Dr. David M. Allensen
PATIENT INFORMATION
Thank you for choosing our clinic for your healthcare needs. Please complete the following information.

Please answer ALL questions even if they may seem unrelated to your condition(s).

Today’s Date (dd/mm/yy): _______________________

OHIP health card number: ​ _______________________     Social Ins. Number (WSIB only):____________________
Name: _______________________________________________________________________________________
Address: _______________________________ City / Town: ______________ Postal Code: ___________________
Telephone: Home: _________________________ Work: _________________   Cell:_________________________
Emergency contact person: _______________________ Relation: _________________ Phone: ________________
Gender: M / F, Date of Birth (dd/mm/yy):_________________    Age: __________   Marital Status: ______________
Occupation/ Job Title: _________________________________    Employer: ________________________________
How did you hear about our office:    _____ Referred      ______Other   ____________________________________
Name of referral: _______________________________________________________________________________
Do you have a family medical Doctor:   ______ Yes    _______No

MD Name: _____________________________ Address: ____________________ Phone: ____________________
Prior Chiropractic care: _____ Yes   _______ No

Chiropractor name:_________________________ Address:___________________ Date of last appt: ___________

Prior X-rays/ diagnostic imaging (CATscan / MRI): ______ Yes   ______ No  _____________              

Result _______________________________________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------

Please complete this section ONLY if the injury is due to a motor Vehicle accident or work related (WSIB):

______ Motor Vehicle Accident    _______ WSIB
Claim Number: _____________________________       Insurance Company: _______________________________
Adjudicator / Adjuster Name: ______________________________   Phone: ________________________________

Have you missed any time at work due to your injury:   ______Yes   _____ No
Are you currently working:   _____ Yes   ____ No
