
Welcome To Our Offi ce!

Date: _______________

           Mr. Mrs. Ms. Miss
Name:        _________________   _____________________
         (Please Print)     First                 Last

Address: _____________________________________  Postal Code: ____________________ 
                                               Street

City: __________________________  Province: ___________  Country: _________________

Telephone: _________________  _________________    Email: ________________________
  Home          Business

Occupation: _____________________________  Birth Date: __________________________  

Referred by: _________________________________________________________________

Name of Family Physician: _____________________________________________________

Are you currently seeing a Chiropractor? Yes or No Name: _________________________

Are you currently seeing a Naturopath? Yes or No Name: _________________________

Health Concerns
Primary Complaints:
1. _________________________________________________________________________

2. _________________________________________________________________________

3. _________________________________________________________________________

List Prescription Medication: ___________________________________________________

Kawartha Natural Health Clinic
Jeff Piper Certifi ed MSA Technician L.E.

Dr.Keith Thomson B.Sc., D.C., N.D.
Practice of Chiropractic &

Naturopathic Medicine
403 McDonnel St. Peterborough Ont.

K9H 2X5
(705) 749-2221



1) Do you experience recurrent infections, sinusitis, postnasal drip, or swollen lymph  
    nodes, etc.? 
2) Do you experience bouts of diarrhea or constipation gas, bloating, etc.?
3) Do you have cold fi ngers or toes, blood pressure problems, varicose veins, arterio     
    sclerosis, etc.?
4) Do you have slow metabolism, are you always hungry, have low energy at specifi c   
    times of day?
5) Do you experience palpitations, arrhythmia, impairments from prior infections, weak  
    valves, etc.?
6) Do you experience spinal stiffness or pain, headaches, mental confusion, depression,         
    etc.?
7) Do you experience chronic fatigue, recurring infections, lowered immune response,  
    etc.?
8) Do you experience recurrent respiratory infections, coughs, bronchitis, pneumonia,  
    asthma, etc.?
9) Do you experience irritability, nervousness, trembling, anxiety, or memory problems?
10) Do you react to pollens, molds, foods, seasonal irritants, perfumes, animal dander,  
       etc.?
11) Do you have mood swings, problems sleeping, are you always cold, have chemical  
      imbalances, etc.?
12) Do you have recurrent yeast infections, frequent antibiotic use, poor diet, gas, bloat 
       -ing, etc.?
13) Do you have diabetes, hypoglycemia, irritability, shaking if you skip a meal, etc.?
14) Do you experience jaundice, high cholesterol, discomfort in the liver region, blood  
      disorder, etc.?
15) Do you have arthritis, back pain, discomfort when moving, weather triggered ail  
      ments, etc.?
16) Do you have Fibromyalgia, rheumatism, carpal tunnel, slow recovery after exercise,  
       etc.?
17) Do you have lipomas, degenerative liver disease, breast tumors, problems burning  
      fat, etc.?
18) Do you experience impotence, miscarriages, sterility, gynecologic or genital disor 
      ders, etc.?
19) Do you have recurring infections, itching or yeast problems, painful urination,   
     “leaking”, etc.?
20) Do you experience digestive disturbances, high acidity, bloating or gas after meals,  
      etc.?
21) Do you have rashes, dryness or cracking, scaly patches, eczema, acne psoriasis, etc.?
22) Do you have a history of gallstones, discomfort after eating rich foods, low fat me 
      tabolism, etc.?
23) Do you experience edema, gout, pain in the lower back, burning urination, kidney  
      stones, etc.?
Ovary & Uterus: Do you have PMS, menstrual pains or discomfort, irregular periods,  
     mood swings, etc.?
Prostate: Do you experience urinary discomfort, frequency of urination, etc.?
Teeth: Do you have sensitive teeth or experience pain or discomfort in the teeth, gums  
            or jaw region?
Stress: Do you experience stress from work, fi nances, society, or relationships that you  
            feel cause physical ailments?
Energy: Do you lack motivation, drive, perseverance, stamina, or endurance?
Feelings of Well-being: Do you lack a sense of happiness, joy, feelings of fulfi llment, a  
               positive outlook on life?
Immune System: Are you susceptible to infections, allergies, or sensitive to pollution,  
    or work environment?
State of Health: Do you experience symptoms affecting your emotions, mental focus? 

Patient Questionaire Never     Rarely    Sometimes  Frequently   Daily



Please indicate which symptoms apply to you and mark the appropriate boxes

Section A: Digestive
Never Rarely Time           

to time Often Never Rarely Time           
to time Often

Lower bowel gas several hours after eating

Burning stomach sensation, eating relieves

Coated tongue

Indigestion 1/2 to 1 hr after eating. May be up to 3hrs.

3 or more carbonated drinks per week?

Diffi cult bowel movements

Ulcers? Colitis? Gastritis?

Stomach bloating after eating

Excessive belching or burping

Bad breath

Alternating diarrhea and constipation

Have pets: dogs, cats, farm animals etc.

Rectal itching

Can’t gain weight

International travel

Stomach intestinal pain

Never Rarely Time           
to time Often Never Rarely Time           

to time Often

Section B: Sugar Handling

Total:

Afternoon headaches

Get “shaky” if hungry

Faintness if meals are delayed

Heart palpitates if meals missed or delayed

Eat when nervous

Awaken after a few hours of sleep

Hard to get back to sleep

Thirsty much of the time

History of diabetes

Excessive frequent urination

Blurred vision, failing eyesight

Breath smells sweet

Tingling, numbness, prickling sensation: hands, feet

Total:

Section C: Cardiac
Never Rarely Time           

to time Often Never Rarely Time           
to time Often

Total:

Bruise easily, “black and blue spots”

Sigh frequently

Aware of “breathing heavily”

Open window in closed room

Susceptible to colds and fevers

Swollen ankles, worse at night

Shortness of breath on exertion

Nosebleeds

Hands and feet go to sleep easily

Numbness in extremities

Tendency to anemia

Tension under breastbone or feeling tightness, worse on exertion

Blushing with no apparent cause

Black stool (no iron supplementation)

Poor concentration

Slurred speech

HeadachesRinging in the ears



Section D: Liver and Gall Bladder
Never Rarely Time           

to time Often Never Rarely Time           
to time Often

Pain under the right side of the rib cage

Frequent skin rashes

Bitter metallic taste in the mouth in the morning

Bowel movements painful or diffi cult

Low energy, weakness, exhaustion

Digestive upset from greasy or fatty foods  

Bruises easily

Frequent headaches

Stools are light coloured

Laxatives used frequently

History of gall bladder attacks or gallstones

History of hepatitis

History of jaundice

Sneezing attacks

Itchy skin, worse at night

Dry fl aky skin and hair

General feeling of poor health

Aching muscles

Pain between the shoulder blades Total:

Never Rarely Time           
to time Often Never Rarely Time           

to time Often

Section E: Thyroid

Slow pulse, below 65

Cold hands and feet

Gains weight easily

Weight gain around the hips

Outer third of eyebrow thinning

“Emotional” disposition

Flushes easily

Night sweats

Hair loss

Impaired hearing

Decrease in appetite

Ringing in the ears

Constipation

Puffy hands and face

Tired and sluggish

Miscarriages

Infertility

Mental sluggishness, forgetfulness   Total:

Never Rarely Time           
to time Often Never Rarely Time           

to time Often

Never Rarely Time           
to time Often

Section F: Bone Development/Minerals

Hip and joint pain

Receding gums and or dental cavities

Tendency towards slouching, weak

Bone loss. Osteoporosis in the family

Crunching, creaking joints

Total:

Section G: Environmental

Exposure to fumes ex. Paint, salon, car

Use pesticides in garden or grass

Live near power lines or high tension wires

Never Rarely Time           
to time Often

Have mercury amalgams (silver in mouth)

Skin disorders ex. Psoriasis, eczema or other

Loss of hair

Hormone disorders

Never Rarely Time           
to time Often

History of cancer, personal or familial

Total:



Section H: Muscle and Ligament
Never Rarely Time           

to time Often

Muscle aches, stiffness, cramping and pains

Chiropractic adjustments don’t hold

Whiplash and/or ligament trauma/strain

Never Rarely Time           
to time Often

Fatigue

Upper or lower back pain

Stiff neck and shoulders

Total:

Section I: Adrenals

Never Rarely Time           
to time Often Never Rarely Time           

to time Often

Low blood pressure

Chronic fatigue

General malaise, unhappiness

Tendency to hives

Arthritic tendency  

Excessive perspiration

Colds and/or Flu often

Weakness after illness

Dark circles under eyes

Crave salty foods

Feeling unrefreshed upon awakening

Exhaustion - muscular & nervous

Respiratory disorders

Swollen ankles

Dizzy when stand up “too fast”

Decreasing appetite

Irritable

Bright lights irritate

Low energy, lack of stamina Allergies

Total:
Section J: Female and Male

2. Male Only1. Female Only:
Never Rarely Time           

to time Often Never Rarely Time           
to time Often

Painful menses

Premenstrual tension

Depressed feeling

Menstruation excessive and prolonged

Painful breasts (monthly)

Lumpy breasts / worse at menses

Have taken birth control pills

Menopause, hot fl ashes, etc.

Menses scanty or irregular

Very easily fatigued

Acne, worse at menses

Vaginal discharge / yeast etc.

Tired too easily

Urination diffi cult

Pain on inside of legs or heel

Feeling of incomplete bowel evacuation

Prostate trouble

Leg nervous at night

Colds and/or Flu often

Night urination frequently

Female Total: Male Total:



Chronic cough

Pain around ribs

Shortness of breath

Chest pain

Diffi culty breathing

Post nasal drip

Sinus and nasal congestion

Coughing up phlegm

Coughing up blood

Never Rarely Time           
to time Often

Bronchitis (frequent)

Infl ections settle in lungs

Sensitive to smog

Asthma

Wheezing

Smoker

Chronic lung congestions

Breathes through mouth

Shallow breather

Never Rarely Time           
to time Often

Section K: Lungs

Frequent urination

Rose-coloured (bloody) urine

Dripping after urination

Diffi culty passing urine

Cloudy urine

Rarely need to urinate

Frequent bladder infections

Painful/burning when urinating

Urination when cough or sneeze

Never Rarely Time           
to time Often

Throat infections

Poor wound healing

Slow to recover from colds and fl u

Gets boils or sties

Swollen lymph glands

Catch colds or fl u easily

Bumpy skin on arms

Infl amed or bleeding gums

Never Rarely Time           
to time Often

Strong smelling urine

Mild back pain

Interrupted urine stream

Tingling in joints

Joint and muscle pain/cramping

Can’t hold urine

Dark circles under eyes

Frequent urge to urinate but passes only small 
amounts

Never Rarely Time           
to time Often

Cough with mucus

Swollen tongue

Dark areas under the eyes/cheeks

Sore throat

Post nasal drip

Ear aches and infections

Herpes/cold sores

Never Rarely Time           
to time Often

Section L: Immune System

Section M: Kidneys

Total:

Total:

Total:



Section N: 

Please list the medications you are currently taking:

How often do you take (or have taken) antibiotics?
Reactions to vaccinations?
How many silver amalgams do you have in your mouth?
Root canals?
Were your wisdom teeth impacted?
Other dental problems?
Allergies?
Are you experiencing bone loss or Osteoporosis?
Do you smoke?
Diagnosed for parasites?
Diagnosed or history of Candida?
Drink 6-8 glasses of water daily?
Hormone replacement medications?

Thank you for your diligence!
Your answers will help us to assess the state of your overall body 

systems and formulate a program to help balance you.



Informed Consent

Signing this form indicates that you are voluntarily and with full knowledge willing to undergo 
a procedure referred to as Vitality Assessment and/or the Ionic Detoxifi cation Therapy (Body 
Cleanse).

At no time will the technician state, suggest, or imply that they, Kawartha Natural Health 
Clinic, Vitality Assessment, or Body Cleanse can diagnose or treat any types of ailments or 
diseases whatsoever. Only medical doctors can diagnose symptoms of ailments and disease, 
and prescribe medication for such. 

At no time will there be any implied or stated indication to any client to discontinue or alter 
any care that they are receiving under the direction of a physician. This procedure is not in-
tended or implied to take the place of any conventional medical test or diagnostic procedure. 

I have fully read and understood the above information, and I hereby give consent to the Vital-
ity Assessment procedure.
I have read the Ionic Detoxifi cation Therapy information brochure and I am aware of the rec-
ommended precautions and that in fact none of the precautions apply to me.

Client Signature: ________________________________________  Date: _______________

Name: (please print) _____________________________________

Phone Number: _________________________________________

Email Address: _________________________________________

Signature of Parent/Guardian: _____________________________   Date: _______________   

Name: (please print) _____________________________________

Witnessed by: __________________________________________   Date: ______________

Kawartha Natural Health Clinic
Jeff Piper Certifi ed MSA Technician L.E.

Dr.Keith Thomson B.Sc., D.C., N.D.
Practice of Chiropractic &

Naturopathic Medicine
403 McDonnel St. Peterborough Ont.

K9H 2X5
(705) 749-2221


