PATERSON CHIROPRACTIC & SPORTS INJURY CLINIC

#103-9292 200TH STREET, LANGLEY, BC VIM 3A6

(604) 888-8982

Dr. Gordon W. Paterson, DC, FCCSS(C)


PERSONAL INFORMATION:
FULL NAME _________________________________________________________________

ADDRESS ____________________________________________________________________

CITY ________________________POSTAL CODE ______________ CELL #____________
RESIDENCE PHONE _______________________ WORK PHONE ____________________
OCCUPATION ____________________________ EMPLOYER _______________________

BIRTH DATE M/D/Y __________________ CARECARD # __________________________

EXTENDED MEDICAL INSURANCE CARRIER__________________________________

EMAIL ADDRESS ____________________________________________________________

(email address will be used strictly for appointment reminders by ONLY our office)

REFERRED BY: 

DOCTOR, TELUS, WEBSITE, DRIVE-BY, FRIEND (Please include name) OR OTHER:
________________________________________________________

MEDICAL HISTORY:

HAVE YOU ATTENDED A DOCTOR OF CHIROPRACTIC BEFORE?
YES / NO
IF YES; NAME OF CHIROPRACTOR___________________________________________

HOW LONG AGO? _____________________  

NAME OF FAMILY MD ______________________________ PHONE # _____________

WHEN DID YOU FIRST NOTICE THIS CONDITION? ___________________________

DESCRIBE YOUR PRESENT CONDITION OR SYMPTOMS: ____________________

_____________________________________________________________________________

_____________________________________________________________________________

IS THIS THE RESULT OF AN MVA OR WORK RELATED INJURY? 
YES /
NO

IF YES, DO YOU HAVE A CLAIM?
WCB /
ICBC

ARE YOU TAKING ANY MEDICATIONS AT PRESENT? 
YES /
NO
IF SO SPECIFY, _____________________________________________________________

HAVE YOU SEEN OTHER HEALTH PROFESSIONALS FOR THIS PRESENT CONDITION?  YES
/ NO _____________________________________________________

PREVIOUS “HISTORY” OF:     ACCIDENTS /
INJURIES / OPERATIONS ETC.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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SHOW YOUR AREAS OF DISCOMFORT AS FOLLOWS:
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PATIENT – DOCTOR AGREEMENT:

PATIENTS ARE RESPONSIBLE FOR THEIR ACCOUNTS WITH PATERSON CHIROPRACTIC.  PAYMENT IS DUE WHEN SERVICE IS RENDERED. IF YOU CANNOT FULFILL THE AGREEMENT MADE WITH US, PLEASE ADVISE US IMMEDIATLEY SO NEW ARRANGEMENTS CAN BE MADE.
INITIAL EXAMINATION …………………………………………………  $  75.00

RE-EXAMINATION (AFTER SIX MONTHS LAPSE) …………………   $  65.00

REGULAR OFFICE VISITS ………………………………………………   $  55.00

CHILDREN (BIRTH – 15 YEARS &

FULL-TIME STUDENT/POST -SECONDARY.……...………………….   $  50.00

**PATIENTS MUST GIVE TWENTY-FOUR HOURS (24HRS.) NOTICE OF CANCELLATION OR A FEE OF $35.00 WILL BE CHARGED.**
I UNDERSTAND AND AGREE TO ABIDE BY THE ABOVE STATED POLICIES WITHIN THIS OFFICE. I ALSO UNDERSTAND THAT FEES ARE DUE WHEN SERVICES ARE RENDERED, AND THAT I AM RESPONSIBLE FOR PAYMENT.

PATIENT’S SIGNATURE: _______________________ DATE: ______________________
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