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Dominick Hussey Osteopath
Integral Health Clinic, 445 Cumberland Street,

Ottawa, K1N 7J6

Thank you for taking the time to fill out the requested information.  It will help greatly in our study of your present health and will assist us in choosing an appropriate direction to take in working toward your desired restoration of health. Confidential when completed.

PERSONAL INFORMATION




      Date today: ___________

Name: ____________________________________________    Date of Birth: _​​​​​​​​​​​​​​​​​​​​​​​___________

Address: ___________________________________________________________________

Street City Postal code

Office phone: ___________________________ Home phone: _________________________

Occupation: ____________________________ E-mail: ______________________________

Marital status: S M D W Sep Name of spouse: ______________________________________

Dependants: ________________________________________________________________

How did you find out about us? __________________________________________________

MAIN HEALTH CONCERN

What is your chief concern about your health? ______________________________________

When did it most recently start (Date and time of day)? ______________________________

Do you know why it started (e.g. fall)? _____________________________________________

Did start gradually or suddenly? _________________________________________________

What is the main symptom (e.g. pain)? ____________________________________________

Is it constant or intermittent? ____________________________________________________

Is there a daily pattern to the pain? _______________________________________________

Where is the focus of your pain? _________________________________________________

Does your pain spread to other areas? ____________________________________________

Where does it spread to? ______________________________________________________

What positions aggravate the pain (e.g. sitting)? ____________________________________

What activities aggravate the symptom (walking)?  __________________________________

Does anything relieve the symptom (e.g. lying down)? _______________________________

Have you told your Doctor about your symptoms? ___________________________________

What diagnosis was given? _____________________________________________________

What medication was prescribed? _______________________________________________

What investigations are planned or carried out? ____________________________________

What findings were made? _____________________________________________________

Have you received any other treatments? _________________________________________

Have you suffer from a similar pain before? ________________________________________

Do you have any other areas of pain?  ____________________________________________

___________________________________________________________________________
Do you suffer from any of the following?
	Head aches
	
	Migraine
	
	Dizziness
	

	Pins and Needle
	
	Numbness
	
	Loss of balance
	


	Diarrhoea
	
	Bloating
	
	Indigestion/ Heartburn
	

	Constipation
	
	Nausea
	
	Sinusitis
	

	Flatulence
	
	
	
	
	


	Wheezing
	
	Cough
	
	Catarrh
	

	Sneezing
	
	Rhinitis
	
	Sore throats
	


	Cystitis
	
	Nocturia
	
	Frequency
	

	Urgency
	
	Leaking
	
	Sugar Craving
	


	Acne
	
	Excessive Perspiration
	
	Rashes
	

	Itchy skin
	
	Blistering
	
	Ulceration
	

	Hives
	
	Dry Skin
	
	
	


	Breathlessness
	
	Chest Pains
	
	Palpitations
	

	Swelling / Oedema
	
	Fatigue
	
	
	


	Period pain
	
	Hot Flashes
	
	Thrush
	

	Heavy Periods
	
	Irregular Periods
	
	PMS
	


	Anxiety
	
	irritability
	
	Hyperactivity
	

	Depression
	
	insomnia
	
	Poor Memory
	

	Poor Concentration
	
	Mood Swings
	
	
	


	Swollen Joints
	
	Stiffness
	
	Painful Joints
	

	General Muscle aches
	
	
	
	
	


Present weight: ___________Normal weight: ____________ Last time this weight: _________

Do you smoke? _________ If so, for how long? __________ How many cigarettes? ________

Have you ever smoked, and if so for how long? _____________________________________

How well do you sleep? ________________________________________________________

How many hours of sleep do you get on average? ___________________________________

Do you eat any of the following?

	
	Y / N
	Days  per week
	Organic / Non-Organic

	Beef
	
	
	

	Lamb
	
	
	

	Pork
	
	
	

	Chicken
	
	
	

	Fish
	
	
	

	Dairy
	
	
	

	Raw Fruit
	
	
	

	Raw Vegetables
	
	
	


List any SEVERE allergies you have: _____________________________________________
___________________________________________________________________________
List all food supplements you are presently taking. Indicate the total dosage taken in one day (i.e. if you take 2 tables of Vitamin C 500 mg/day, then total is 1000 mg/day).

	Name of Supplement
	Dosage
	Name of Supplement
	Dosage

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


What do you drink of the following:

	
	How much?
	What type?

	Coffee
	
	Caffeinated or  Decaffeinated

	Tea
	
	Caffeinated or  Decaffeinated

	Water
	
	Tap, filtered tap, Plastic Bottled, Glass bottled

	Alcohol
	
	

	Soft drinks
	
	

	Milk
	
	

	Herbal tea
	
	

	Fruit juice
	
	

	Vegetable juice
	
	


What do you do for exercise? (indicate type, how often you participate, and for how long each

Occasion) ___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What level of personal stress are you experiencing right now? (Check one)

Minimal 
1 2 3 4 5 
Average 
6 7 8 9 10 
Unbearable

What level of occupational stress are you experiencing right now? (check one)

Minimal 
1 2 3 4 5 
Average 
6 7 8 9 10 
Unbearable

Name of family medical doctor: _________________________________________________

List all medications you are currently taking:
	Name of Drug
	Dosage
	Name of Drug
	Dosage

	
	
	
	

	
	
	
	

	
	
	
	


List any accidents, injuries, operations and major illnesses you have had: 
	Description
	Year
	Description
	Year

	
	
	
	

	
	
	
	

	
	
	
	


Has anybody in your close family suffered from:

	Condition
	Relative
	Condition
	Relative
	Condition
	Relative

	Heart Attacks
	
	Strokes
	
	Cancer
	

	Diabetes
	
	Rheumatoid Arthritis
	
	Depression
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