
 

 

                                

                                Welcome to McCallum Wellness Chiropractic!   

New Patient Health History 

Name:        _____________ Age:  _____  Date :      

Address:       _  Ci ty:      Prov:  ____ P.C:   ______ 

Home Phone:  (     )     __ W ork :  (     )    ____ Cel l :  (     )      

Male:      Female:       Date o f  Bi r th :       #of  Chi ldren  ______ 

Ci rc le  One:   Sing le  Mar r ied   W idowed  Divorced   Separated   Other  -  Spouse ’s Name:    ______ 

Occupat ion:       Bus iness/Employer:         

Emai l  Address:                 

Have  you seen a Chi ropractor  Befo re? Yes   No    I f  yes,  when?        

Whom may we thank fo r  re ferr ing you  to  the o f f ice?          

Who is  respons ib le  for  your  b i l l?   You  and  ___ Spouse  ____ W SIB   Auto Insurance    

How wi l l  you be tak ing  care of  your  account?  Credi t  __ Cash   Cheque   In terac   Other    

Visa or  MasterCard Number:        Expi ry :       

Your Health Summary                                   

Current Compla int(s ) :               

Please check a l l  symptoms you have ever  had,  even i f  they do not  seem re la ted to  your  current  p roblem.  

He a dac hes    Pins  a nd  N ee d l es  i n  l egs  Fa in t i n g   Ne ck  P a in  

Pins  a nd  N ee d l es  i n  a rms  Loss  o f  Sm e l l    Back  P a in   Loss  o f  ba l an ce  

Dizz i ness    Sin us  t r ou b l e    Di f f i cu l t y  he a r i n g  Ne rv ou sn ess  

Nu m bn ess  i n  a rms / f i ng e rs    I r r eg u la r  h ea r t  b e a t   Rin g i ng  i n  e ars  St om ach  u pse t  

Fat i gu e    Nu m bn ess  i n  l egs / t oes   Ea r  ach es   He a r t bu rn  

Sle ep i ng  p rob l ems   De p res s io n /c on fus i on   Loss  o f  ta s te    Ulc ers  

Col d  sw ea ts    Ne ck  s t i f f     I r r i t a b i l i t y   Tens i on /S t ress  

Mo od  s win gs    Co ns t i p a t i on    Col d  ha n ds / fe e t  Ho t  f l as he s  

Wei gh t  t r ou b le    Dia r rhe a    Feve r    Ch es t  p a i n  

So re  t h ro a t     L ig h ts  b o t he r s  ey es    Prob l e m u r i na t i n g     Sh or tn ess  o f  B rea th  

Me ns t rua l  P a in    Me ns t rua l  I r re gu l a r i t y   Bla dd er  f r eq ue ncy  Dia b e te s  

Blo od  P ress u re  P rob l ems  Sex ua l  Dy s f unc t i o n   Ep i l epsy   Ca nc er  

Me nt a l  D i s o rde r       Blu r re d  v i s i on                          Al l e rg i es                     W at e r  Re te n t i on  

Sk in  P ro b le ms   He a r t  D i s e ase    Thy ro i d   As t hm a  

Lis t  any medicat ions you  are tak ing:             

 ___             ____________  

Family Health History: ( Ma ny  he a l t h  p ro b le ms  a re  t h e  res u l t  o f  he red i ta ry  sp i na l  we akn ess es .  Th us ,  i n fo rma t i on  a bo u t  yo u  fa mi l y  

me mb e rs  w i l l  g i ve  u s  a  b e t te r  p i c t u re  o f  y ou r  to ta l  h ea l th .  P le as e  l i s t  a ny  m em be r  o f  y ou r  fa mi l y  w ho  h as  any  k i nd  o f  he a l t h  p ro b le m. )  

Does any member of  your  fami ly  suf fer  f rom the same condi t ion?   Yes    No  



 

 

Have your ch i ldren  ever  had a sp ina l  check-up?           Yes    No  

 

 

 

 

 

 

 

 

 

 

 

 

Please Read Carefully:  

I  understand and agree that health and acc ident insurance pol ic ies are an arrangement  between an 
insurance carr ier  and myself .  Furthermore,  I  unders tand that the Doctor ’s Of f ice wi l l  prepare any 
necessary reports  and forms to ass is t me in making col lec t ion f rom the insurance and that any amount 
author ized to be paid d irec t ly to the Doctor ’s Of f ice wi l l  be credi ted to my account  on receipt.  
However , I  c lear ly understand and agree that  a l l  services rendered me are charged direc t ly to me and 
that  I  am personal ly respons ible for  payment .  I  a lso understand that  i f  I  suspend or terminate my care 
at  th is of f ice, any outs tanding charges for profess ional services rendered me wi l l  be immediate ly due 
and payable.   

I  hereby request and consent  to the performance of  chiropract ic adjustments and other  chiropract ic  
procedures , inc luding var ious modes of  phys ical  therapy and,  i f  necessary,  d iagnost ic  x -rays,  on me 
by the doctor  of  ch iropract ic  named below and/or anyone work ing in th is c l in ic  author ized by the 
doctor of  ch iropract ic name below.  

I  fur ther  unders tand and am  informed that,  as in  a l l  heal th care,  in the pract ice of  ch iropract ic  there 
are some very s l ight  r isks to treatment , inc luding,  but not  l im ited to muscle st ra ins and sprains, d isc 
injur ies,  and s trokes. I  do not  expect  the doctor  to be able to ant ic ipate and expla in a l l  r isks and 
compl icat ions and I  wish to rely on the doctor to exerc ise judgement  dur ing the course of  the 
procedure which the doctor feels  at the t ime,  based upon the fac ts then known,  is  in  my best  
interests.  I  understand that results  are not  guaranteed.  

I  have read the above consent .  I  have a lso had an opportuni ty to ask quest ions about i ts  content,  and 
by s igning below I  agree to the above ment ioned chiropract ic  procedures.  I  in tend this  consent  form to 
cover  the ent ire course of  treatment for  my present  condit ion and for any future condi t ions(s) for  
which I  seek treatment .  

Pat ient/Lawful  Representat ive ’s Signature        Date    

W itness Attending D.C. /Ass istant ’s Signature                  Date    

  

 

 

 

 

Ple as e  ou t l ine  on  the  d i agr am the  ar e a  o f  
your  d i scom for t  and  any  r a d ia t ion  o f  pa in  


