SXBRIDGE Kendra Clifford, N.D.

CHIROPRACTIC 905-852-7704

CENTRE 26 Brock St. E., Uxbridge, ON L9P 1P1

First Name: Initial: Last Name: M F

Address: City: Postal Code:
Please list only the numbers at which we may contact you

Home Phone: E-Mail:

Business Phone: Cell:

May we leave messages at the above numbers? YES/ NO No confidential information is left on
voicemail

How did you hear about our clinic?

Date of birth: Occupation:

Emergency Contact: Phone:

Other health care providers:

Name: Name: Name:
Designation: Designation: Designation:
Phone: Phone: Phone:

THIS IS A CONFIDENTIAL RECORD OF YOUR MEDICAL HISTORY AND WILL BE KEPT IN THIS
OFFICE. INFORMATION CONTAINED HERE WILL NOT BE RELEASED TO ANY PERSON EXCEPT
WHEN YOU HAVE AUTHORIZED US IN WRITING TO DO SO. PLEASE COMPLETE THIS
QUESTIONNAIRE AS THOROUGHLY AS POSSIBLE.

What health concerns brought you to this office today?

If this is a chronic illness, how long have you had this condition?

Who diagnosed your illness? When was your diagnosis made?

What specialists have you seen?

If you are female are you currently pregnant?  YES/NO



SXBRIDGE Kendra Clifford, N.D.

C HIROPRAC TIC 905-852-7704

CENTRE 26 Brock St. E., Uxbridge, ON L9P 1P1

CURRENT MEDICATIONS:
List all CURRENT prescribed medications and dosages:

List all CURRENT non-prescription medication used:

List all CURRENT vitamins, minerals, herbs, that you take more than occasionally:

List all PAST prescribed medications that you've taken for longer than 3 months:

Have you had any adverse reactions to medications in the past: YES / NO
If so, indicate the medication name, when you took it, and the reaction you experienced:

List all known allergies:

How many times have you been treated with antibiotics in the last 5 years?
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C HIROPRAC TIC 905-852-7704
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FAMILY MEDICAL HISTORY:
Please indicate if anyone in your family has experienced any of the following

Anemia:

Arthritis:

Asthma:

Autoimmune disease:

Cancer:

Diabetes:

Eczema:

Epilepsy:

Glaucoma:

Hay fever:

Heart disease:

High blood pressure:

Hives:

Kidney disease:

Mental illness:

Psoriasis:

Stroke:

Substance Abuse:
Other:
MEDICAL HISTORY

Blood type:

Date of last physical exam: For what reason?

Do you get regular SCREENING TESTS done by another doctor? (PAP, Blood tests etc.) YES / NO



SXBRIDGE Kendra Clifford, N.D.

CHIROPRACTIC 905-852-7704

CENTRE 26 Brock St. E., Uxbridge, ON L9P 1P1

Please check only those that pertain to you personally

DAlcohol abuse OFemale Gynaecological problems oSkin Problems
DAllergies OGallstones oStroke
DAnaemia OGum/Teeth problems OSuicide
DAsthma OHeart attack OThyroid problems
DArthritis OHeart problems OTuberculosis
DOBack, muscle, joint pain OHigh blood pressure OUlcers
OBladder/urine problems OKidney problems OVenereal disease
OCandida OMeasles OChronic fatigue
DEpilepsy ODepression oLiver problems
ODiabetes OOverweight OChronic sinusitis
ORheumatic fever OPsychological problems oCancer

OLung problems OPneumonia OGout
OMononucleosis OEczema OBowel disease
OInfluenza OHay fever OConstipation
ORheumatism OPleurisy OHives

OMalaria OChronic swollen glands OHypoglycaemia
PERSONAL HEALTH HABITS

Height: Current weight: Weight 1 year ago:

Do you smoke? YES / NO  Amount/day? Years smoking?

Are you exposed to smoking at home? YES/NO Are you exposed to smoking at work? YES/NO

Alcohol use? YES/NO Type? Frequency?
Recreational Drug Use? YES/ NO Type? Frequency?
Caffeine use? YES/NO Type? Frequency?
Are there any food groups that you avoid? YES/NO

Which foods and why:

Are you frequently exposed to animals? YES/NO



SXBRIDGE Kendra Clifford, N.D.

CHIROPRACTIC 905-852-7704

CENTRE 26 Brock St. E., Uxbridge, ON L9P 1P1

Are you regularly exposed to toxins or other hazards? YES/NO

What kind?
Do you exercise regularly? YES/NO Type: Frequency:
How many hours do you sleep at night? Do you wake rested? YES/NO

What level of personal stress are you experiencing?

What would you say your main stressor is?

What do you do to deal with stress?

When was your last vacation?

What are your hobbies?

CHRONOLOGICAL HEALTH HISTORY

This kind of health history helps to establish trends in a person’s health that may be relevant to
present conditions. Indicate below any accidents, broken bones, falls, illnesses, hospitalization,
surgeries, and any emotional traumas such as deaths, loss of jobs, divorces, etc.

Year 1-5:
Year 6-10:
Year 11-15:
Year 16-20:
Year 21-25:
Year 26-30:
Year 31-35:
Year 36-40:
Year 41-45:
Year 46-50:
Year 51-60:
Year 61-70:
Year 71-75:
Year 76-80:
Year 81-90:
Years 90+:
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SYMPTOMS REVIEW

Please check (V) Y if you have the symptom now, and P if the symptom is in the past

SKIN Y [P NOSE & SINUSES Y P |CARDIOVASCULAR
Rashes Frequent colds Angina
Hives Nose bleeds Murmurs
AL Stuftness |Chest pain
Bals Hay faver Swelling in arkles
Eczema Infecions |Palpitation, Nuttering
Paoriasis Other |Last ECG
Dry skn |Other
hching MOUTH & THROAT Yy Ip
Lumps Hoarsenass [BREASTS
Nignt sweats [Gum protiems [D= you 90 broast sot exam?
Cthar D*culty swallowing [Lumps
Dantal peoblams |Pain (or tenderness)
HEAD Y |P Sores |Nipple gscharge
Tersion haadaches Dryress |Last mammogram
Moraine haadaches Sore throat |Other
Head injury Loss of tlaste
[Dzziness Othar [GASTROINTESTINAL
{Cther Trouble swalowng
NECK Y P [Heartbom
EYE Y |P Lumps [Change in appetite
Impaired vision Swolen glands |Nausea
Use of contact lenses Goiter Vomiting
Eye pan Pain or stiffness Vomiting bicod
Tearing Other |Belching
|[Onyress |Passng gas
|Double vision RESPIRATORY Y P [Abdormninal pain
Glaucoma Cough |Incigestion
Cataracts Spatum |Ciarmhea
Blurring Spatting 1o blood |Consspaton
Lot senstive Wheaezng [Biood in stool
hohing Asthma [Femarrhoigs
Rodress Bronchitis [Black_ sarry stool
gmno fnoumonie Jaundice
8lingd spot Floursy Liver 350856
Other Ermphyserna |Galbiadder dsease
D#Sculty breathing |Food allergy
EARS Y |P Pain on breathing [Miatus hemia
Impaired hearng Shortness of breath |Last colonoscopy
Camcre Shorness of dreath at night Iothe(
|Diziness Shortness of treath when hying
|Discharge Positive tubercuin tost |BLOODILYMPHATIC
Infections Last TS test Anaemna
EXCHSE VO Wax Last chast X-ray |Easy beadingbruising
Cthar Other |Past transfusions
[Lymph node swaling
|Other
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|URINARY Y |P FEMALE REPRODUCTIVE |[Y P |ENDOCRINE [y |p
[Pan on urnation Chack saxal prefannce: [Heat or coid moerance
hereased Yeguancy Heaterosaxual nyroid trouble
Frequency at nght Homosaxual Excassive thirst
habiity to ho'd urine Bisexual |Excessive hungar
Frequent nfecions Menopause |Excessive urination
Kicney stones Age of onset [Excessive sweating
|8icod n urine Hormane therapy |Cabetes
|Reduced urine fow Last gynaecological exam |Mypogycemia
{Cthar Last pap smear [Mormone therapy

Other [Other
MALE REPRODUCTIVE Y |P
Homa MUSCULOSKELETAL Y P |EMOTIONAL Y |p
Tosticuar masses Srokan bones Cepression
Teshouar pan Muscle spasms/cramps ANGrY
IMpotencs Weauness Mood swings
Pramatune eacdation Joint swalling Anxiety
Vanareal disesss Backache Nervousness
Discharge of s0ms Othar anson
Sexualy active %obos
Check sexual preference: PEREPHERAL VASCULAR |y p |Irsomm
Heterosexual Deep leg pan Sexual difficuties
Homosexusl Cald handsfoet |Crug abuse
[Bmexual Varicose veins |Psychiatrc care
|Last prostate exam Thrombcphicoss |Psychological courseling
|Last PSA level Leg cramps |Other
|Cthar Extremity numbness

Extremity coldness
FEMALE REPRODUCTIVE |y |P Extremity sweling
Age of first mansas Extramity ulcars
Last manstrual perod Other
Number of days of menses
Langth of cycle NEUROLOGIC Y P
Bleadng betwaen panods Fainting
Fregular cyces SeszureComadsions
Pan duiing inacoursa Paralysis
Paniy manses Muscle weakness
Excessve flow Numbness or tingling
o\MS Loss of memory
|Number of pregnancies Involuntary movernents
[Number of iife births Loss of balance
{Number of miscariages Sposch prodlems
Number of aborticns Other
Difficulty conceiving
Sexual difficulties
Vaginal discharge
Vaginal iiching
Sexually actve




