Dr. Tyler A. Kong

Tel: (905) 916-HEAL (4325)    Fax: (905) 822-2181

Date:______________

Name:_______________________________________________________________Gender: M  F

Address:____________________________________City:_________________Post Code:_______

D.O.B_____/_____/_____        Marital Status: S M D W Sep                   # of Children:__________


  dd              mm            yy

Occupation:_____________________ Tel Home: (___)_____________ Bus: (___)_____________

Cell: (___)_____________ Fax: (___)______________ E Mail: ____________________________

Do you have extended health insurance?  ( No    (Yes

Who referred you to our clinic?______________________________________________________

What has brought you here today?  (check one or more)

     ( Wellness Consult   ( Spinal Check-up   ( Back Pain   ( Neck Pain   ( Leg Pain

     ( Headache  ( Other ________________________________________________
Your Health Profile
Have you been to a Chiropractor previously?  ( No   ( Yes     If Yes, when: __________________









        Dr’s name: __________________

WHY IS THIS IMPORTANT:

As a full spectrum Chiropractic office, we focus on your ability to be healthy. Our first goal is to address the issues that brought you here and secondly, to offer you the opportunity of continually improving your health and wellness.

Stress can accumulate over many years and affect your health. Answering the following questions will give us a profile of the specific stresses you have faced in your lifetime:
	CHILDHOOD TO 17
	Y
	N
	Unsure
	ADULTHOOD 18 TO PRESENT
	Y
	N

	Did you have any serious falls?
	
	
	
	Do you smoke?
	
	

	Did you play contact sports?
	
	
	
	Do you drink alcohol?
	
	

	Did you have any surgery?
	
	
	
	Have you had any surgery?
	
	

	Were you involved in any car accidents?
	
	
	
	Were you involved in any accidents? (Car/work)
	
	

	Was there prolonged use of Medicine eg. Inhaler, antibiotics
	
	
	
	Is there any prolonged use of medicines eg. Inhaler, antibiotics
	
	

	Where you under any Chiropractic care as a child
	
	
	
	
	
	


On a scale of 1 to 10, describe your stress level; (circle one)

	Personal
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Occupational
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


On a scale of Poor, Good or Excellent, describe your:
Diet:_________________ Exercise:_______________ Sleep:_________________ General Health:_________________

Do you take medication regularly for:

( Heart   ( Depression     ( Diabetes     ( Pain     ( Arthritis     ( Sleep    ( Other:______________________________

