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CATANIA CHIROPRACTIC
Dr. Paul Catania
320 Dundas St.
London, ON N6B 3R8

Name:

Address: City:. Postal Code:
HomePhone: = BusinessPhone: . Cellular:

Email:

By providing your e-mail you consent to e-mail reminders for appointments and notices regarding special notices that affect my care from
Catania Chiropractic.

Dateof Birth: —/_ /.

DD MM Yy
Number of Children: Occupation: Employer :

Gender: [ Male [] Female Marital Status: C Single [ Married [J Divorced [ Widow

Have you ever had previous chiropractic care? [ Yes ONo  With who?

Who referred you to our office?

State your primary complaint and/or concern:

When did it first start? Have you had it in the past? [ Yes, if so when [JNo

What makes it worse?

What makes it better?

Describe how it feels?
Osharp O dull Oachy [ throbbing 0 numb [ tingling [ burning

[ stiff [T other(please explain)

Please circle the location of your complaint:
1 My condition is localized to a specific area
Or

0 It radiates to other parts of body, explain:

Is this condition: _ constant [J comes and goes [ getting worse with time
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General

[T Allergy

[ Loss of balance
[ Fainting

L Diabetes

[ Skin problems
[ Hyperactivity

Respiratory

(] Chronic cough

[ Spitting up phlegm
LI Spitting up blood
[ Chest pain

] Asthma

1 Emphysema
 Bronchitis

LI Croup

Urinary

[ Painful urination
[ Bed-wetting

U Frequent urination
[1Blood in urine

Other:

Systems Analysis

Muscle and Joint

[ Backache

[ Neck pain

[T Hernia

[ Spinal curvature
[J Poor posture

[ Painful Tailbone

Stress Symptoms

[ Headaches

[J Migraines

[ Loss of sleep

T Loss of concentration
T Irritable/nervousness
(1 Depression

[J Decreased energy

LI Tension

Personal Stress Levels

Past Present

Eyes, Ears, Nose & Throat

_| Earache/Infections
T Deafness

[l Ringing in ears

U Sinus trouble

[J Allergies

[ Vision problems

Cardiovascular

[ Rapid heart beat

[ Slow heart beat

[ High blood pressure
ow blood pressure
[ Poor circulation

LI Swelling of ankles

LI Previous heart attack
[ Previous stroke

High u] )
Moderate O o
Light D 0
None (] O

Gastro-Intestinal

L Difficult digestion
[ Belching or gas

[ Nausea

LI Vomiting

[l Constipation
Diarrhea

"I Liver Trouble

] Gall bladder trouble
"I Food
sensitivity/allergy

Women Only

[J Painful menstruation

[ Excessive flow

TTlrregular

I Abnormal discharge
Birth control pill

L Previous miscarriage

[1Menopausal

Please indicate any medications you are presently taking:

Please list any significant iliness, operations, accidents, falls or traumas:

Signature Date signed
Office Use Only
Bilateral Weight Scales
Left Ibs Right, Ibs Difference Ibs
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Your Name:

FAMILY HEALTH HISTORY

* Please take the proper time necessary to complete this form to the very best of your knowledge as this infor-
mation will be used by Dr. Catania to correlate any familial or hereditary factors that may be
contributing to the cause of your particular condition.

Condition Mother | Father |Brother | Sister ész{‘ Spouse C};id (}l:?d CShrﬁld
Allergies
Asthma / Difficulty
Breathing
Depression

Stress / Anxiety

Arm/ Hand Pain

Numbness / Tingling

Arthritis

Back Pain

Leg Pain

Foot Trouble

Imbalance /
Clumsiness

Bladder / Urinary
Problems

Bedwetting

Blood Pressure
High / Low

Constipation /
Irritable Bowel /
Colitis

Carpal Tunnel
Syndrome

Chest Pain

Chronic Fatigue

Fibromyalgia

Frequent Colds

Attention Dcrul
Disorder

Hyperactivity

Hearing Loss

Vision Loss

Diabetes

Continue on reverse side >
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Condition Mother

Father

Brother

Sister

Other
Family

Spouse

1si
Chi

t
Id

2nd
Child

3rd
Child

Dise Problems

Dizziness

Frequent Ear
Infections

Skin Problems

Infantile Colic

Decreased Encrgy /
Tiredness

Fertility Problems

Heart Burn / Acid
Reflux

Stomach Ulcers

Headaches /
Migraines

Hip Pain

Mental / Emotional
Problems

TMJ / Jaw Pain

Knee Pain

Menstrual Difficulties

Memory Loss

Neck Pain / Stiffness

Poor Posture

Ringing in Fars/
Tinnitus

Sciatica

Scoliosis

Shoulder Problems

Sinus Problems

Sleeping Difficultics

Tremors

Dizziness / Vertigo

Whiplash

Difficulty
Concentrating

Behaviour/ Learning
Disorders

Epilepsy

Pinched Nerve
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CANADIAN CHIROPRACTIC PROTECTIVE ASSOCIATION

Informed Consent to Chiropractic Treatment FORM L

There are risks and possible risks associated with manual therapy techniques used by doctors of
chiropractic. In particular you should note:

a) While rare, some patients may experience short term aggravation of symptoms or muscle and
ligament strains or sprains as a result of manual therapy techniques. Although uncommon, rib
fractures have also been known to occur following certain manual therapy procedures;

b) There are reported cases of stroke associated with visits to medical doctors and chiropractors.
Research and scientific evidence does not establish a cause and effect relationship between
chiropractic treatment and the occurrence of stroke. Recent studies suggest that patients may
be consulting medical doctors and chiropractors when they are in the early stages of a stroke. In
essence, there is a stroke already in progress. However, you are being informed of this reported
association because a stroke may cause serious neurological impairment or even death. The
possibility of such injuries occurring in association with upper cervical adjustment is extremely
remote;

c) There are rare reported cases of disc injuries identified following cervical and lumbar spinal
adjustment, although no scientific evidence has demonstrated such injuries are caused, or may
be caused, by spinal adjustments or other chiropractic treatment;

d) There are infrequent reported cases of burns or skin irritation in association with the use of
some types of electrical therapy offered by some doctors of chiropractic.

| acknowledge | have read this consent and | have discussed, or have been offered the opportunity to
discuss, with my chiropractor the nature and purpose of chiropractic treatment in general, (including
spinal adjustment), the treatment options and recommendations for my condition, and the contents of
this Consent.

| consent to the chiropractic treatment recommended to me by my chiropractor including any
recommended spinal adjustments.

I intend this consent to apply to all my present and future chiropractic care.

Dated this day of , 20
Patient Signature (Legal Guardian) Witness of Signature
Name: Name:

(please print) (please print)

CCPA12.08 (ENGLISH)




