
        ENTRANCE FORM

Name:____________________________Date:_______________________

Address:______________________________________________________

City, Province:_____________________________Postal Code:_________________

Home phone:_____________________  Business phone:______________________

Date of Birth (D/M/Y): _________________ Age: ___________ 
 
Occupation:____________________________________________________________

Employer:______________________________________________________________

Address:_______________________________________________________________

Closest Relative/Spouse:________________________________________________
  
Phone:______________________________

Provincial Health Card Number:_________________Letter Code:_____________
 
 How did you hear about our office: friend         phone book     
  
 Other: ________________________________________________________

Reason for consulting this office: __________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________



Please check the services that you are interested in:

Chiropractic Care
Massage Therapy
Nutritional Counselling/Biosignature Evaluation
Exercise/Rehab

PRIOR CHIROPRACTIC CARE:

Name of Chiropractor:___________________________
   
Telephone:___________________________

X-rays taken: Yes  No  

Date:_____________________________

 Date of Last Chiropractic Treatment:_____________________________
 

Results: Excellent Good  Fair  Poor

 MEDICAL DOCTOR:

 Name:_______________________________

 Telephone:____________________________

 Address:________________________________________

 Date of Last Appointment:__________Date of Last Physical:____________


