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Patient Name:__________________________________________

Address:_______________________________________________

City: _______________ Postal Code:_________ Province:______

E-mail Address:_________________________________________

DOB ( mmdd/yy) ________________________________________

Marital Status: Single/Married/Widowed/Separated/Divorced

Occupation:_____________________________________________

Employer:______________________________________________

Spouse's Name:__________________________________________

Spouse's Employer:______________________________________

Date: ______________________________________

Home Phone:________________________________

Cell Phone:__________________________________

Work Phone:_________________________________

 

Referral Method: (Please Circle)

     Internet

     Walk-In

     Doctor/Physician

     Patient/Client :______________________________

     Other:_____________________________________

 

 

Is this condition due to an accident?                                                       Yes           No 

If yes, what type?                                                                                    Auto         Work         Home        Other  

Date of Accident (mm/dd/yy):                                                            _______________________________________

To whom have you made report of your accident?                                 Auto Ins.        Employer         WSIB          Other

 

 

Reason for visit:____________________________________________________

When did your symptoms appear?______________________________________

Is your condition getting progressively worse?           Yes         No         Unknown

Rate severity of your pain on a scale from 1(least pain) to 10 (severe pain) ______

Type of pain:        Sharp        Dull           Throbbing       Numbness         Stiffness

    Aching          Shooting           Burning         Tingling        Cramps         Swelling 

How often do you have this pain?______________________________________

Is it constant or does it come and go?___________________________________

Does it interfere with your:       Work       Sleep        Daily Routine       Recreation  

Activities or movements that are painful to perform:   

       Sitting         Standing       Walking        Bending        Lying Down

 

 

 

 

Accident Information

Confidential Patient Information

Patient Condition Mark on Image where pain is located

  Yes, I would like to receive email notifications for:
       Appointments and information regarding my health and the clinic       Just Appointment reminders       E-Statements        None
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Medications:________________________________________

Allergies:__________________________________________

Vitamins/Supplements:_______________________________

Signature_____________________________

Date (MM/DD/YY) ____________________
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Exercise:     None         Moderate         Daily         Heavy

Work Activity:        Sitting           Standing            Light Labor         Heavy Labor 

Habits: Smoking         Alcohol         Coffee           High Stress Level 

Are you pregnant?           Yes         No    Due Date: ____________________ Last Period:_____________________________

Injuries/Surgeries you have :

Falls _____________________________________________________

Head Injuries ______________________________________________

Broken Bones______________________________________________

Dislocations________________________________________________

Surgeries __________________________________________________

Health History 
What treatment have you already received for your condition?       Medications      Surgery       Physical Therapy       Massage

       Chiropractic Services       None      Other _______________________________________________________________

Name and Address of other doctor (s) who have treated you for your condition:_____________________________________

Date of Last: 

Physical Exam :__________________________ Spinal x-ray:____________________ Blood Test:____________________

Spinal Exam: ____________________________Chest x-ray:_____________________Blood Test:_____________________

Dental X-ray: ____________________________MRI/CT/Bone Scan:____________________________________________

*Place a check mark in each of the following boxes that apply to you. If condition does not apply, still check off "NO".

 
AIDS/HIV

Alcoholism

Allergy Shots

Anemia 

Anorexia 

Appendicitis 

Arthritis

Asthma

Bleeding 

Disorders

Breast Lump

Bronchitis

Bulimia

Cancer

Cateracs

Chemical

Substance 

Dependancy

Chicken Pox 

 

 

 

Tonsillitis

Tuberculosis

Tumors/Growths 

Typhoid Fever 

Ulcers 

Vaginal

 Infections 

Venereal Disease

Whooping Cough 

Other  
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Signature____________________________

Date (MM/DD/YY) ___________________

Dr.William Robinson,DC

Dr.Andrew Bell,DC

__________________

__________________

__________________

__________________

__________________

__________________

__________________

YES YES YES YESNO NO NO NO

Migraine Headaches

Miscarriage

Mononucleosis 

Multiple Sclerosis

Osteoporosis 

Pacemaker 

Parkinson's Disease 

Pinched Nerve 

Pneumonia 

Polio 

Prostate Problems 

Prosthesis 

Psychiatric Care

Rheumatoid Arthritis 

Rheumatic Fever 

Scarlet Fever 

Stroke 

Suicide Attempt 

Thyroid Problems

 

Diabetes

Emphysema

Epilepsy

Fractures

Galucoma

Goiter

Gonorhea

Gout

Heart Disease

Hepatitis

Hernia 

Herniated Disc

Herpes

High Cholesterol

High Blood 

Pressure 

Kidney Disease

Liver Disease

Measles

 

 



health@myinfinitychiro.com |  613.440.8444 | 5-3091 Strandherd Drive | myinfinitychiro.com

Fee Schedule 2019 
15 Minute Consultation - $0.00 ( Find out if Chiropractic Care is the right route for you)

 

Full 30 Minute Consultation/Examination- $95.00 

 

Report of Findings- $0.00 ( Overview with your Doctor, case specific) + your first adjustment ($51.00)

 

X-Rays ( 3 Views case specific) - $60.00 per view ( Lumbar/Thoracic/Cervical)

 

Adjustments:

> Adult $51.00 

>Senior $46.00 (65 yrs+)

>Student $41.00 (16 yrs +)

>Child $36.00 (0-15 yrs)

 

Orthotics:

Custom made foot orthotics, are prescribed by this office and in most cases 80-100% of the cost is covered by private

insurance. 

 

Family Spinal Checkup Policy:

As a chiropractic patient, we invite you to bring your family members in for a complimentary spinal check up. Children

whose parents are active patients may receive complimentary consultation and examination. 

 

 

 

 

 

 

Date ( MM/DD/YY)__________________________________

Patient Signature ( Legal Guardian) _____________________

Patient Print Name _________________________________

 

Witness of Signature_________________________________

Witness Print Name __________________________________

Informed Consent to Chiropractic Physical Exam

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 have experienced short term aggravation of symptoms or muscle and ligament strains or sprains following 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 have been rare reported cases of disc injuries 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 adjustments) 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 and other treatment modalities.

I intend this consent to apply to all my present and future chiropractic care.
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Clinic visits are scheduled according to the severity of your condition and the program of chiropractic care that your doctor

feels is best for you. Because your condition requires numerous visits over the next few weeks/months, we have designed a

multiple appointment program for your convenience. This procedure maximises your efficiency in the clinic and facilitates

incorporating your appointments into your daily routine.

 

The frequency of your visitation schedule is of paramount importance to your result, so we ask that each patient assumes

the responsibility of strict adherence to the appointment program that is designed for optimum results.

 

Regardless of how many appointments are scheduled for you each week please note that it is the frequency of visits that

count, not the days on which you receive your care. If for any reason you are unable to keep an appointment, we require

that you telephone immediately to reschedule that visit. It is the patient's responsibility to make up a missed appointment

within 7 days of cancellation. 

 

This clinic reserves the right to charge $10.00 CDN for a missed appointment and for appointments cancelled within 24hrs

of the scheduled appointment time.

 

Mobile Devices- Our Clinic is a place to disconnect from everyday and heal - Please silence all mobile devices

 

Footwear- Outdoor footwear is permitted in the lobby. Upon entry to the treatment space, please move outdoor footwear-

we offer freshly laundered slippers for your use while visiting the clinic.

 

Scents- We are a scent free environment - Thank you for your understanding

 

 

 

It is the policy of this clinic that all services rendered are charged directly to you, the patient, and that ultimately the patient

is responsible for all services, including those not reimbursed by 3rd party payers. All payments are expected at the time of

service or at the end of each week (no discounts are offered, with the exception of care plans which are paid in full at the

commencement of the care plan). 

 

Patient balances may not exceed $200.00 CDN. If at anytime your account reaches a 200.00 balance, a financial

consultation will be scheduled.

 

Insurance coverage- Every patient is a cash patient until the clinic qualifies insurance coverage. Direct insurance billing is

only available at Infinity Chiropractic & Wellness Centre for the following:

Medavie Blue Cross (Veterans Affairs, Canadian Armed Forces, RCMP)

Motor Vehicle Accident/Incident

 

I, _______________________________ (please print) have read the above statements and do hereby certify that I fully

understand and will abide by Infinity Chiropractic and Wellness Centre’s chiropractic appointment and financial policies.

 

Signature_________________________________________ Date (MM/DD/YY) ___________________________________

 

 

 

Chiropractic Appointment Policy

Chiropractic Financial Policy
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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.

 

 

Signature_________________________________________ Date (MM/DD/YY) ____________________________

 

Consent to Chiropractic Treatment - Do not sign this form untill you meet with the chiropractor

Dr.William Robinson,DC

Dr.Andrew Bell,DC



 

 

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 ageing 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.

 

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.

 

Patient Name (Please Print) __________________________________________

 

Signature of Patient ( Or Legal Guardian) _______________________________

 

Date (MM/DD/YY) _________________________________________________

 

Witness Signature ( Or Chiropractor)____________________________________

health@myinfinitychiro.com |  613.440.8444 | 5-3091 Strandherd Drive | myinfinitychiro.com Pg 6

Dr.William Robinson,DC

Dr.Andrew Bell,DC

Consent to Chiropractic Treatment - Do not sign this form untill you meet with the chiropractor


