
Forsythe Family Chiropractic       ____ 
CONFIDENTIAL PATIENT INFORMATION    Date ________________________ 

Name       SIN#     Home Phone ________________________ 

Cell Phone       Pager/Fax Number       

Email Address _________________________________________________________________________________ 

Address        City _______________________Postal Code    

Age    Birth Date (m/d/yr)     Marital:  M  S  W  D    Number of Children ______________ 

Occupation       Employer  _________________________________________ 

Address           Office Phone  ______________________________ 

Referred by__________________________________ Care Card # ______________________________________   

Is this condition due to injury or sickness arising out of patient’s employment?               __________ Yes _______No 

Date symptoms appeared or accident happened _______________________________________________________ 

Patient ever had same or similar condition? _______ Yes _______ No    If yes, when and describe     

_____________________________________________________________________________________________ 

Have you lost any days from work?            What operations have you had? _________________________________   

_______________________________________________________________Female:  Are you pregnant?    

Serious illnesses _______________________________________________________________________________ 

Have you ever been under Chiropractic Care? ___Yes ____No   Chiropractor’s Name ________________________ 

X-rays in the last two years:  Y  N  Area x-rayed: _____________________________Location of x-rays_________ 

Current Medical Doctor       Date of last physical examination _______________ 

Purpose of this appointment (Major Complaint) ______________________________________________________ 

_____________________________________________________________________________________________ 

What activities aggravate your condition? ___________________________________________________________ 

_____________________________________________________________________________________________ 

Is this condition getting progressively worse?  _____ Yes _____ No _____Constant _____Comes and goes _______ 

Is this condition interfering with your _____ Work _____ Sleep _____ Daily Routine _____ Other    

How long has it been since you felt good? ___________________________________________________________ 

What do you believe is wrong with you? ____________________________________________________________ 

Other doctors seen for this condition? _______________________________________________________________ 

Has a physician treated you for any health conditions in the last year? _______ Yes _______ No   

Describe  _____________________________________________________________________________________ 

What medications or drugs are you taking? __________________________________________________________ 

Indicate history of any bad falls or accidents since birth ________________________________________________ 

Did your mother have any difficulty with her pregnancy or delivery of you? ________________________________ 

On a scale of 1-10, where 1 is the WORST you have ever felt and 10 is the absolute BEST you have ever felt; where are 
you with this problem? 
1 2 3 4 5 6 7 8 9 10
Worst Health    Mild Pain Pain Free   Best Health 

QUALITY OF LIFE ISSUE 

How are your health problems affecting the areas of your life listed below? 

WORK:  (focus, production, time loss)  _____________________________________________________________ 

RELATIONSHIPS:  ( spouse, kids, fellow workers)  __________________________________________________ 

PLAY:  (what you love to do) _____________________________________________________________________   

EVERYDAY:  (shopping, watching TV, sleeping) ____________________________________________________ 



 

HEALTH QUESTIONNAIRE 

Please indicate for each of the questions below your experience by use of one of the following codes 

1 – NEVER had  2 – PREVIOUSLY had  3 – PRESENTLY have 
MUSCULO-SKELETAL 

SYSTEM 
GENITO-URINARY 

SYSTEM 
GASTRO-INTESTINAL 

SYSTEM 
CARDIO-VASCULAR-

RESPIRATORY SYSTEM 
____ Low back problems ____ Bladder trouble ____ Poor appetite ____ Chest pain 
____ Pain between shoulders ____ Excessive urine ____ Excessive hunger ____ Pain over heart 
____ Neck problems ____ Scanty urination ____ Difficult chewing ____ Difficult breathing 
____ Arm problems ____ Painful urination ____ Difficult swallowing ____ Persistent cough 
____ Leg problems ____ Discoloured urine ____ Excessive thirst ____ Coughing phlegm 
____ Swollen joints  ____ Nausea ____ Coughing blood 
____ Painful joints FEMALE SYSTEM ____ Vomiting food ____ Rapid heartbeat 
____ Stiff joints ____ Vaginal discharge ____ Vomiting blood ____ Blood pressure problems 
____ Sore muscles ____ Vaginal bleeding  ____ Abdominal pain ____ Heart problems 
____ Weak muscles ____ Vaginal pain ____ Diarrhea ____ Lung problems 
____ Walking problems ____ Breast pain ____ Constipation ____ Varicose veins 
____ Ruptures ____ Lumps on breast ____ Black stool  
____ Broken bones  ____ Bloody stool EYE, EAR, NOSE & THROAT 

  ____ Hemorrhoids ____ Eye strain 
  ____ Liver trouble ____ Eye inflammation 
  ____ Gall bladder problems ____ Vision problems 
  ____ Weight trouble ____ Ear pain 
    ____ Ear noises 
  NERVOUS SYSTEM ____ Hearing loss 
  ____ Numbness ____ Ear discharge 
  ____ Loss of feeling ____ Nose pain 
  ____ Paralysis  ____ Nose bleeding 
  ____ Dizziness ____ Nose discharge  
  ____ Fainting ____ Difficult breathing thru nose 
  ____ Headaches ____ Sore gums 
  ____ Muscle jerking ____ Dental problems 
  ____ Convulsions ____ Sore mouth 
  ____ Forgetfulness ____ Hoarseness 
  ____ Confusion ____ Difficult speech 
  ____ Depression  
    

 
 
 
 
 
 
 
 
 

Please mark your areas of pain on the figures shown below 
   - GENERAL PAIN AREA  

      X       - SITE OF PAIN 

                - IF PAIN RADIATES 

 

HABITS HEAVY MODERATE LIGHT NONE 
Alcohol ______ ______ ______ ______ 
Coffee ______ ______ ______ ______ 
Tobacco ______ ______ ______ ______ 
Medication ______ ______ ______ ______ 
Sleep  ______ ______ ______ ______ 
Appetite ______ ______ ______ ______ 

 
Are you taking Vitamins or Minerals? _____ Yes _____ No   Which ones? _________________________________ 

Indicate the type and frequency of exercise you do    FREQUENCY 

_____ STRETCH            

_____ STRENGTH       

_____ CARDIO        

Are you wearing _______ Heel lifts  _______ Arch supports 
 
Dated this __________ day of ______________, 200__ 
 
                     
Patient Signature       Verification of Signature 


	CONFIDENTIAL PATIENT INFORMATION    Date ________________________
	Please indicate for each of the questions below your experience by use of one of the following codes


