as in abdominal pain that
cones and goes.
Please circle your usual level of pain your generally live with
(No Pain) A 12345 6 7 89 1O (ffierne Pain) in general, and at its worst:_How long have ycnr been
experiencing this for?- weeks/months&ears. Wtrat diagnostic testing (MRl, X-rays, ultrreound testing,
orthopaedic soopes, GAT scans, etc ) have yor had done? (Pleae circte, and list year done
Fatigue Scalq b used to look at yotrr fatigue le\rel in general, but also wtren yo.rr fatigue is at its worst- For
example, a persn may awaken each day extremely fatigued i.e. 8/10 , but get better as the day goes on i.e. U1A,
where the 4/1 0 would be called their 'usual' fatigue that they essentially live with on a daily basis. lt is important to
note how long this pattern has been going on for as well. For example, a person may have experienced a 4/10 lor
fatigue fo years, but recentty noted that the moming fatigue hm gotten worse, nou/ at an 8/10 fior 2-3 months.
(t{o Fatigue} O 1 2 3 4 5 6 7 I I 10 (Exheme Fatigue) in general, and at its worst:
Sleep Problem Scale sleep quality influences orr general heatth and horr we recover filorn illness and injuries. lt b
influenced by our sleep environment, as well as underlying conditions.
(l.lo ProHem, rffike up refreshed) 0 1 2 3 4 5 6 7 8 9 10 (Exhausted, very poor sleep)
How long have yol been experiencing this? weeks months years Have you ever had a sleep study? trNo
OYes Do ycxJ use a GPAP unit? ENo EYes EHave one but don't use h
Chronic Gonditions: do yotr experience pain regularly (please circle appropriate areas/responses) in
your: Knees (such as stiffness in bendirg down and g€tttng up from a squa! lcredirg, had X-rays, had
MRl, had uttrasound) Head (such as migraine, concussion, sinus, dental, TMJ, tinnitus, had MRl, CT)

Hips (such as trying to lay on a particular side, or putting shoes on, or crossing your legs)
Feet or foot (painful heel, arch, or ankle joint, problems walking or standing or running)
Legs (swelling in legs is noted, colouring charges, pumneqs in a foot orfeet)
AMomen (sore or painful to press on, bloatirg and swelling, cramping, diarhea, constipation

problems, had uhrasound, had colonGscopb examination, had X-rays) When?
Have you had an endoscopic examination? trNo trYes\ilhen?


