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CHIROPRACTIC

New Practic’e Member Health Profile
Name: DOB (mm/dd/year): Age: Male / Female
Address: City: Province: _ Postal Code:
AB Health Care #: Extended Health Care: Yes/No Provider:
Phone: Home ( ) - Cell ( ) - - Cell Provider: Email:
Occupation: Employer: If provided, email will only be used for appointment

reminders, newsletters, event invites, and pertinent
office information, as per the requirements of

Status:  Single / Common Law / Married / Divorced / Widowed

Canada’s anti-spam legislation.

Spouse’s Name: Number of Children:
Names, Ages, Gender: Have they had a spine check-up? Yes / No
Emergency Contact: Relationship:

Who may we thank for referring you?

Are you seeking care for a workers’ compensation or motor vehicle accident claim? Yes / No

Health Concerns
I Pain Intensity How did this Have you had this Are symptoms Type |

Health Concerns: List When did

according to severit 0 = No Pain this begin? begin? problem before? constant (C), of
gd, v 10 = Worst Pain ~Lg ’ i ) If so, when? Intermittent (1),  Pain
Imaginable ¢ N2 or Other. ¢ *J
1.
2.
3.
4.

* For “type of pain”, refer to this legend and use the corresponding letter(s):
S = Sharp/Stabbing, T = Throbbing, Ti = Tingling, D = Dull, St = Stiffness, Sp = Spasm, B = Burning, A = Ache,
W = Weakness, N = Numbness, Sh = Shooting

Does the pain travel? (i.e. down leg(s) / into fingers)

What relieves your symptoms?

What makes your symptoms worse?

When are your symptoms the worst? (i.e. morning / night)

Have you seen other providers for these concerns? Yes / No If Yes : Who?
Chiropractor: Medical Doctor: Other:
Results:




How do your health concerns interfere with your daily living? (i.e. sleep, walking, hobbies, chores, work,
exercise, sitting, standing, self-care, sports, leisure, etc)

Date:
Were x-rays taken? Yes/No

When was your last complete chiropractic evaluation?

Previous Chiropractor: Date:

Please Mark “P” For In The Past OR Mark “C” For Currently Have:

___ADHD __ Difficulty Breathing ___High/Low Blood __ Migraines ___Sexual Dysfunction
____Allergies ____ Digestive Issues Pressure ____Nausea ____Shoulder Pain
____Anxiety ____ Disc Problems ___Hip/Leg Pain ____Neck Pain ___Sinus Issues
___Arm Pain ____Dizziness ___Infertility ____Nervousness ____Skin Problems
___Arthritis /Joint Pain ___ Double/Blurry Vision ___ Insomnia ____Numb/Tingling in ___Sleep Apnea
___Asthma ___ EarInfections __Jaw/TMJ Pain Arms/Hands ___ Sports Injury
__ Autism ___ Epilepsy/ Convulsions ___ Kidney Problems ___ Numb/Tingling in ___ Stomach Problems
___Autoimmune Issues ___ Fibromyalgia ___Knee Pain Legs/Feet ___ Thyroid Issues
____Bed Wetting ____Foot Pain ___Loss of Balance ___Poor Posture ___Tight/Sore Muscles
___Bladder Problems ____Frequent Colds ___Loss of Energy ____Prostate Problems ____ Tremors
____Chest Pain ____ GERD/Gastric Reflux ___ Low Back Pain ___RingingintheEars ___ Ulcers
____Constipation ____Headaches ___Memory Loss ___Sciatica ____Upper Back Pain
___Depression ___Hearing Loss ___Menstrual Problems ___ Scoliosis
___Diarrhea ____Heart Problems ___Mid Back Pain ___Seizures
Others:

Please Mark “P” For In The Past OR Mark “C” For Currently Have:
____Brain Injury ____Concussion ___Dislocations ____Scoliosis ____Tumors
____Cancer ___Diabetes ____Heart Attack ____Spinal Fracture ____Other Serious
___ Cerebral Vascular Event ___ Disability ____Rheumatoid Arthritis ___ Spinal Surgery Condition:

List all surgical operations & years:

List any other injuries, minor or major:

List all over the counter, prescription medications, & supplements you are on, & the reason for each:

Have you ever been in a car accident? List all:

Social History: Do you:

Smoke/Vape/Use Tobacco or Nicotine Products: Yes / No

Consume Alcohol: Yes / No
Consume Coffee, Tea, Soft Drinks: Yes / No
Exercise: Yes / No

if yes, How often:
if yes, How often:
if yes, How often:
if yes, How often:

Quantity:
Quantity:
Quantity:
Quantity:

Are there any other physical, chemical, or emotional stresses that you think may be affecting you in any way?

I would like to experience the following benefits from chiropractic care:
O Symptomatic relief o Correction of the cause of the problem as well as relief o Prevention of future problems
O Healthier spine and nervous system 0 Optimal health on all levels o Other:
Women: Spinal health is especially important during pregnancy. Is there a possibility you may be pregnant?

Yes / No / Maybe / Trying  Date of last menstrual period:

Name: Signature: Date:




Family Health Profile

This form is to assist the doctors by providing family health history information for their review.

Please Mark “P” For In The Past OR Mark “C” For Currently Have:

Spouse Children Mother Father

Abnormal Posture

Acid Reflux

ADHD

Allergies

Alzheimer’s

Anxiety/Nervousness

Arthritis/Joint Pain

Asthma/Breathing Difficulties

Autism Spectrum Disorder

Autoimmune Disorders

Back Pain

Bed Wetting

Blurred/Double Vision

Cancer

Carpal Tunnel

Depression

Diabetes

Digestive/Stomach Problems

Disc Problems

Dizziness

Ear Infections

Fatigue

Fibromyalgia

Frequent Colds/Iliness

Headaches

Hearing Issues

Heart Problems

High/Low Blood Pressure

Hip/Leg Pain

Infertility

Jaw/TMJ Pain

Kidney Condition

Menstrual Problems

Migraines

Neck Pain

Numbness/Tingling

Poor Posture

Sciatica

Scoliosis

Shoulder Pain

Sinus Issues

Sleeping Difficulties

Stiffness

Stroke

Thyroid Problems

Ulcers




X-Ray Authorization

As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a record of your
x-rays in our files. At your request, we will provide you with a digital copy of your x-rays on a CD for a fee of $10, or via
secure encrypted email for no charge.

Digital x-rays will be available within 72 hours of request on any regular practice hours day. Please note: X-rays are
utilized in this office to help locate and analyze vertebral subluxations. These x-rays are not used to investigate medical
pathology, however if any abnormalities are found, we will bring it to your attention and if necessary, refer you to
another medical professional for advice.

By signing below you are agreeing to the above terms and conditions.

Print Name

Signature or Signature of Parent / Legal Guardian Date

FEMALES ONLY: To the best of my knowledge, | BELIEVE | AM NOT PREGNANT at the time x-rays are taken at Adapt
Chiropractic.

Signature Date

Photo and Promotional Release Consent

We love sharing pictures of the healthy and happy families and individuals of Adapt Chiropractic. If you would allow us
to take, use, and share your photograph and/or testimonial/comments, please sign below. For valuable consideration, |
hereby irrevocably consent to and authorize the use and reproduction by Adapt Chiropractic, or anyone authorized by
Adapt Chiropractic, of any and all photographs/videos which were taken of myself and my child, for the purposes of
marketing which may include, but are not limited to promotional materials such as social media, website, and/or print
ad whatsoever, for an indefinite period of time without further compensation to me. All media shall constitute the
property of Adapt chiropractic, solely and completely. Any information voluntarily provided by a patient shall also be
used in conjunction with the above listed information for purposes previously mentioned. Confidentiality, in regards to
any reported conditions, is also waived to the extent of information pertinent to the promotion material only. |
authorize Adapt Chiropractic to share this information via their website and their social media platforms including but
not limited to Facebook and Instagram, and for use in the office. All other unrelated patient information shall remain
private and protected (according to the Health Information Act).

Signature or Signature of Parent / Legal Guardian Date

Written Consent For A Child/Minor
If This Health Profile Is For A Minor/Child, Please Fill Out And Sign Below

Name of practice member who is a minor/child:

| authorize Dr. Mackenzie Korthuis, Dr. Michael Krotee and any and all Adapt Chiropractic staff, to perform consultation,
diagnostic procedures, radiographic evaluations, render chiropractic care and perform chiropractic adjustments to my
minor/child, according to their respective qualifications. As of this date, | have the legal right to select and authorize
health care services for my minor/child. If my authority to select and authorize care is revoked or altered, | will
immediately notify Adapt Chiropractic.

Signature of Parent / Legal Guardian Relationship Date



