New Patient Intake
Dr.Bryan Woo

Dr.Gillian Growse

Dr.Mariam Ashraf

Chiropractor

Chiropractor

Chiropractor

Simcoe Place Health Clinic
200 Front St. West, Unit C021D,
Toronto, ON M5V 3K2
T: (416) 599-9000 F: (416) 599-9001

Please tell us about yourself

Form

Mr./Mrs./Ms./Miss.
Last name ______________________________________First ____________________________________
Date of birth (M/D/Y)_____________________Occupation _______________________ Gender M/F
Address_________________________________________________________________________________
City ________________Postal Code _______________Email ____________________________________
Phone # (home/cell) ______________________(work) ______________________________X _________
Employer: ______________________________________________________________________________
Contact person in case of emergency ______________________________ Phone___________________
Name of Family M.D._________________________________________Are we able to contact? Yes /No
How did you hear about our facility? _____________________________________________________

Fee Schedule/Private Policy
Initial Chiropractic visit
Subsequent visit- 20 min
Subsequent visit- 30 min
Subsequent visit- 60 min
Orthotics

$125
Shockwave therapy
$70
$90
$170
$500 (includes biomechanical assessment)

$90 +visit
$110 alone

The account is the sole responsibility of the patient; payment is expected in full when service is
rendered. The patient is charged for missed appointments. If you need to reschedule your
appointment we ask for at least 48 hours notice to avoid the cancellation charge of 50% of the
treatment fee, to a maximum of $50.
The personal information that is gathered by Dr. Bryan Woo/Dr. Gillian Growse/Dr.Mariam Ashraf
is not shared with any other practitioner on site and will remain confidential unless the patient
consents to disclosure.
Consent
I have read the above, and agree and understand that I am responsible for all charges related to my
visits.
Date____________________ Signature___________________

Date____________________

Guardian____________________ (if patient is under 18 years of age)

Date____________________

Witness _________________________

This email is a reminder of your appointment at Simcoe Place Health clinic on Thursday,

Symptoms Form
In the diagrams provided below, please mark the areas on
your body, which you feel best represent the pain(s) or
sensation(s) you are experiencing. Please include all areas.
Use the symbols provided below.
Numbness

^^^^^^^^

Burning ********

Pins and Needles +++++

Stabbing/Sharp ///////////

Dull/Achy

Stiff/Tight >>>>>>

======

Pain Intensity: 0—1—2—3—4—5—6—7—8—9--10
No pain
Worst pain

Please check the symptoms you are currently experiencing or have experienced in the past.
Musculo-Skeletal
Past/Present
[__] [__] Low back pain
[__] [__] Shoulder pain
[__] [__] Neck pain
[__] [__] Arm/Hand pain
[__] [__] Leg/Foot pain
[__] [__] Walking problems
[__] [__] Difficulty chewing
[__] [__] Jaw clicking (TMJ)
[__] [__] Elbow problems
[__] [__] Wrist problems
[__] [__] Knee problems
Nervous
Past/Present
[__] [__] Numbness
[__] [__] Paralysis
[__] [__] Dizziness
[__] [__] Forgetfulness
[__] [__] Convulsions
[__] [__] Cold/Tingling
Extremities
[__] [__] Stress
[__] [__] Epilepsy

Eyes/Ears/Nose/Throat
Past/Present
[__] [__] Vision problems
[__] [__] Dental problems
[__] [__] Sore throat
[__] [__] Ear ache
[__] [__] Recurring ear infection
[__] [__] Hearing Difficulty
[__] [__] Ringing/Buzzing Ears
[__] [__] Stuffy nose
[__] [__] Sinus problems

Gastro-Intestinal
Past/Present
[__] [__] Poor/Excessive Appetite
[__] [__] Excessive Thirst
[__] [__] Frequent Nausea
[__] [__] Vomiting
[__] [__] Diarrhea
[__] [__] Constipation
[__] [__] Hemorrhoids
[__] [__] Liver Problems
[__] [__] Gall Bladder problems
[__] [__] Weight problems
[__] [__] Gas/bloating

Cardio-Vascular/Respiratory
Past/Present
[__] [__] Shortness of breath
[__] [__] Asthma
[__] [__] High/Low blood pressure
[__] [__] Heart Problems
[__] [__] Irregular heart beat
[__] [__] Lung problems/
Congestion
[__] [__] Varicose veins
[__] [__] Swollen ankles
[__] [__] Stroke
[__] [__] Fainting

Female
Past/Present
[__] [__] Menstrual irregularities
[__] [__] Menstrual cramping
[__] [__] Bladder infections
[__] [__] Yeast infection
[__] [__] Breast pain/lumps
Other
[__] [__] Concussion
[__] [__] Headaches
[___] [__] Urinary retention
[__] [__] Fever
[__] [__] Night sweats
[__] [__] Black/ bloody stools
[__] [__] Sexual dysfunction
[__] [__] ________________

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 or burn – Skin irritation or a burn may occur in association with the use of some types
of electrical or 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. CCPA 09.15 Page 2 of 2

● 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 an 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 causes either damage to an artery or stroke.
The consequences of a stroke can be very serious, including significant impairment of vision, speech,
balance and brain function, as well as paralysis or death.
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 or 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.
Please be involved in and responsible for your care. Inform your chiropractor immediately of any
change in your condition.

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)
____________________________________
Signature of patient (or legal guardian)

Date: ______________ 20____

____________________________________
Signature of Chiropractor

Date: _______________20____

CANADIAN CHIROPRACTIC PROTECTIVE ASSOCIATION
INFORMED CONSENT FOR ACUPUNCTURE CARE
It is important for you to consider the benefits and risks and alternatives to the acupuncture treatment offered by your
chiropractor and to make an informed decision about proceeding with treatment.
Acupuncture involves the insertion of small sterilized needles into specific locations on the skin surface. Other procedures
related to acupuncture include moxibustion, cupping and electroacupuncture.
Benefits
Acupuncture and procedures related to acupuncture have been demonstrated to be a safe and effective form of treatment for
a range of conditions including musculoskeletal complaints and pain.
Risks
The risks associated with acupuncture include minor bleeding and bruising, temporary pain and soreness, nausea, fainting,
burns, infection, shock, convulsions, pneumothorax, perforation of internal organs, and stuck or bent needles.
Please inform the chiropractor if you:
• Have or develop any major health issues
• Are pregnant or actively trying to be
• Have been fitted for a pacemaker or other
electrical implants
• Have a bleeding disorder or take anticoagulants

•
•
•
•

Have damaged heart valves or have a high risk of
infection
Suffer from metal allergies
Are Immune compromised
Have had prosthetic implants

Only sterile single use disposable needles will be used. All acupuncture needles are properly disposed of after each and every
treatment.
Pregnancy
The use of certain acupuncture points and treatment techniques may not be recommended during pregnancy. Advise your
chiropractor if you are pregnant or actively trying to be.
Alternatives
Alternatives to acupuncture treatment may include rest, exercise, other modalities or consulting other health professionals.
Questions or 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. Please be involved in and
responsible for your care. Inform your chiropractor immediately of any change in your condition.
DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR
I hereby acknowledge that I have read this form and 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 acupuncture treatment as proposed to me.
____________________________
Name (Please Print)

____________________________
Signature of Chiropractor
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______________________________
Signature of Patient (or legal guardian)

________________________
Date

________________________
Date

