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113A Platinum Rd, Whitehorse YT, Y1A 5M3

(867) 667-2272

chilkootchiro@gmail.com

Patient Intake Form

Contact Info

Name  _________________________________________________     DOB (dd/mm/yy)  _____________
Address  ____________________________________________________________________________




Street



City


Province

Postal Code
Telephone #:   Home  __________________
Cell  ___________________     Work  __________________

Email  _______________________________________________________________________________

Occupation  ___________________________________________________________________________

Physician’s Name  _________________________________________


For better care, I give permission to my chiropractor to contact my physician regarding my file?
     Yes          No
Referred by:  ______________________________________

Is this your first time to a chiropractor?
Yes
No
       If not, when was your last visit:  ___________
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Main Complaint

Locate the area of pain using the following 
Symbols to describe your pain:
Legend:


++
Achy


**
Numbness


oo
Pins & Needles


xx
Stabbing/Sharp


//
Burning


Type of Injury

When did this start?
_________________________________________________________________________

What makes it worse? 
_________________________________________________________________________

What makes it better?
_________________________________________________________________________

Is this is workplace injury (WSIB)?


Yes
No

Is this is motor vehicle accident (MVA) injury?
Yes
No

If you answered yes to one of these questions, give a ‘brief’ description of what happened and the injury you sustained.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals?
________________________________________________________________________

Personal Info

Past History

ie: previous injuries, surgeries, or diagnosed health conditions
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________

Family History 

ie:  heart attack, diabetes, stroke, psychological disorder, other hereditary condition
__________________________________________________________________________________________________________________________________________________________________________________________
Do you smoke?
Yes
No

If yes, how many per day and for how long?






_____________________________________________________
Do you exercise?
Yes
No

If yes, what do you do, how often, and how long?







_____________________________________________________






_____________________________________________________






_____________________________________________________

List any medications and/or supplements you are taking

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you experienced any of the following symptoms in the past 3 months (circle all that applies):

Dizziness / Vertigo

Palpitations

Chest pain


Weight Gain / Loss

Nausea / Vomiting

Indigestion

Ringing in the ears                        Depression


Loss of appetite


Insomnia

Itching



Anxiety / Nervousness

Shortness of breath

Fatigue


Diarrhea / Constipation

Double / Blurred vision

Loss of balance




Patient Signature  ___________________________________
File #  ____________
Date  ________________
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	All Information shared with the chiropractor will be kept confidential and used for the purpose of improving your health



