Intuitive Soul - Chiropractic

Welcome to our office and the uniqueness of Chiropractic care.  Chiropractic is the science of locating interference to the nerve system, caused by abnormal or incomplete movement of spinal bones, and the art of correcting that interference.  We accept practice members for the progressive correction of such nerve system interference, or for the treatment of disease or symptoms.  We provide Chiropractic care which facilitates a greater expression of one’s total health potential.

The Chiropractic care served here is a process which requires patience as we teach the body how to release deep patterns of tension and increase the expression of life from within.  The changes are subtle and take time to build momentum.  Observable changes usually occur within three months of 3 times weekly visits.  Real healing requires a commitment to regular, ongoing care.  Remember that we are working with a lifetime of accumulated stress and trauma in the body and particularly in the nerve system.

The changes, which you can experience, are as unique as each individual.  However, the most common improvement and changes, which have been documented, include:

· Better posture

· Release of tension

· Improved Energy

· Increased emotional tolerance

· Enhanced mental perception

· Feeling of being taller, straighter, and more balanced

· Changes in location and character of symptoms

Change is not always comfortable.  When working with the nerve system, one needs to recognize that we are attempting to achieve a higher level of organization and that some areas will respond more readily than others.

We hope that you will understand that the initial visit will simply give you the “feeling” of the process and an opportunity to sense if you are comfortable with this approach.

Outline of Procedures

1. Please read “Our Purpose” and fill out the confidential comprehensive health profile attached at the end.

2. You will be given an explanation of how the Chiropractor will work with you.

If you feel agree to the terms above and wish to proceed the initial visit, there will be a charge of $100 at the beginning of the evaluation.

PLEASE NOTE:  We do not have a billing system or facilities for carrying accounts.  All fees are due and payable at the time service is rendered unless special arrangement, if necessary, is made in advance.  We accept cash and personal cheques only.  Please make your cheques payable to Eric Tan, DC.
OUR PURPOSE – understanding Chiropractic and making a commitment to Wellness
· There is an Intelligent Life Force inherent in each individual that not only keeps you alive, but also animates, coordinates, creates, repairs, renews, empowers, and heals.

· Alteration in the shape, position, tone or tension of the body will inhibit, block, or redirect the expression of this Intelligence.

· These distortions are called SUB-LUX-ATIONS and can lead to less life expression, dis-ease, and ill health.

· Chiropractic ADJUSTMENTS allow the body to release tension causing those distortions.  This leads to greater flow of Life, improved function and more fulfilling life expression in your body’s ability to deal with sickness and disease at a more optimal level.

· Everyone, in spite of specific symptoms or ailments, can benefit from increased flow of life.

· Chiropractic is not a form of medicine.  Medicine specializes in the treatment of disease.  Chiropractic specializes in the restoration and expression of life.

· We do not treat or cure disease.  We do not attack or suppress symptoms.  If while being served, you become concerned about symptoms or conditions, let us know.  We may recommend that you seek the help of a symptom, sickness, and disease care professional.  Our goal is to free interference to the flow of life energy caused by subluxations.

I, __________________________, have read this statement of purpose, and understand its contents. I understand that the Chiropractic adjustments offered at this office are not a replacement for any form of diagnosis or treatment provided by other types of practitioners.  I understand that I am not being treated for any conditions or symptoms. This office offers Chiropractic as a form of Wellness care, to promote the natural mechanisms for self-healing and empowerment.

Signature:__________________________ Date:____________

THERE IS NO SUBSTITUTE FOR CHIROPRACTIC ADJUSTMENTS! 

Comprehensive Health Profile 



TODAY’S DATE: _________________
NAME (please print): __________________________________   DATE OF BIRTH: _______/______/______
ADDRESS: _____________________ CITY:  _____________ PROVINCE: ______   Postal Code: ______________
PHONE (H): (____) _______________
(W): (____) _______________

EMAIL: ____________________ 

OCCUPATION: ___________________
MARITAL STATUS: __________ 

NAME OF SIGNIFICANT OTHER: _______________________ CHILDREN’S NAMES AND AGES: _______________

How did you hear about our office?________________________________________________


Health Concerns and How They Affect Your Life

Do you have any current health concerns or symptoms?  ____

   If yes, please describe:  ______________________________________________________________________

   __________________________________________________________________________________________

When did this concern or symptom begin?  _________________________

Have you done anything about this concern or pursued advice or treatment for it?  _____

   If yes, what did you do or learn?  _______________________________________________________________

   __________________________________________________________________________________________

   Did it work?  _____

What was different about you after treatment?  _____________________________________________________

____________________________________________________________________________________________

What was different about your concern or symptom after treatment?  ___________________________________

____________________________________________________________________________________________

Please grade the level to which this concern affects the following areas of your life:


0 – it does not seem to affect me

1 – It seems to slightly affect me


2 – It seems to moderately affect me

3 – It seems to drastically affect me

Affect on:
Work

0 1 2 3 

Recreation
0 1 2 3 

Sleep
0 1 2 3



Social life
0 1 2 3

Exercise
0 1 2 3

Eating
0 1 2 3

Your concern about symptoms?


0 1 2 3

Your concern about health?
0 1 2 3
How aware of it are you during the day?

0 1 2 3 

During the night?

0 1 2 3 

How inconvenient is it currently?


0 1 2 3 

In the past?


0 1 2 3

Do any family members have the same concern or symptom?  ______________________________

Is there any time or activity you can be involved in when you forget about this concern? ____________________
____________________________________________________________________________________________

Is there any time or activity which makes you aware of it?  ____________________________________________

Why do you think this has happened or continues to happen to you?  ___________________________________

____________________________________________________________________________________________

Do you think this is the sole cause?  ______________________________________________________________

If this concern or symptom were to go away tomorrow, what would be different about your life?  _____________

____________________________________________________________________________________________
What are you doing in your life right now that is different than if you did not have this concern or symptom?  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Which describes your current feeling about yourself and your concern or symptom?

a) I feel helpless, like little or nothing works

b) This is terrible, really bad, I am scared, and hope you can fix it for me

c) I feel stuck, and can’t help myself right now

d) I deserve more than what I have been experiencing, and would like you to assist in my healing

e) Anything else?  ___________________________________________________________________

Personal History Questionnaire

Have you ever had your spine and/or nervous system examined by a chiropractor?  _____

     If yes, when and by whom?  _________________________________________________________________

     Also explain how often you went and what type of adjusting techniques was used:  _____________________
     _________________________________________________________________________________________
     Were you satisfied with the service and why?  ___________________________________________________

     _________________________________________________________________________________________

Does anyone in your immediate family receive chiropractic care?  ________

     If yes, briefly describe their care:  _____________________________________________________________

Have you pursued any of the following vehicles towards healing and/or growth?

                                        Y / N                   Any comments you wish to share.

   Bodywork/Massage?  ____   _________________________________________________________________

   Cranial work?  ____   _______________________________________________________________________

   Breathwork?  ____   ________________________________________________________________________

   Music/Dance/Sound/Light/Aromatherapy?  ____   ________________________________________________

   Oriental Medicine/Acupuncture?  ____   ________________________________________________________

   Yoga/Tai’Chi?  ____   __________________________________________________________________
____

   Meditation?  ____   ________________________________________________________________________

   Other?  ____   ____________________________________________________________________________

Physical History

Birth stress

Please give any information you have about your birth.  For example, difficulties, trauma, C-section, forceps or suction, illnesses.  _____________________________________________________________________________
Road accidents

Have you ever been in a vehicular collision or near collision?  ____

   If yes, please explain what happened and when.  __________________________________________________

   __________________________________________________________________________________________
General physical trauma

Were you ever knocked unconscious?  ____  If yes, when and how?  ____________________________________
Have you ever broken any bones?  ____   If yes, when and how?  ______________________________________
Have you had any other significant falls, impacts, or jolts?  ____   

   If yes, when and what?  ______________________________________________________________________
Have you had extensive dental or orthodontic work done?  ____  

   If yes, when and what? _______________________________________________________________________

Sports and Leisure

Do you:  
Read for prolonged periods of time?  ____


Work or play at a computer for prolonged periods?  _____

Watch TV for prolonged periods?  ____

Participate in active sports?  
____  
If yes, which one(s)?  _________________________________________
Play a musical instrument?  
____   
If yes, which one(s)?  _________________________________________

Medical Treatment

Have you had surgery?  ____   If yes, when and what was done?____________________________

  ___________________________________________________________________________________________

Have you ever been hospitalized besides for surgery?  ____

   If yes, explain when and for what.  _____________________________________________________________

Are you currently under the care of a physician?  ____

   If yes, how long and for what:  ________________________________________________________________

Chemical History

Birth Stress

Was your mother regularly taking any drugs immediately prior or during her pregnancy with you?___

   If yes, please describe: _______________________________________________________________________
Was her labor chemically induced or altered?  ______________________________________________________
General Chemical Trauma

Are you now taking any prescription or over-the-counter medication regularly?  ____

   If yes, please list drugs, when prescribed and reason for taking them:  _________________________________
   __________________________________________________________________________________________
   When was your last visit to the doctor who prescribed them?  __________________

If you previously took any medication regularly please describe:  _______________________________________
____________________________________________________________________________________________
Do you work with any chemicals, fumes, dust or smoke for prolonged periods?  ______

Have you ever fasted or used a detoxification program?  ____

   If yes, please explain:____________________________________________________________

Please list any herbs or nutritional supplements you are taking:  ________________________________________
____________________________________________________________________________________________
Emotional History

Please rated the following situations on a scale of 1 to 10, 10 being the worst:




Past
Present





Past
Present

Childhood stress
____
______

Work related stress

____
______

School stress

____
______

Stress of commuting

____  
______

Play, recreation

____
______

Loss of a loved one

____
______

Family stress

____
______

Change in lifestyle

____
______

Personal relationships
____
______

Abuse



____
______

Stress of poor health
____
______

Nutritional Stress

____
______

Do you consider yourself to be a positive person?  ___________________________________________________
Do you keep a journal?  ________________________________________________________________________
Daily Lifestyle History

Current occupation?
________________________________________________________________________

Are you satisfied with your work?  ________________________________________________________________

What are your typical daily food choices?

Breakfast __________________________________________________________________________________

Lunch _____________________________________________________________________________________

Dinner ____________________________________________________________________________________

Snack _____________________________________________________________________________________

What is your daily fluid intake?  How many glasses or cups?

Water ____________

Juice ___________
Pop ____________
Coffee ________

Tea  _____________

Dairy ___________
Alcohol _________
Other  _________

What are you Sleeping Habits?

Hours a night _________________


Quality of Sleep ____________

Sleeping position ____________________________
Napping  ______________________

What exercise do you do?  Type, duration, and times a week?__________________________________________
____________________________________________________________________________________________
What are your current play and relaxation activities?__________________________________________________
____________________________________________________________________________________________
Do you feel connected to your spiritual self and what does that mean to you?_____________________________
____________________________________________________________________________________________

If you consider yourself ill, why do you feel you are ill?________________________________________________

____________________________________________________________________________________________
If you consider yourself well, why do you feel you are well?  ___________________________________________
________________________________________________________________________________________________________________________________________________________________________________________

Your Specific Needs and Hopes for Help In This Office

Using this scale:


a) very important to me

b)  important to me





c)  not so important to me
d)  does not apply

How do you hope to benefit from care in this office?

a) ___  Improvement of my physical symptoms

b) ___  Improvement of my emotional/mental symptoms

c) ___  Improvement of my ability to react or respond to stress

d) ___  Improvement in enjoyment of life and the ability to make constructive choices

e) ___  Overall improved quality of life

Are there particular factors surrounding you that you feel improve your quality of life and health, bring you joy, or helps you to feel better about yourself?  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there particular factors surrounding you that you feel impair your quality of life and health?  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What would motivate you to tell others about the care you receive in this office, and encourage others to get in care?  _____________________________________________________________________________________
Is there anything else you may wish to share which will help us to better understand you, and why you have chosen to see us?  ___________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for choosing our service.  We look forward to helping you to be successful in your ability to develop a healthy spine and nervous system.  We are excited about the possibility of assisting you as you continue on your journey towards greater health and wellness.










Eric Tan, D.C.

INFORMED CONSENT

There are risks and possible risks associated with manual therapy techniques used by doctors of chiropractic. In particular you should note:

a) While rare, some patients may experience short term aggravation of symptoms or muscle and ligament strains or sprains as a result of manual therapy techniques.  Although uncommon, rib fractures have also been known to occur following certain manual therapy procedures;

b) There are reported cases of stroke associated with visits to medical doctors and chiropractors.  Research and scientific evidence does not establish a cause and effect relationship between chiropractic treatment and the occurrence of stroke rather, recent studies indicate that patients may be consulting medical doctors and chiropractors when they are in the early stages of a stroke.  In essence, there is a stroke already in progress.  However, you are being informed of this reported association because a stroke may cause serious neurological impairment or even death.  The possibility of such injuries occurring in association with upper cervical adjustment is extremely remote;

c) There are rare reported cases of disc injuries identified following cervical and lumbar spinal adjustment, although no scientific evidence has demonstrated such injuries are caused, or may be caused by spinal adjustments or other chiropractic treatment;

d) There are infrequent reported cases of burns or skin irritation in association with the use of some types of electrical therapy offered by some doctors of chiropractic.
I acknowledge I have read this consent and I have discussed, or have been offered the opportunity to discuss, with my chiropractor the nature and purpose of chiropractic treatment in general, (including spinal adjustment), the treatment options and recommendations for my condition, and the contents of this Consent.

I consent to the chiropractic treatment recommended to me by my chiropractor including any recommended spinal adjustments.

I intend this consent to apply to all my present and future chiropractic care.

Signature ______________________________
Date ____________________

Signature of parent or Guardian 

(For anyone under the age of 18)____________
Date ____________________

Witnessed______________________________
Date ____________________

