BACICLIFE HK BARER (RBER)
New Patient Intake Forms
% CH I RO PRACTIC (Confidential Information)

RTB(HE)

Dr. Tim C. Leung
BRI L
Doctor of Chiropractic

Xapyss

B RIS ILZTE - A GRS RIRE

Please fill out this form as accurately as you can. All information will be kept confidential.

HEA
Date

(Hdd / BEmm | ZEyyyy)
T35 O zus O %= O «+ O /v
Title Dr. Mr. Mrs. Ms.
= ) £HBH
Name T Birth date

Y EC Last B First (Bdd / Bmm / Eyyyy)

BEBEDEREN FEER
HKID Card No. Home phone
S FIRES
Occupation Cell phone
fEut AE)EF
Address Work phone
B H7E TREA
E-mail Referred by

S HRZHEEZ Reason for today’s visit

TEEEREZEUER ?
Any diagnosed medical condition?

R EEER R4 ERE

Your Physician’s name and phone number.

REEEERBEMEY) ?

Are you taking any medication?

EG FERAEMpNESEm ? FBIR)
Are you taking any vitamins or nutritional supplements? (Please list)
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BACK2ZLIFE HK

Xapyss

Medical History

7/ CHIROPRACTIC

TAGKERLMTAMIE? M5B - £X—R ? Do you use the following? If so, how often?

&EJ& Cigarettes:

THEERBHIE?

SEISER G Alcohol:

Do you have any allergies? O 5 ves O g5 No

A% AR Explain

#4) Drugs:

BARER (REER)
New Patient Intake Forms
(Confidential Information)

REEERNTURE/ERERER ?

Have you been hospitalized for any serious/infectious conditions? O B Yeso 2758 No
WA - AEERBIZE - If yes, briefly describe the reason.

B ABAME Tv ) 5% R TWEREARERARE ?
Please indicate which, if any of the following health conditions apply to you by marking the boxes provided.

VYR e
Heart Condition

[

&
Stroke

/{8 M &
High/Low Blood Pressure

REF IR MAR AL

Deep Vein Thrombosis
& PR I8

Diabetes

B BIRENRE

Spinal/Head Injury
LR EEERS

Neurological Condition

O 0O 00 0O 0O

BEBAENM—REBEE ?

How often do you participate in physical activities?)

[

O 0O 0O Od Od

AU ERNIEEERMLE "v ) 5%

Please check if any of the following apply to you

O
O

O

Mm%
O Haemophiliac
EMEEEas
O Wear a Pacemaker
O Epilepsy

FERES

Headaches

B &K

Arthritis

HE/ERR
Dizziness/Fainting
HIER AT
Digestive Disorder
IR E BT
Respiratory Disorder
Kidney Disorder

[

O 0O 00O 0O

B35
Hepatitis
B
AIDS

EIBH
Sprain/Fracture

B E R
Osteoporosis
Contagious lliness

=S
Skin Condition

FEAE HESHRAE R

Cancer Jaw Pain
RZ 5 0[gERZ O AR FA 70 5% M2
Pregnant or may be Taking Anticoagulants
ZRIRE O Fifg
Vegetarian Surgery

BRERY/ONE SRR B R

Serious Heart or Lung condition
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BACK2ZLIFE HK

CHIROPRACTIC

MREEEELREELLER  HFBELEAR—BEERE -
If you are currently experiencing these symptoms, or have been in the past few months,

please check the appropriate circle.

BARER (REER)
New Patient Intake Forms
(Confidential Information)

FAEMRENEBAME "V 5K

fE 8 Gastrointestinal A nito-Urinar FZ[& Skin
O & Nausea O HFERERR/IEE Pain/ltching Genitalia O 2% Rashes
O [EMt Vomiting O HEREEG/IDVESR O SREPI4 K Eczemal/Psoriasis
O BEEIR/B 2 Acid reflux/Heartburn Genital Lesions/Discharge O B Itch
0 B%Gas O Hibnisim Painful Urination O HBISEAST Night Sweats
o o
O [EJR Bloating O /R4 Frequent Urination O %5F Spontaneous Sweats
58 S . )
O fJIB Hiccup ] )i,ffiﬁijf't Excessive or Scanty Urine -y zoye Dryness
O #E@#% Loose/Soft Stool O &AM Blood in Urine O #i%h Hot Flashes
= o
O M= Bad Breath O FR& Urgent Urination O Eff Other
O fEH Constipated O #E7F/R Unable to Hold Urine
. ) = .
O XEMEBEEW Alternate Loose/Constip. O &R Wake to Urinate &M Appetite
O FRFAEZE Laxative use O R Bedwetting O f{2FE/EE Healthy/Normal
O 2{F Black Stools O B#&4 Kidney Stone O ZEELEIZ Need to Eat Often
O [If Bloody Stools O HERMEN Increased Libido O #&EFKIELEE Uncontrolled Hunger
O $#@EHAEHE Mucous in Stool O HERHIR Decreased Libido O &AE Poor Appetite
N H
O [BR/£ Intestinal pain/cramps O Hft Other IR S|
'I' E ee[!
O [IP99%R/E89E Burning/Itchy anus e i
O£ Nose, Throat & Mouth o | )
O EM%% Rectal pain ] nsomnia
O HIE Anal Fissures O ZFERHIM Bleeding Gums O BS5HE/2E Wake Easily/Early
ES "
O SR Sinus Infection O EEEES Light Sleep
IE0R Respiratory O 1E#BEL Hay Fever O B =RE¥AA Vivid Dreams
O {2MZE Chronic Cough O [&ZEWMEIER Recurring Sore Throat O %% Dream Disturbed
O % Coughing up Blood O HIREEE Difficulty Swallowing O  #LIARE Difficult Falling Asleep
O [ Coughing up Phlegm O  [IfZBEFSAELR Lump in Throat O SBRAERY
BEHIEEE Color of Phlegm O [ Bitter Taste in Mouth Hours Per Night
BHYER
O IR} Difficulty breathing O [OREER/MZ Canker Sores/Ulcers O  Efth Other
Ny
O [IFIRAE(E Short Breath O IR Nose Bleeds BLEE M I I
o w . O &/ EEz Dry Mouth/Throat
O ImB2/Bl% Wheezing/Asthma sian ) O 2% Backache
O @EEE Fre t Cold O  EERFER Prefer Warm Drinks o _
RS Frequent Lolds O EAE Knee Pain
g o ) X
O E#h Other O E#URER Prefer Cold Drinks O B Spinal Curvature
O Efth Other o
\ pax O B&%%/fEF Body Aches/Stiffness
Iy
= O B#2JIE Body Heaviness
O /0MF Heart Palpitations FRES Eyes e _ .y _
O DBkbiE Rapid Heartbeat O REFEM Blurred Vision O fTEMEEE Difficulty Walking
O FW¥E/MRS Chest pain/tightness O TREUE Spots/Floaters O FRER Joint Pain
O MEEIEE \ar Heart O RSE Eye Pain O RIFE/ENR Tingling/Numbness
LEARIRAN Irregular Heartbeat
N ¥ . . O BB Dry Eyes O [E5 Weakness
O [M&f&¥RZ Poor Circulation o =
O HIERAERR Swelling of Ankles O &R Poor Night Vision it Other
Ez =B H
O Eft Other O HRBSAIAE/ESE Red/Burning Itchy Eyes 88 General
O  Hfth Other
O FHK% Cold Hands/Feet
HA%E Head & Neck O 158k Aversion to Heat
e H Ears HzY Aversion to Heal
O §E= Dizziness R .
O B’ Fainting O &ZERZ Recurring Infection O 8% Aversion to Cold
= = A .
O TEEEIE Neck Stiffness O EJE Earaches O  BRSR/%% Fever/Chills
IRAPIE
o . O g% Fatigue
O WME#REX Enlarged Lymph Nodes o EHE Slnglng Tone: o H;; hg
O @EfE/{RIERE Headaches/Migraines O ®&HighPitch o &5 Low Pitch =1 Other
O EHfth Other O  EJTB& Decreased Hearing
O  HAffl Other
1E#Emotions

O £& Anxiety O #]# Depression O &% /B Anger/Frustration O 2% Sad O =% Forgetful O Bk Stressed
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BARER (REER)
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BACK2LIFE HK
CHIROPRACTIC

AT N EE S AR B TNE
On the figure below please circle the areas of pain or concern:

*2pyys

> <
AiFront #%Back
RE/ AR BEMSENERBREZHFEAITE "V, 9t
Sensations/Pain characteristics, please check next to sensations you are experiencing:
R D 1% B E D R D e
Sharp Burning Moving Tingling Throbbing
JIRY E Bl 3] ‘:’ EL T
Stabbing Shooting Severe Dull Numbness
EEATERERBIIA) (KR - KRS - EF - RE - MNE..) ?
What, if anything, relieves the pain (ice, rest, activity, massage, heat...)?
CEEN.) ?

BEEMR V&R (XR - & TR - AR
What aggravates the pain (weather, heat, cold, rest, activity...)?
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REABREHBERING ?
Do you have any injury or accident recently?




= gy

New Patient Intake Forms

C H I Ro P RACT I C (Confidential Information)
AFRMERNABERES
INFORMED CONSENT

FOR
CHIROPRACTIC TREATMENT AND CARE

FHEIE R [E EH BACK2LIFE HK CHIROPRACTIC BAMEBAH I (U T ZFEA ) EITHERBIE
MEMBREER L  BREBEFEBELBENXLRE

FAHH BACK2LIFE HK CHIROPRACTIC HFIfIBAKE  MEBESHEMEBLERETRENEE BT
AMBENEET  BERBFETEE -

KEAE - EYHBRAEEE—THAR - EOEERERBIT - HERES - D8 - BOMRE - RERE
ERBEMIERIAIRFIARRAEA Y - RAAEECEREEBOLEEE  RENSEER  HROFEM
H B T -

HELFBACEAORBRE LANEEE - MFMRBRTHAFE LERINER - KB ARESEHER
EEAEER - 81 BRIRYE BN LR FR RSSO -

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient
named below) by the doctors of chiropractic employed by BACK2LIFE HK CHIROPRACTIC.

I understand that BACK2LIFE HK CHIROPRACTIC is operated by the licensed doctor, and that | will be
examined and treated by a licensed doctor or treated by a chiropractic assistant under the supervision of a
licensed doctor.

| understand that, as in the practice of medicine, in the practice off chiropractic there are some risks to
treatment, including but not limited to, fractures, disc injuries, strokes, dislocations and sprains. | do not
expect the doctor to be able to anticipate and explain all risks and complications, and | wish to reply on the
doctor to exercise judgement during the course of the procedure which the doctor feels at the time, based on
the facts they known, is in my best interests.

I have read, or have had read to me, the above consent. By signing below | agree to the above named
procedures. | intend this consent form to cover the entire course of treatment for my present condition and
for any future condition(s) for which | seek treatment.

mA L Z Patient's Name HEA Date
(53T ED Please print)

f® A% ZE Signature of Patient
(FH18E T L T ImA ZE#E A Or guardian if patient is a minor)
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