Health History Form - ACUPUNCTURE

WELCOME TO OUR OFFICE - Please complete all requested information.  If your health status changes in the future, please let us know.  All information gathered for this treatment is confidential.  You will be asked to provide written authorization for release of any information.

	Name:


	Date:

	Address: 


	Apt #:
	City:
	Postal Code:

	Tel # (home)


	Tel #: (cell)
	Tel #: (work)

	Date of Birth: (day/month/year)

              /             /
	Age:


	Marital Status (please circle): 

M      S     D     W
	Email:

	Medical Doctor’s Name (and tel #, clinic address):



	Is this a W.S.I.B. or work related injury?


	Is this a result of a motor vehicle accident? 

	What is your major complaint?



	Please describe your symptoms:



	What makes is worse?


	What makes it better?



	List previous falls, accidents, and injuries:



	List any illnesses and surgeries:



	List any medications you are taking:



	What treatments have you received?



	Have you had x-rays taken within the last two years? 


	If answer is YES, please arrange to bring any recent spinal x-rays for your next appointment for the Doctor’s review

	Have you had acupuncture before? 


	When?
	Why?
	Results?

GOOD     FAIR       POOR

	Are you a smoker?


	# of cigarettes per day
	Females:  Do you suffer from PMS/dysmenorrhea?

	Occupation:


	Recreational activities:

	How did you find out about our office?



	Do you have a family member or friend who would benefit from Chiropractic or Acupuncture Care?



	Is there anything else the doctor should be aware of?


	Do you need custom orthotics?



	LIST ANY FAMILY MEMBERS WHO SUFFER FROM THE FOLLOWING:

	Arthritis


	Cancer
	High Blood Pressure
	Heart Disease

	Stroke


	Diabetes
	Other
	


	
	Informed Consent for Acupuncture Care

Dr. Derek Ginter B.Sc.K., D.C.


Please Read Carefully

I hereby request and consent to the performance of acupuncture and other procedures related to acupuncture as necessary, including electro-acupuncture by the above named doctor or another duly authorized doctor in the clinic.

I understand and am informed that in the practice of acupuncture there are some risks to treatment, including, but not limited to, minor bleeding or bruising, minor pain or soreness, nausea, fainting, infection, shock, convulsions, possible perforation of internal organs, and stuck or bent needles.

I have been advised that only pre-sterilized needles will be used.  All acupuncture needles are properly disposed of after each and every treatment.

I do not expect the doctor to be able to anticipate and explain all possible risks and complications.  I wish to rely on the doctor to exercise judgment during the course of the treatment, which the doctor feels at the time, based upon the facts then known, is in my best interests.  I understand that the results are not guaranteed.

I have read the above consent form.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above mentioned acupuncture procedures.  I intend this consent form to cover the entire course of treatment for my present and future conditions for which I seek treatment.

N.B. Female Patients:

I fully understand that in the case of pregnancy, a risk of causing fetal distress with acupuncture treatment(s) is possible.  I hereby state that I am not pregnant, nor is there any possibility that I may be pregnant.

READ BEFORE SIGNING

	
	
	
	
	
	
	

	File #

(for office use only)
	
	Date Signed
	
	Print Patient’s Name
	
	Signature of Patient



(or parent/guardian)


Please complete other side  

 Ajax Chiropractic & Wellness      314 Harwood Ave S, Unit 20  Ajax ON   Tel: (905) 426-9004

