
1869 Grant Ave 
Winnipeg, MB  R3N 1Z2 
Ph. (204) 488-2777 

Patient Introduction
Personal History: 

Your Name: ________________________________________________________________________
First   Middle  Last 

Mailing Address:____________________________________________________________________ 

Telephone:     Home:  Bus: _________________ Cell:_____________________ 

Email: ___________________________________________________ 

Health Card (6 & 9) Digit Numbers: _____________________________________________ 
 (Please bring health card to front desk) 

Birth Date:      Day:  Month:  Year: ____________                                      

Marital Status:   __________________________

Occupation:    _____________________________________

Employer:   ________________________________________                                                                              

Previous Chiropractor:  City: ______________________________                

Last visit to this Chiropractor:       ______________________________________________________

Reason for leaving:     

________________________________________________________________________________ 

__________________________________________________________________________________ 

             _________________________________________________________________________________              

Present MD:                                                                      ______________________ City: _______________                                                 

Referred to our Centre by:     ____________________________________________________________



Adult Consultation History

Your Main Complaint:  ______________

Any other Complaints:  ___________________ 

______________

How long have you suffered with this problem?  ______________

What have you tried to do to get rid of this problem that DID NOT work? ______________

______________

____________________________

Have you become discouraged about handling this problem? _____________________    

When your problem is at its worst, how does it make you feel?  

How does this problem interfere with the following areas of your life? 
WORK:   
FAMILY:                                                                                           ____________
HOBBIES:  
LIFE:   

Does handling this problem cause stress for you? ___________________________________________
             _______

What do you do that makes this problem worse?  ______________
             _______

How much older does this make you feel: ______________

On a scale of 1 to 10, with 10 being the highest, rate your commitment in helping us solve this problem: 



What gives you some temporary relief? 

What is the pattern of this problem?           Constant ___, Intermittent ___, Occasional ___ Cyclic ___ 

What is the effect it has on your body functions? 

How did it start? ______________

Are you on any type of medication? , Please list all: 

         ___________________________________________

Could your problem have been caused by an injury at work? _____________________

If yes, please give us the details: 

        __________________________________________________

Have you been involved in an auto accident? _____________________                

Date of accident: __________________________

Any difficulties from this? _____________________

____________________________________________________________________________________________________                

Do you have any children?            ______________

Do they have any health problems that you are aware of? _____________________

             ______________

Is there any other information you would like us to know?

SIGNATURE: DATE: _____________________________________



1869 Grant Ave 
Winnipeg, MB  R3N 1Z2 
Ph. (204) 488-2777 

________________________________________________________________________________________

OUR FEE STRUCTURE:

Consultation Complimentary
Initial Exam $68.00
Radiology (X-rays) Variable
Chiropractic Adjustment $36.00 (MHSC) or $46.00 (non-MHSC)
Progress Examination $55.00
Missed Appointment Fee $22.00

Please note that Manitoba Health Services Commission partially insures chiropractic care for a 
maximum of twelve (12) visits per calendar year. 

Please note that the Workers Compensation Board of Manitoba and Manitoba Public Insurance fully 
insures chiropractic care. 

*** 
If you have been involved in a motor vehicle accident, your auto insurer is obligated to cover your 
health care expenses. Our fee structure for the examination portion of your care in these circumstances 
may differ because of the complexity of your needs. 

Please also understand that your private insurance, WCB, or your automobile policy coverage, 
is an arrangement between you and your carrier and that you are ultimately responsible for your 
fee.

*** 

I, ____________________________ hereby authorize Kenaston Family Chiropractic to release 
pertinent medical information regarding the management of my case to Manitoba public Insurance, 
Workers Compensation Board of Manitoba, Manitoba Health Services Commission, or any other private 
insurers if the above agencies request such information. 

SIGNATURE: ______________________________________________________  

DATE: __________________________________________ 

Signature of Parent/Guardian required if patient is under the age of 18 



Consent to Chiropractic Treatment

It is important for you to consider the benefits, risks and alternatives to the treatment options offered by your chiropractor and to make 
an informed decision about proceeding with treatment.

Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other joints of the body, soft-tissue 
techniques such as massage, and other forms of therapy including, but not limited to, electrical or light therapy and exercise.
Benefits
Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and other areas of the body caused by 
nerves, muscles, joints and related tissues. Treatment by your chiropractor can relieve pain, including headache, altered sensation, 
muscle stiffness and spasm. It can also increase mobility, improve function, and reduce or eliminate the need for drugs or surgery.
Risks
The risks associated with chiropractic treatment vary according to each patient’s condition as well as the location and type of treatment.
The risks include:
 Temporary worsening of symptoms – Usually, any increase in pre-existing symptoms of pain or stiffness will last only a few 

hours to a few days

 Skin irritation of burn – Skin irritation or a burn may occur in association with the use of some types of electrical of light therapy. 
Skin irritation should resolve quickly. A burn may leave a permanent scar.

 Sprain or strain – Typically, a muscle or ligament sprain or strain will resolve itself within a few days or weeks with some rest, 
protection of the area affected and other minor care.

 Rib fracture – While a rib fracture is painful and can limit your activity for a period of time, it will generally heal on its own over a 
period of several weeks without further treatment or surgical intervention.

 Injury or aggravation of a disc – Over the course of a lifetime, spinal discs may degenerate or become damaged. A disc can 
degenerate with aging, while disc damage can occur with common daily activities such as bending or lifting. Patients who already 
have a degenerated or damaged disc may or may not have symptoms. They may not know they have a problem with a disc. They 
also may not know their disc condition is worsening because they only experience back or neck problems once in a while.

Chiropractic treatment should not damage a disc that is not already degenerated or damaged, but if there is a pre-existing disc 
condition, chiropractic treatment, like many common daily activities, may aggravate the disc condition.

The consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient. In the most severe cases, 
patient symptoms may include impaired back or neck mobility, radiating pain and numbness into the legs or arms, impaired bowel 
or bladder function, or impaired leg or arm function. Surgery may be needed.

 Stroke – Blood flows to the brain through two sets of arteries passing through the neck. These arteries may become weakened 
and damaged, either over time through aging or disease, or as a result of injury. A blood clot may form in a damaged artery. All or 
part of the clot may break off and travel up the artery to the brain where it can interrupt blood flow and cause a stroke. 

Many common activities of daily living involving ordinary neck movements have been associated with stroke resulting from damage 
to any artery in the neck, or a clot that already existed in the artery breaking off and travelling up to the brain.

Chiropractic treatment has also been associated with stroke. However, that association occurs very infrequently, and may be 
explained because an artery was already damaged and the patient was progressing toward a stroke when the patient consulted 
the chiropractor. Present medical and scientific evidence does not establish that chiropractic treatment cases either damage to an 
artery or stroke.

Alternatives
Alternatives to chiropractic treatment may include consulting other health professionals. Your chiropractor may also prescribe rest 
without treatment, or exercise with or without treatment.
Questions of Concerns You are encouraged to ask questions at any time regarding your assessment and treatment. Bring any 
concerns you have to the chiropractor’s attention. If you are not comfortable, you may stop treatment at any time.

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR
I hereby acknowledge that I have discussed with the chiropractor the assessment of my condition and the treatment plan. I 
understand the nature of the treatment to be provided to me. I have considered the benefits and risks of treatment, as well as the 
alternatives to treatment. I hereby consent to chiropractic treatment as proposed to me.

______________________________________________
Name (Please Print)

____________________________________________ Date:_____________________ 20______
Signature of patient (or legal guardian)

____________________________________________ Date:_____________________ 20______
Signature of Chiropractor




