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	Stefani De Marco B.H.K D.O.M.P          

First Name:_____________________ Last Name:_______________________________
Address: __________________________City:__________________Province:___________
Postal Code:________________________
Phone number: __________________________ Cell: ___________________________
Emergency Contact & Number: ____________________________________________
Email: _____________________________________________________ 
DOB:______________  Age: ______ Occupation:_________________Gender _______
How did you hear about me?___________________________________

What brings you in today?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did this problem start?_______________________________________________
Does it radiate? YES or NO   To where?______________________________
Does it interfere with: Daily Routine, Sleep, Work? Other interferences not listed please explain if applicable  ___________________________________________________
Have you seen any other professionals for this? If so who and when?
________________________________________________________________________
What makes it better? __________________________________________________ 
What makes it worse?__________________________________________________
Check symptoms that may apply : Aching___ Dull _____ Burning ____ Tingles ____ Pain ______ Tight ____ Numbness____ Sharp _____ Shooting _____Hot_____ Cold________  
Describe other symptoms not listed above_____________________________________
When your symptoms are at their worst from 1-10 (10 being the worst) please indicate on scale 1--2--3—4—5—6—7—8—9—10  
What is your pain right now from 1 -10: 1—2—3—4—5—6—7—8—9—10  
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Do you have any internal equipment ie. Knee Replacement?
_______________________________________________
Motor Vehicle Accidents and Dates of Accident/s (Within the last 2 years) ________________________________________________________________________________________________________________________________________
 Recent Surgery/ Surgeries and Dates (Within the last 2 years)  ___________________________________________________________
______________________________________________________________




Please indicate any illnesses or functional disorders you are experiencing or have experienced 

Cardiovascular 		   Musculoskeletal		 Other
High BP		    	   Neck				 Arthritis (OA/RA)
Low BP				   Back (Mid/Low)		 Skin Disorders	 ex. Eczema	
Heart Disease/Attack		   Shoulders			 Infections 
Stroke				   Arms				 Vision Problems	
Varicose Veins  		   Elbows			 Ear Problems	
Thrombophlebitis 		   Hands			 Nose / Throat
				   Hips				 Dizziness
Gastrointestinal		   Legs				 Nervous System Disorders
GERD (Heartburn)		   Knees			 Psychiatric Disorders		
Dyspepsia(Nausea/Bloat)	   Feet				 Cancer
Constipation 		                TMJ				 Diabetes Type 1 or 2
IBS			                Head (Aches, Migraine)          Thyroid
Liver/Gall Bladder Disease       				 Epilepsy 	
								 Allergies? ______________
								_______________________
Respiratory 			   Women			Frequent Colds? Y/N	
Asthma 			   Pregnant Y/N
Bronchitis 		     	   Due Date__________	
COPD				   How Many Pregnancy’s? ____
Emphysema 	                             How Many Children? ______
                                                        OBGYN / Professionals Name ______________________		     			   Any Irregular Symptoms with Menstrual Cycle (including 
 Genitourinary 	                aches and pains) ________________________________
 Kidney 			
 Bladder 	                             
 Chronic/ Infrequent Urination 

Current Medications/ Supplements:
1)_________________________________________
2)_________________________________________
3)_______________________________________
4)_______________________________________
5)_______________________________________

Any Other General Health Concerns not listed above
Signature ______________________________________ Date ____________________
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