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PLATINUM

HEALTH & WELLNESS



PATIENT INTAKE FORM

Patient information contained within this form is considered strictly confidential. Your responses are important to help us better understand the health issues you experience and ensure the delivery of the best possible treatment. 

FIRST NAME: ___________________________ 

Today's Date:_________________

LAST NAME:____________________________ 


                  (dd/mm/yr)
PREFERRED NAME: _____________________                                           

DATE OF BIRTH: __________________(dd/mm/yr)               GENDER:     Male ____     Female _____ 
ADDRESS:__________________________________________________________________________
PHONE #: HOME:____________________________      CELL:_______________________________
EMAIL: ______________________________________________________
               Initial here [           ] if you consent to receiving appointment reminder emails.
Emergency Contact Name:_____________________ Emergency Contact Phone # ________________

Occupation: ______________________________      How many hours a day do you sit?   ________   
Extended Insurance Coverage: Y / N                       Insurance Provider: _____________________   
Policy/ Contract # ______________________        Member ID#___________________________       

How did you hear about the Clinic? ________________________________ 
Who may we thank for your referral?_______________________________ 
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On a scale of 1 - 10, how confident are you that your condition will improve? (circle one)
1           2            3           4           5             6           7           8           9             10

No Improvement                                                                              Fully Improve
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Informed Consent to Chiropractic Treatment

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 may experience short term aggravation of symptoms or muscle and ligament strains or sprains as a result of manual therapy techniques. 

b) Infrequently minor bruising may occur with massage or muscle-release techniques

c) Although uncommon, rib fractures have also been known to occur following certain manual therapy procedures; increased risk for those with osteoporosis. 

d) There are rare reported cases of disc injuries identified 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. 

e) Research and scientific evidence does not establish a cause and effect relationship between chiropractic treatment and the occurrence of stroke. Recent studies suggest 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. 

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 adjustment), 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. 

I intend this consent to apply to all my present and future chiropractic care. 

 Dated this_____________ day of_________________________, 20______. 

  _________________________________  
 ____________________________________          

   Patient Signature (Legal Guardian) 

                   Witness of Signature 

 Name:___________________________ 

Name:______________________________ 
            (please print) 



              (please print)
�





Dr. Albert Huang


111 - 955 Queen St W


Toronto, ON, M6J 3X5





Dr. Albert Huang


111 - 955 Queen St W


Toronto, ON, M6J 3X5





CANCELLATION POLICY


 A minimum of 24 hours notice is required to cancel or change your appointment; otherwise, 50% of the treatment fee will be charged. I have read, fully understand, and agree to the above cancellation policy:





Signature: ______________________________	Date:_____________________________________ 





Credit Card #: ____________________________   Exp. Date: ___________________  CVC/CVV: __________





* For cancellation purposes only, and will remain confidential*








