DR. DAVID E. KOIVURANTA, DOCTOR OF CHIROPRACTIC

KULHAY WELLNESS CLINIC AND EDUCATIONAL CENTRE
72 St. Clair Avenue West
Toronto, Ontario
M4V 1IM7
(416) 961-1900 Fax: (416) 961-9578
drdave@dkchiro.com

WELCOME 70 DdR CLNiC

Step One : Fill in the attached CONFIDENTIAL PATIENT HEALTH RECORD.
Step Two : Consultation with the Dioctor to discuss your health concerns.

Step Three : In-depth orthopedic, neurological, and chiropractic examination to
determine your condition and its sl.::itahilir}' o chirnpra.n:i:c CATE.
Step Four : Il necessary, the Doctor will advise you of the need for additional
procedures such as x-rays and / or laboratory tests.
Step Five : If your case requires immediate attention, emergency chiropractic care
will be administered.
s_l,'ﬂ]}_ij_: A REVIEW OF FINDINGS will be scheduled at which time you will be
informed of any examination results not provided in the initial exam and
whether or not your case has been accepted, Your recommended
treatment program will then be explained along with your options for
obtaining optimum results. Referrals, if necessary, will also be arranged.

Step Seven : Chiropractic care will begin and continue as outlined until optimum
chiropractic results have been achieved. At this time, options for
maintaining this higher standard of health will be explained.




File Mumber:

CONEIDENTIAL PATIENT HEALTH RECORD

Mame: Diate:

Mame of Parent (s) if under 15:

We appreciate all referrals, How did vou hear about our clinic?

Street Address: City:
Postal Code: Home Phone: Waork Phone:
Date of Birth (D/M7Y): Age: Sex: Male Female
Marital Status: S M D W 5§ Weight: Height: Handed: Lt Rt
Spouse’s Name: # of Children:
Your Oecupation: Your Emplover:
Ermail; Web Page:
R
Person Responsible for Payment: Relationship:
Acddress of Payee: FPhone #:
Health Card Number: Version / Letter Code:
Estended Health Care Company:

PAYMENT IS EXPECTED AT TH T

Payment Options: [ Pay after each visit [JPay visits in advance (pre-pay)

Is this a work related injury or accident? [0 Yes O MNo
Is this a motor vehicle related injury or accident? O Ye: ONo
Motor Vehicle Insurance Company: -

Prior Chivopractic Care? [J Yes QMo  Chiropractor:
Date of last treatment: ¥-rays taken? OYes Mo Date:
Results of Care: O Excellent OGood OFair O Poor

List any concemns about chirgpractic care:

Medical Doctor's Name: Location:
Date of last appointment: Date of last physical:

REASONS FOR CONTACTING THIS OFFICE / WHAT ARE YOUR COMPLAINTS:

YOUR EXPECTATIONS FOR CARE:

ARE YOU LOOKING FOR: [0 SHORT TEEM CARE O LONG TERM CARE



PALIENT HEALTH HISTORY

HISTORY OF CONDITION: When did your problem begin?

How did vour problem begin?

Describ the location of your complaint / where is the problem:

How would vou describe what it feels like?

If there are pains or other sensations, what are their character? (chech all that apphy)
Csharp Cistabbing Jdull Oaches Clsare weak
Othrobbing COnumbness [Jshooting Oeripping Oburning  Otingling

Does the paln spread to other areas? {if so, where?)
Is the problem affecting other areas of yvour body? {if so, where?)

Have you had any past or recent treatment for this problem? O Yes O No
What type of treatment?

Have you done any self-treatment to help with the condition, and if so, what?

How bad is your discomfort? Pleasecircle:1 2 3 4 5 6 7 8 9 10
no pain unbearable
Hotw often is the complaint present? OConstant (76-100% of the time)
OFrequent (51-75%) O Occasional (26-50%) U Intermittent (0-25%)

Since the problem began, s it: [0 Wersening [ Improving [0 Neot changing
Houw long, if present, does the pain last? O 1.2 hes O 2-5 hrs 05+ hours Dvaries

What makes vour problem better? () Nothing [J Lying Down [JWalking [Standing
OSitting [0 Movement/Exercise [ Inactivity [ Other:

What makes vour problem worse? O Nothing O Lying Down OWalking OStanding
OSitting & Movement/Exercise O Inactivity O Other:

MARK AN X
ON THE
PICTURES
WHERE YOU
HAVE PAIN OR
SYMPTOMS:




Please read the following lists for conditions or problems you have had. Your

answers will help detect areas or systems associated with your overall course of care,

Check any of the follow-

ing dissases you have haod

in the past; circle those

you currently have at this
fime:

= Prwmamonia
Oumps
Cinfluenza
iRheumatic Fewer
“Small Pox
OPheuzisy
oPolio
CChicken Pox
Anhritis
CTuberculosis
Clabetes
DEpilepsy
CWhooping Cough
cCaneer
Sdertal Disorder
oAnemia
DHeart Discass
oLumbags
OMensles
CrTharoid
IErzarma

[ Lewar Bisck Pain

[Gas / Bloating After Meals
C Pain Betoeen Shoulders
O Heartbam

o Meck Pain

T Black [ Bloody Stoo!
Arm Pain / Leg Pain

C Colits

~Joint Pain ¢ Stiffness
ZWalking Problems
ZDitficut Chewing

Culaw Clicking

DGeneral Stiffness

— Bursitis

T Foot Trouble

NERVOUS SYSTEM

O Memwous
JNumbness
OParabsis

OForgeifulness
OConfusion [ Deprossion
“Fainting

CConvulsions

©Cold / Tingling frm / Leg
£ Allergy

CChils

CHeadaches

CLewss of Sleep
CMeuralgia

Loweats

CTremors

CARDIOVASCULAR &
PIBATORY

OChest Pain
DShariness of Breath

D Bload Pressuse Problems
Clrreguiar Heartbeat

T Heart Problams

& Congestion
OWVarcose Veins
Dinkbe Sweiing

1 Seroke

DHardening of Arteries
D Poor Circulstion

O Chronic Cough

0 Sipitfing Blocd

OVision Problems
MDental Problems

DO5cre Theoat

UEar Aches
CHearing Difficulny
OShuffed Mose
ORinging In The Ear
D Sinus Infections

O 5aedl Changes
OTaste Changes

0 Speaking Problems

GASTROINTESTINAL

CAppetite Changes

D Excessave Thirst
DFrecuent Nauses
CWemiting

T Diarrhea
CCanstipation
~Hemorrhokds

= Liver Problems

oall Bladder Problarns
OWelght Trouble
OAbdamminal Cramp / Pain
11 Burping or Gas
Odlaundice [ Yetlow Skin

MALE / FEMALE

CiMenstrual lrregularing
Ldienstrual Cromping ¢ Pain
OVaginal Pain 7 Infecticns

(] Breast Pain ¢ Lamps

L Proatate [ Sexual Dysfunction

GENITO-URINARY

C Bladder Troubbe

£ Painful / Excessive Urinabion
O Discodored Usine

CBed Wetling

Cless of Control Urination

O Ridney Infection

T Hidney  Bladder Stones

CONTINUE NEXT PAGE




T Cigarettes
OVitamins [ Supplements
JIMedications
Mealsperday 1 2 3 4

Please List Medications:

T ANY SURGI
EDURES:

OYes

OMNo

List activities / hobbies /
things vou like to do:

Is your current condition
preventing you from doing
any of the above?

OYES ONO

Lifestyle / Work Stress
Levels:

OExtreme

DHigh

OMeoderate

U Little

Hours of sleep per night?

Have vyou previously been
hospitalized for anything?
OYes

0o

Please list dates and reason:

List any falls or accidents,

OHigh Blood Pressure
tHeart Attack [ Stroke_______
oCancer (any type) ——
oDiabetes
o Arthritis

DAngina
O Asthma
OUleers / Hernias
nAlzheimer's
“Back Problems

Have vou had anv recent
colds, flu, illnesses, or dis-
eases?

0N effect

1 5omie physical restrictions (alble
to perform Bght work and tasks)

TN mited assistance with
common evenpday tasks

OMaead assistance often

JHave a significant inability to
function without assistance

S Totally disabled | impaired.
Cannot care for self,

PATIENT SIGNATURE:

DATE:




INFORMED ENT IROPRA TREATMENT

| hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures including various modes of physical therapy and, if necessary,
diagnostic x-rays by the doctor of chiropractic named below. This also applies to anyone
working in this clinic authorized by the doctor of chiropractic listed below to provide said
services with my prior knowledge and consent.

| have had an opportunity to discuss with the doctor of chiropractic named below and/or
with ather office or dinic personnel the nature and purpose of chiropractic adjustments and
other procedures. | understand that results are not guaranteed.

[ further understand and | am informed that, as in all health care, in the practice of
chiropractic there are some very slight risks to treatment including, but not limited to, muscle
strains and sprains, disc injuries and strokes. | do not expect the doctor to be able to
anticipate and explain all the risks and complications. Therefore, | wish to rely on the doctor
to exercise judgement during the course of the procedure which the doctor feels at the time,
based upon the facts then known, is in my best interests.

I have read the above consent. | have also had an opportunity to ask guestions about its
content and by signing below | agree to the above named procedures. | intend this consent
form to cover the entire course of treatment for my present condition and for any future
conditions for which | may seek treatment.

TO BE COMPLETED BY THE PATIENT:

PRINT PATIENT'S NAME SIGNATURE OF PATIENT
(OR PARENT/GUARDIAN IF UNDER 18]

DATE SIGNED

WITNESS TO ABOVE SIGNATURE

DR. DAVID E. KOIVURANTA
DOCTOR OF CHIROPRACTIC
72 ST. CLAIR AVENUE WEST

TORONTO, ON M4V IM7

416-961-1900







