Dr. Joe Mondoux

Chiropractor
Patient Information (Please Print)
Name: Gender:
Address: City
Province: __ Postal Code: Home Phone: Cell Phone:
Birth Date (D/M/Y): / / Age:  MaritalStatus: SO MOD Ow
Email for Appointment Time Reminder:
Emergency contact: Phone Number:

Have you attended another chiropractor? Y N  Name:

Last seen (D/M/Y): / / Reason for visit:

Have you had acupuncture before? Y ON  Reason:

Do you have any blood conditions such as HIV, Hepatitis, etc.?

Referred by:

Employer Information

Employer: Occupation:

Physician Information

Medical Doctor: City: Phone:

Date of last physical (D/M/Y): / /

May we contact and/or send medical information to your medical doctor? (Y [N

DJC Integrative Therapy
12133 Tecumseh Rd. E. Unit 3
Tecumseh, ON N8N 1M2
T: 519-735-8400 F:519-735-7341



Information of Condition

What is the main reason for this visit?

When did this problem start? How?

Any additional complaints?

On the diagram below, please indicate where you are experiencing pain right now and use the appropriate symbol as
indicated

Ache i
Burning BBBBB
Numbness NNNNN

Pins & Needles ++++++

Stabbing XXXXX
Stiffness AAAAAAAA
Weakness WWWW

Please make a slash through this line as to the level of your current pain

No Pain At All | | Worst Pain Possible

The symptoms are (Please Circle): Constant Intermittent ~ Worse with movement Better with movement

Worse in the a.m. Worse in the p.m. Getting better  Getting worse No change

I am experiencing (Please Circle): Numbness  Weakness  Swelling ~ Weight changes Night Sweats
Fever

Changes in bowel/bladder frequency or urgency

What makes your symptoms worse? (Please Circle)  Standing ~ Walking  Lifting  Exercise
Twisting  Bending  Sitting  Coughing/Sneezing  Lying Down: Side  Back  Stomach
Using Stairs: Up  Down Both Other:

What makes your symptoms better? (Please Circle)  Rest  Elevation Ice  Heat

Position: Other:

Medications/Vitamins/Supplements:

DJC Integrative Therapy
12133 Tecumseh Rd. E. Unit 3
Tecumseh, ON N8N 1M2
T: 519-735-8400 F:519-735-7341



Past Medical History

Have you ever been in an automobile accident? (Y ON Date:

Any difficulties/injuries resulting from this incident?

Please list surgeries and year performed:

Please indicate if you have ever had any of the following?

Cardiovascular

[ High/Low Blood Pressure

O Heart Attack
I stroke

O Aneurysm

O Pace Maker
O Heart Disease
O other:

Respiratory
[0 shortness of Breath

O Asthma

O Bronchitis

O Emphysema/COPD
O pneumonia

O other:

Signature:

Infection

[ Hepatitis
U1

OHiv

O skin

O Chicken Pox
O other:

Head/Neck

O Headaches

[ Migraines

O vision Problems
O Hearing Problems
O sinus Condition
O other:

Previous Injuries

O Head/Neck

O Upper Back

O mid Back

O Lower Back

[ Shoulders/Arms

O wrist/Hands/Fingers
O Pelvis

Other Conditions
O Diabetes

O cancer

O Arthritis: OA/RA

O Osteoporosis

O Epilepsy
O psoriasis

O Fibromyalgia

O Legs/Knees [ Fatigue
[J Ankles/Feet/Toes [ concussion
O Allergies:
O other:
Women

Are you currently pregnant? Oy OON
If yes, due date:

Date:

DJC Integrative Therapy
12133 Tecumseh Rd. E. Unit 3
Tecumseh, ON N8N 1M2
T: 519-735-8400 F:519-735-7341




