Brant Arts Chiropractic   Dr. Brent L Moyer   672 Brant St. Suite 201 Burlington ON L7R 2H3  #905-637-6100
Brant Arts Chiropractic
History/Intake Form
It is a pleasure to welcome you to our family of happy chiropractic patients. We look forward to working with you on your road to better health. Our duty is to serve you and your health care needs.

Date:____________________________
Name:___________________________  Date of Birth:______/________/________
Address:_________________________		       day        month      year
City:_____________________________Healthcard #_________________________
Postal code:_______________________ Home phone#________________________
       Cell phone#_________________________
					      Work phone#________________________
E-mail address: _______________________________________________________
Status(please check):  Married   Single  Separated  Divorced   Common-Law    
			Widowed

Who referred you to our office so we may thank them:_________________________

How will payments be made: Cash   Interac  Visa  MasterCard   
Extended Health Insurance:________________________________________

Is this complaint the result of a recent car accident?  Yes   No

Chief Complaint (please describe you presenting symptoms):_______________________
________________________________________________________________________________________________________________________________________________

Onset (when did this start, what caused it?):____________________________________
________________________________________________________________________

Have you had this problem before?(if so, when?)________________________________

Have you received any treatment for this condition? (if yes, when and what were the results?):________________________________________________________________________________________________________________________________________

Has the problem been getting:  Better  Staying the same  Worse

What makes the condition worse?___________________________________________
What makes the condition feel better?________________________________________

How has this condition affected your daily activities/sleep/mood etc.?(please describe):
________________________________________________________________________________________________________________________________________________

What are your goals for care?   Lasting Correction    Temporary Relief     Wellness/Prevention    Other:_________________________________

Medical Health History
Family Doctor:_______________________& Office location:______________________
May we send a report to your family doctor?   No    Yes-please initial for consent___             

Any previous accidents/falls (please describe, when?):____________________________
________________________________________________________________________

Any previous surgeries(list all with estimated date):______________________________
________________________________________________________________________

Your medical history of diagnosed conditions: (check all that apply to you)
 Diabetes			 Arthritis ______________	 Stroke
 High Blood Pressure	 Rheumatoid arthritis	 Liver disease/Hepatitis___
 High Cholesterol		 Osteoporosis		 Autoimmune disorder
 Heart disease		 Asthma	 		 Thyroid disease
 Cancer________________	 Acid Reflux (GERD)	 Allergies______________
 Other_________________________________________________________________

Medications (please list all):________________________________________________
________________________________________________________________________
Supplements(vitamins/minerals/herbs):________________________________________________________________________________________________________________

Family History of Conditions/Illnesses:________________________________________
________________________________________________________________________
Fee Schedule
Initial examination 85			Custom-made orthotics 475
Re-examinations 65			Extended treatment/ART 75
Adjustments 45			Report of Findings 20
Student 37				Laser Therapy 47  	
Laser with Adjustments 60
Office Policies: 
Fees are due at the time of service rendered, unless arrangements are made in advance. Fees may change but will be notified in advance. 

Cancellations- Our office would appreciate at least 24 hours notice prior to cancellation or fees may be applied at the discretion of the doctor. Please notify us as soon as possible so your missed appointment may be rescheduled.

I have read and understand the office policies. 

Signature:_______________________________________ Date:___________________
Parent or Guardian’s name if under 18 ________________________________________
