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VALLIQUETTE CHIROPRACTIC CLINIC
Dr. Robin Valliquette/Dr. Brenna Byer/Dr. Brad Dormiedy DC
340 Eagle Street West, Unit 12, Newmarket, ON L3Y 7N1
Phone # (905) 853-0024     Fax # (905) 853-0691

Regular Visit  FORMCHECKBOX 
 MVA  FORMCHECKBOX 
 WSIB  FORMCHECKBOX 

               Confidential Health Questionnaire   (Please print clearly)

Name: ____________________________________________Referred By: ___________________________

Address: ________________________________________________________________________________

City: ___________________________________ Prov. _________________ Postal Code: _______________

Home Phone: (_____)______-_________________ Cell: (_____)______-________________

Work Phone: (_____)______-______________Ext. _______E-mail: _________________________________

Date of Birth: ___________________ Age: _________ Marital Status: M S W D C/L  No. of Children:________

Occupation: ___________________________ Physician’s Name: ___________________________________

[image: image2.emf]                                                                                                     Phone #:     ____________________________________
 PLEASE MARK THE AREAS OF YOUR COMPLAINT OR SYMPTOMS

What symptoms are the reasons for your visit today? _____________________________________________

When did your problem begin? (Approximate date)_______________________________________________

Describe how your problem began: ___________________________________________________________

Describe your complaint: •Sharp •Dull •Ache •Weak •Throbbing •Numbness & Tingling •Shooting •Burning

What is the frequency? •Constant •recurrent •Occasional •Intermittent 

Are your symptoms: •Decreasing •Not changing •Getting worse

Does the problem/pain radiate to any other areas in your body? If so, where? __________________________

What aggravates this condition? ______________________________________________________________

What makes it feel better? __________________________________________________________________

Have you been treated for this condition before by a •Chiropractor • Medical Doctor •Physiotherapist • RMT 

Diagnosis and Treatment? ________________________________________________________________

Other Complaints? ________________________________________________________________________

In what position do you most often sleep?     Side     Back     Stomach

Do you exercise regularly?     Yes     No

Health History: Please circle where applicable.

                                 Past    Present                                Past    Present                                      Past    Present
Neck Pain             ______l_______ Pneumonia         ______l_______ Emphysema             ______l_______     Jaw Pain               ______l_______ Dizziness            ______l_______ Allergies                   ______l_______      

Shoulder Pain      ______l_______ Epilepsy              ______l_______ Ulcers                       ______l_______ 

Arm/Elbow Pain   ______l_______ Stress                  ______l_______ Menstrual                 ______l_______    Wrist/Hand Pain   ______l_______ Depression         ______l_______ Irritable Bowel          ______l_______   Upper Back Pain  ______l_______ Acid Reflux         ______l_______ Kidney/Bladder        ______l_______ Lower Back Pain  ______l_______ Sleep Troubles   ______l_______ Kidney Stones         ______l_______ Hip or Leg Pain    ______l_______ Chronic Fatigue  ______l_______ Hepatitis                   ______l_______ Knee Pain             ______l_______ Blood Pressure   ______l_______ Diabetes                   ______l_______ Foot/Ankle Pain   ______l_______ Heart Problems   ______l_______ Stroke                       ______l_______
Stiff Joints            ______l_______ HIV/AIDS              ______l_______ Weight gain/loss     ______l_______ Arthritis                 ______l_______ Asthma                ______l_______ Cancer                     ______l_______ Headaches            ______l_______ Constipation       ______l_______ Multiple Sclerosis   ______l_______
Other: __________________________________________________________________________________

Are you taking any medications? If so, what are they? _____________________________________________

For Women: When was your last menstrual period? _________________ Are you pregnant? Yes/No/Not Sure

Surgeries, accidents, falls: __________________________________________________________________

Family Health Information: Many health problems are the result of hereditary spinal weaknesses. Information 

about your family members will give us a better picture of your total health. Please list any member of your 

family who has had any kind of health problem, past or present, including your children.

1.______________________________________________________________________________________

2.______________________________________________________________________________________

3.______________________________________________________________________________________          

Describe what you will do better or enjoy more, after your symptoms have gone? 

________________________________________________________________________________________

There are three approaches to health care. I am most interested in:    

(  ) Relieving my symptoms only.

(  ) Correcting the cause of my problem.

(  ) Maintaining my correction through check-ups so that my condition does not return.

Patient/Guardian Signature ____________________________________ Date_________________________

PATIENT HEALTH QUESTIONNAIRE                                                                                           

                                                                                                                                                 Thank you                                                                                                                                 
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