[.iveWell

Family Health Centre
WELCOME TO OUR CENTRE

General Information

Name: Today's Date (D/M/Y):

Name you preferred to be called?: Date of Birth (D/M/Y):

Address: City: Postal Code:
Phone: Home Mobile: Work:

Email: Occupation:

Marital Status: Single Married Divorced Widowed Other Children: No Yes, #

How did you hear about us?

Health History

2) If a complaint, please list in order of severity:

1) What brings you to the Centre? Wellness or Complaint )"\ /(

(/.

i “\ - { A

1
3) Please SHADE in the affected area(s) and CIRCLE symptoms that ' ( l

apply: «
Achy Stiffness Weakness  Numbness Sharp 3) L

Cramping  Burning  Pins & Needles

FRONT BACK

4) Have you ever had Chiropractic care before? No Yes When:

Name of Chiropractor:

List other professionals/doctors consulted for these conditions:

i: When:
ii: When:
Did you receive benefit from their treatment? Explain:

Were X-rays, MRI or CT scans performed? No Yes When:

5) How does this complaint affect your life? What are you unable to do?




6) Are you currently taking any Supplements or Medications?

Supplements:

Medications:

No

Yes, please list:

7) How would you rate your overall level of STRESS? Mark a vertical line below.

VERY LOW

What are the primary sources of your STRESS?

VERY HIGH

8) Please rate the following QUALITY OF LIFE statements. Circle a number from 1(poor) to 10 (excellent):

My ENERGY level is: 1 2 3 4 5 6 7 9 10
My MENTAL HEALTH is: 1 2 3 4 5 6 7 8 9 10
My CONCENTRATION is: 1 2 3 4 5 6 7 8 9 10
My MEMORY is: 1 2 3 4 5 6 7 8 9 10
My RESISTANCE to ILLNESS is: 1 2 3 4 5 6 7 8 9 10
My BREATHING is: 1 2 3 4 5 6 7 8 9 10
My DIGESTION is: 1 2 3 4 5 6 7 8 9 10
My QUALITY of SLEEP is: 1 2 3 4 5 6 7 8 9 10
My FLEXIBILITY is: 1 2 3 4 5 6 7 8 9 10
My COMFORT during Menstruation is: 1 2 3 4 5 6 7 8 9 10
My REGULARITY of Menstruation is: 1 2 3 4 5 6 7 8 9 10

9) How would you rate your overall Health. Mark a vertical line below.

VERY SICK

10) List things that you do to promote good health:

VERY HEALTHY

11) List any OPERATIONS, ACCIDENTS, and/or HOSPITALIZATIONS and when they occurred:




12) Circle the conditions you are experiencing NOW (N) and/or have in the PAST (P):

Headache

Migraine

Light Sensitive

Ringing in Ears

Loss of Balance

Dizziness

Fainting

Loss of Taste

Loss of Smell

Hearing Loss

Anxiety

Depression

ADD

ADHD

PTSD

Fatigue

Ear Infections
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Sinus Congestion

Visual Disturbance
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Problems Sleeping

Neck Pain

Tingling in arm/hand
Shoulder Problems
Elbow pain

Wrist pain

Mid-Back Pain

Low Back Pain

Hip Pain

Knee Pain

Ankle Pain

Tingling in leg/foot
Ankle sprains

Shin Splints

Plantar fasciitis
Bunions
Osteoarthritis
Rheumatoid Arthritis
Psoriatic Arthritis

Gout
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Asthma
Allergies

Rash

Eczema
Chronic cough
Emphysema
Short of breath
Heartburn
Indigestion
Ulcer
Constipation
Diarrhea
Crohns/Colitis
Bloating
Hiatus Hernia
Kidney Stones
Gall Stones
Excess Gas

Urinary Problems
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Heart Attack

Heart Disease

High Blood Pressure
Low Blood Pressure
Stroke

TIA

Hyperthyroid
Hypothyroid
Cancer

Weight Loss
Weight Gain
Diabetes | or Il
Osteoporosis
Multiple Sclerosis
Irregular Periods
PMS

Fibroids
Endometriosis
Enlarged Prostate

Erectile Dysfunction

Please elaborate on any of the above conditions or any condition that has not been listed:

13) Do you smoke, use any tobacco/marijuana products, or recreational drugs?

Please specify:

Yes No

Alcohol use? Yes

Please specify:

No

14) What health GOALS are you hoping to achieve at our Centre?

15) What is your level of commitment to achieving these GOALS? Mark a vertical line below.

VERY LOW

VERY HIGH




OUR APPROACH

At LiveWell we believe your health is based on 4 underlying principles:

1) The body is designed with an inborn ability to maintain itself in a state of proper function.

2) The brain and Nerve System control and coordinate all the functions in the body.

3) Interference in the Nerve System reduces the body's ability to heal and function in a coordinated manner.

4) As Doctors of Chiropractic we address one form of nerve interference to the Nerve System called Vertebral Subluxa-
tion. By reducing/removing Subluxations from your spine we restore your body's ability to self-heal and self-regulate.

ABOUT US

Drs. Jason & Sabrina Bercovitch are married, proud parents of three beautiful children and both passionate about get-
ting people healthy. They both obtained their Doctor of Chiropractic degrees from the Canadian Memorial Chiroprac-
tic College in Toronto in 1999. Dr. Jason completed his prerequisite study at McGill University. Dr. Sabrina received her
BSc Honors degree in Microbiology from the University of Toronto. They both complete many hours of postgraduate
education each year.

INFORMED CONSENT

Physicians, Chiropractors, Osteopaths and Physiotherapists are required to advise patients of the following: there have
been very rare incidents of injury to the vertebral artery during the course of neck treatment. This has caused strokes or
stroke-like occurrences. The chances of this occurring are less than one in 5 million. Tests will be performed on you to
minimize this risk. Chiropractic is considered the safest and most effective forms of therapy for neck conditions. If you

have any questions about this topic please ask Dr. Bercovitch. Please Initial I:I

OFFICE POLICIES

APPOINTMENTS. Each visit is scheduled as an ADJUSTMENT. A program of care will be designed specifically for you
to achieve the results you want. To schedule, re-schedule or cancel an appointment you can call, email or visit the front
desk. We ask for as much notice as possible for rescheduled or cancelled appointments as not to interfere with the flow
of the Centre.

EACH VISIT. Please remove winter boots or wet/muddy shoes before entering the adjustment room. Slippers are
provided for your convenience. When you enter the room for your adjustment we require that you turn off your phone,
place pocket items (keys, change, wallets, etc) in the bowl provided and lay down on the table.

FEE SCHEDULE. Patients are responsible for their entire balance. Payment of your bill is expected on the day of
service. We accept cash, cheques, debit, Mastercard and Visa. Receipts for your insurance are provided upon request.

REFERRALS. You are welcome to refer friends and family directly to the Centre.

OPEN COMMUNICATION. If you ever have any questions or concerns regarding any aspect of your health we want to
know. Please inform the front desk before your adjustment so appropriate time can be scheduled.

E-MAIL. At LiveWell Family Health Centre, we use e-mail and other forms of electronic communication to conduct
regular business with our clients. We never share this information with any individual or third party outside our
Centre. Please initial the following statement:

| give permission to LiveWell Family Health Centre to send me statements, receipts, appointment reminders/calendars,
upcoming events notices, newsletters and/or other health information via e-mail. ..
Please Initial I:I

1, ensure that the health information provided is accurate. |

have read and understand the above office policies.

Signature: Date: D M Y




