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Thank you for the giving us the opportunity to serve you.  We acknowledge and appreciate your 
interest in including us on your path to wellness!  With respect to your examination or re-evaluation 
appointment; this is a long appointment, typically 30 to 60 minutes.  Rescheduling an examination or 
re-evaluation requires 48 hours notice.  Please be considerate of our schedule.  

 
Only adjustments are scheduled during peak demand hours at the clinic to allow for minimal 
disturbance of patient’s commute, work and family times.  We greatly appreciate adequate notice for 
rescheduling appointments.  This will give us the chance to allow someone else to use that 
appointment time. 
 
Fees for all services or products are due when service is rendered.  Payment can be made by debit 
card, Mastercard, Visa or cash. There is no facility to allow patients to run account balances.  Any 
questions regarding fees can be directed to Sue at the front desk, or Dr. Hewitt. 

All fees for services rendered remain the responsibility of the patient and are due when services are 
rendered.  Extended Health Plans, and Automobile Insurance are an arrangement between the patient 
and their providers.  The patient seeks repayment of their out of pocket expenses, the clinic will not 
direct bill to these providers.  Forms and reports needed for payment to the patient for other insured 
services are promptly prepared with reasonable notice after receipt of payment. 

 
Patient / Parent /Guardian’s name: _______________________________________________(please 
print) 
 
Patient/Parent/Guardian’s signature: _________________________________ Date: 
__________________ 

Dear Patient; 
 
The ability to draw effective conclusions about your present state of health can give significant 
insight into the best approach to your case and best plan of action for your care.  All of this is made 
easier by your careful, accurate and thoughtful responses to the attached questions, and those posed 
during your consultations.   
Dr. Hewitt is the only person who will review these forms.  Your careful consideration of each of the 
questions will enhance our ability to provide focused, efficient, individualized care for you.  If there 
are a few questions you cannot or choose not to answer, leave them blank and Dr. Hewitt will review 
them with you at your consultation.   
We are looking forward to working with you to achieve your health goals! 
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The human body is naturally healthy.  Throughout life, events occur and choices are 
made which can begin to interfere with the body’s ability to express, manage and adapt 
it’s healthy function.  Following your exam, we will outline a course of care to begin to 
correct these layers of damage and recover your wellness potential.   
As Chiropractors, our primary interest is in improving your function so your body can 
heal and function optimally. 

if NO... leave blank….  
if YES... make a mark …  or  or ◼ 

Do you wish to have a report sent to your medical doctor 
regarding your care at this clinic?  
Dr.’s name and address: ______________________________ 
____________________________________________________ 

Was your mother well while pregnant?                         
Explain: ________________________________ 

Was your birth process:  natural?  C-section?                                                                                                       
forceps?    epidural? 

Were you breast fed?  What else did you eat in 
your first 6 months? _______________________ 

Were you hospitalized prior to age 2?                            
Why? ______________________________________ 

Were you medicated prior to age two?                            
Why? ______________________________________ 
With what? _________________________________ 

Did you suffer any childhood illness/trauma?                
Explain ____________________________________ 
___________________________________________ 

Do you exercise? 

Type                         Times (/wk)        duration(mins) 

____________          _________          ____________ 

____________          _________          ____________ 

____________          _________          ____________ 

Do you get short of breath from light efforts? 

Your heart rate: exercising?______ @ rest?______ 

Do you sweat while exercising:  heavily   
lightly 

Do you use:   saunas   steambaths    hot tub           
How often?     _____/wk    ________/wk     _____/wk 

Do you receive Therapeutic Massage?                                
How often?__________________________________ 

Regular hours of sleep most nights:____________ 
Are you rested after sleeping?                                                  
If not, why not? ______________________________ 
____________________________________________ 
 
You sleep on your:  right  left  front  back 
With a leg bent up and flared out? right     left 
 
Do you nap regularly during the day? 
How often? ______days/week for ______ mins. 

Do you eat a balanced, “healthy food” diet? 
Are you on a special diet? Which? 
____________ Why? 
_______________________________________ 
Do you avoid certain foods?                          
Which foods? ______________________________ 
Why? _____________________________________ 
Do you fast? Why?________________________ 
Do you eat a high fibre diet?                                              
Which foods? ______________________________ 
__________________________________________ 
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Are there any significant stressors in your life? 
Drug 

or 
Supplement 

name 

Why are 
you taking 

this? 

Dosage  
and 

frequency 

How 
consistent 

are you with 
this? 

 Personal  Family 
 Work   Social 
 Health     Aging      
 Money  Smoking 
 Drugs  Alcohol     
 Gambling  Exercise addiction     
 Inactivity  Food     
 Do you have difficulty making choices?     
 Are you easily irritated?     
 Do you have difficulty concentrating?     

 If I take action, I can stay healthy.  Good health is largely a matter of luck! 
 Health professionals control my health.  I am in control of my health. 

 Acupuncturist   Homeopath  Naturopath  Reflexologist 
 Chiropractor  Optometrist  Physiotherapist  Shiatsu Therapist 
 Dentist  Massage  Psychiatrist others: 
 Dietitian  Medical Doctor  Psychologist   

 
Health and disease are often related to genetically inherited traits.  Please note if you, your parents, or siblings have now 
or have had in the past any significant problems with the listed structures or functions, or if they have been diagnosed with 
any of the listed conditions. 
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scoliosis    stomach    skin    blood disease    stroke    

headaches    pancreas    varicose veins    A.I.D.S.    mental illness    

migraines    liver    arm numb    hypothyroid    brain disorder    

eye disease    gall bladder    leg numb    hyperthyroid    alcoholism    

ear infection    intestines    neck pain    cold hands    drug abuse    

ears- ringing    bowels    mid back pain    cold feet    cancer    

tooth decay    kidney    low back pain    heel pain    Fibromyalgia    

jaw problems    bladder    slow healing    hepatitis    Alzheimer's    

nose/smell    uterus    easy bruising    diabetes    Cystic Fibrosis    

freq. colds    cervix    Parkinson’s    Chronic Fatigue    Breast Cancer    

frequent flu    prostate    heart disease    Osteoarthritis    hemorrhoids    

asthma    hypertension / high blood pressure    Rheumatoid arthritis    

bronchitis    hypotension / low blood pressure    Muscular Dystrophy    

    eyes very light sensitive    Multiple Sclerosis    

Are you pregnant?   Do you use birth control?    Which product? 
When was your last period? date of onset (day 1):                                        (this is relevant to the timing of taking any Xrays if necessary) 
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Dear Patient: This is usually considered by most to be an unusual set of questions to ask people. Rest assured that the 
information is important. For years we have known that the bowel is often a window to your health status. The results of 
this survey will give us insight into your speed of recovery and possibly other factors affecting your health you may not 
have considered! Please be accurate and thorough. 
 
       never 
       infrequently 
       frequently 
       most commonly 

  I move my bowels:  _____x/day  _____x/week   
  Laxative use?  ________ x/week   
  Which brand? ______________________________ 

 difficult to initiate  frequency 
 movements create cramps/discomfort  Do you pass this gas? 
 well formed and soft  foul smelling 
 loose, but not watery  odourless 
 large (3 fingers X 6” long)  causes bloating 
 medium (2 fingers X 4-6” long)  causes cramps/discomfort 
 thin, long, narrow  women: associated with onset of period 
 alternates: constipation / diarrhea  women: is associated with ovulation 
 diarrhea  associated with medication: 
 small and hard  large volumes 
 float   moderate volumes 
 foul smelling        odourless  small volumes 
 greasy, shiny  more late in day 
 yellow, clay coloured  more after meals 
 greenish coloured  more after certain foods;  
 medium brown list foods: __________________________________             
 dark brown  ____________________________________________________ 

 very dark / black, like coffee grounds  
 blood is visible in them  I use bottled water 
 mucous is visible in them  I use city water....      filtered? 
 it varies a lot  I use well water 
 very dark / black  I drink 48-64oz of water each day 

 I feel satisfied I empty my bladder  clear                               
 I have burning when urinating  cloudy 
 I have difficulty starting/stopping  bright yellow        
 I get up in the night to urinate  yellow 
 usually _____/night,  _____ nights/week  dark yellow 
 I pay attention when nature calls  green 
 I get bladder infections  red 
 I get back pain just below my ribs  brown 
   golden                                                  

 


