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Today's Date:

Welcome to the KKT Centre for the spine. In order to ensure that we are able to give you the best care possible,
please take a few minutes to fil out this questionnaire. Please complete all sections to the best of your
ability. Al information is confidential and will not be released to a third party without your written
permission.

Name: Last First
Address:
Postal Code
Horme Telephone: Work Telephone:
Email Cellular: ( )
Date of Birth (m/d/y): Gender. M /F (circle one)
Marital Status: Married Single Divorced Common-law Separated Widowed (please circle one)

Significant Other's / Spouse's Name: Number of children:
How did you hear about our cenire? Please provide name.

o Family / Friend
 Doctor Referral
© Newspaper / Television / Radio
c Internet
c Other:

Have you seen other practitioners regarding your symptoms? YES/NO If Yes, please provide name and type

© Medical Doctor

General Practitioner

Specialist (what type)
o Acupuncure
© Massage
o Physiotherapy
© Exercise Therapy
- Chiropractor

Have you recently been involved in a motor vehicle accident? YES/NO If Yes, when?
Have you been involved in any previous motor vehicle accident(s) prior to the one above? YES /NO
If Yes, how many and when?

CONDITION REVIEW
Describe in your own words just what your problems are and how long you have had them:

What activities aggravate your condition?





[image: image2.jpg]Is this condition getting progressively worse? YES /NO
How would you say your discomfort level is?  CONSTANT / COMES AND GOES (circle one)
Is this condition interfering with your: WORK / SLEEP / DAILY ROUTINE (circle those applicable)

How long has it been since you really felt good?

STRUCTURAL DEMONSTRATION

Please indicate areas of pain or discomfort in the diagrams below. Please mark clearly all areas with XXX.
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Have you, your parents, or your siblings, been subijected to any of the following conditions? (Check all boxes that
apply to you and please indicate who has been subject to the condition(s))

o Genetic diseases

0 Disbetes

o Cancer

0 Auoimmune disorders

o Scoliosis (curvature of the spine)

O Otherdisorders

[EMPLOYMENT / OCCUPATIONAL REVIEW

Employment status/ What kind of work?

« Howlong at this profession?

« Whatis enttied of you physically?

«How many hours per week do you work?

«  Is your job emotionally demanding? YES / NO (circle one)
How many vacations have you had in the past two years?

LIFESTYLE

How often do you exercise? Times per week For how long?

What do you do?

What is the quality of your diet? Excellent Good Average Poor (circle one)
Do you smoke? YES / NO (circle one) Number of cigarettes per day

Do you consume alcohol? YES / NO (circle one) Number of drinks per week

Do you use any narcolics / recreational drugs? YES / NO (circle one)

How many hours of sleep do you have daily?

Please describe any two important events in your life that | might want to know.
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[image: image4.jpg]Have you ever suffered from any of the following? (please check all that apply)

Allergy oSwollen joints OBruise easily CSwelling of ankles
ODizziness Colon trouble Hay fever Cancer

OFatigue CNosebleeds CHeadache CDifficut digestion

©Sinus infections OVaricose veins 0Lossof Balance 0 Head seem too heavy
£lLoss of sleep Hemorrhoids ©High blood pressure  CBed wetting

Ulcers ONausea tLow blood pressure D requent urination
GNervousness/Depression  DAsthma Pain over heart cKidney infection/stone
ONumbness oo circulation OProstate trouble  DAthritis

CDeafness CRapid heart beat  CCramps or backache CBursitis

oRinging in ears CSlow heartbeat oot trouble CExcessive menstrual flow
ciThyroid problems DAnermia CHot flashes oLow back pain

CEye pain oStroke tlregular cycle tNeck pain o stiffness
ONearsightedness Chest pain clumpsin breast  CPoor posture
CFarsightedness cDifficult breathing  BAIcoholism Sciatica

CVenereal disease CDiabetes OSpinal curvatures  CTuberculosis

Pain behind the eyes oPolio

Have you ever had tingling or numbness in: DShoulders DHands — DAmms  Clegs OFeet

What treatment was done for any of the above indicated symptoms?

Are you presently suffering from the above indicated symptoms? YES / NO
Do you use orthotics in your shoes?  YES / NO (circle one)
« IfYes, are you wearing: HEEL LIFTS / SOLE LIFTS / INNER SOLES / ARCH SUPPORTS

« If Yes, how long have you used them?

What surgeries have you had and when?
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1. Concussion YES / NO (circle one)
2. Fractures YES/NO (circle one) If yes, where was the fracture

3. Severe bruising YES / NO (circle one) If yes, where was the bruising
4. Lacerations YES / NO (circle one) If yes, where was the laceration

Have you been hospitalized? YES / NO (circle one). For what?

What makes you feel better?

What medications are you currently taking and how much?

Antinflammatory

Muscle Relaxants

1
2

3. Analgesics
4. Other

What activities would you like to do if you felt better?

DENTAL / ORTHODONTIC

Have you had any root canals? YES / NO (circle one)

o IfYes, when

Have you had your bite adjusted? YES / NO (circle one)

« I Yes, when

Do you have amalgam filings? YES / NO (circle one)
Have you ever suffered from any of the following?  (please check all that apply)
©TMJ pain (region in front of the ears)
©Jaw pain when chewing or opening the mouth
OFacial pain

DUnexplained ear pain

What treatment was done for any of the above indicated symptoms?

Are you presently suffering from the above indicated symptoms? YES /NO




