
WELCOME TO ENERGY HEALTH CLINIC!!
101-2349 Millstream Rd., Victoria, BC, V9B 3R5, Phone: 250-391-8811, Fax: 250-391-8818

FEES
Regular Fees/Without Assistance: The initial visit is $80.00, subsequent visits are $55.00, and Shockwave is $60.00.
Premium Assistance:  The Medical Service Plan may subsidize up to ten (10) visits per calendar year. For those who
qualify, the initial user fee is $57.00, and the nine (9) subsequent are $32.00 per visit. For every visit thereafter, the fee is
$55.00. 
ICBC: We no longer offer direct billing to ICBC but we will provide you with the invoices for submitting.  
WSBC: Provided your claim is accepted, there is no user fee ($0.00) for your initial or subsequent treatments (within 8
weeks).

SCHEDULING AND CANCELLATION POLICY
Dr. Parsons and Dr. Collins will recommend a treatment program for your recovery.  Your appointment time is reserved
just for you. A late cancellation or missed visit leaves a hole in the therapists' day that could have been filled by another
patient. As such, we require 12 hours notice for any cancellations or changes to your appointment. Patients who provide
less than 12 hours notice, or miss their appointment, will be charged a full fee.

CONSENT TO CHIROPRACTIC TREATMENT 
It is important for you to consider the benefits, risks and alternatives to the treatment options offered by your chiropractor and to make an informed
decision about proceeding with treatment. Chiropractic treatment includes adjustment, manipulation and mobilization of the spine and other joints of the
body, soft-tissue techniques such as massage, and other forms of therapy including, but not limited to, electrical or light therapy and exercise. 
Benefits: Chiropractic treatment has been demonstrated to be effective for complaints of the neck, back and other areas of the body caused by nerves,
muscles, joints and related tissues. Treatment by your chiropractor can relieve pain, including headache, altered sensation, muscle stiffness and spasm.
It can also increase mobility, improve function, and reduce or eliminate the need for drugs or surgery.
Risks: The risks associated with chiropractic treatment vary according to each patient’s condition as well as the location and type of treatment. The risks
include: 
● Temporary worsening of symptoms – Usually, any increase in pre-existing symptoms of pain or stiffness will last only a few hours to a few days. 
● Skin irritation or burn – Skin irritation or a burn may occur in association with the use of some types of electrical or light therapy. Skin irritation should
resolve quickly. A burn may leave a permanent scar. 
● Sprain or strain – Typically, a muscle or ligament sprain or strain will resolve itself within a few days or weeks with some rest, protection of the area
affected and other minor care. 
● Rib fracture – While a rib fracture is painful and can limit your activity for a period of time, it will generally heal on its own over a period of several
weeks without further treatment or surgical intervention. 
● Injury or aggravation of a disc – Over the course of a lifetime, spinal discs may degenerate or become damaged. A disc can degenerate with aging,
while disc damage can occur with common daily activities such as bending or lifting. Patients who already have a degenerated or damaged disc may or
may not have symptoms. They may not know they have a problem with a disc. They also may not know their disc condition is worsening because they
only experience back or neck problems once in a while. Chiropractic treatment should not damage a disc that is not already degenerated or damaged,
but  if  there  is  a  pre-existing  disc  condition,  chiropractic  treatment,  like  many  common  daily  activities,  may  aggravate  the  disc  condition.  The
consequences of disc injury or aggravating a pre-existing disc condition will vary with each patient. In the most severe cases, patient symptoms may
include impaired back or neck mobility, radiating pain and numbness into the legs or arms, impaired bowel or bladder function, or impaired leg or arm
function. Surgery may be needed. 
● Stroke – Blood flows to the brain through two sets of arteries passing through the neck. These arteries may become weakened and damaged, either
over time through aging or disease, or as a result of injury. A blood clot may form in a damaged artery. All or part of the clot may break off and travel up
the artery to the brain where it can interrupt blood flow and cause a stroke. Many common activities of daily living involving ordinary neck movements
have been associated with stroke resulting from damage to an artery in the neck, or a clot that already existed in the artery breaking off and travelling up
to the brain. Chiropractic treatment has also been associated with stroke. However, that association occurs very infrequently, and may be explained
because an artery was already damaged and the patient was progressing toward a stroke when the patient consulted the chiropractor. Present medical
and scientific evidence does not establish that chiropractic treatment causes either damage to an artery or stroke. The consequences of a stroke can be
very serious, including significant impairment of vision, speech, balance and brain function, as well as paralysis or death. 
Alternatives: Alternatives to chiropractic treatment may include consulting other health professionals. Your chiropractor may also prescribe rest without
treatment, or exercise with or without treatment. Questions or Concerns You are encouraged to ask questions at any time regarding your assessment
and treatment. Bring any concerns you have to the chiropractor’s attention. If you are not comfortable, you may stop treatment at any time. Please be
involved in and responsible for your care. Inform your chiropractor immediately of any change in your condition. 

DO NOT SIGN THIS FORM UNTIL YOU MEET WITH THE CHIROPRACTOR 
I hereby acknowledge that I have discussed with the chiropractor the assessment of my condition and the treatment plan. I understand
the nature of the treatment to be provided to me. I have considered the benefits and risks of treatment, as well as the alternatives to
treatment. I hereby consent to chiropractic treatment as proposed to me. 

Name (Please Print)___________________________________________________________________________________________ 

Signature of patient (or legal guardian)__________________________________________________ Date: ______________ 20____. 

Signature of Chiropractor____________________________________________________________ Date: _______________20____. 



Confidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient InformationConfidential New Patient Information

Name ___________________________________________ Employer __________________________________________________ 

Address________________________________________________Postal Code ______________ Date of Birth__________________

Home Phone _________________Work/Cell Phone _________________Care Card________________________________________

Family Doctor________________________________________ May we forward a clinical progress note to your family doctor?  Yes/No

Is This an I.C.B.C./W.C.B. claim?  If Yes, Date of accident _____________ I.C.B.C./W.C.B. claim #_____________________________

Extended Health Care Provider ______________________________Client/Plan Number____________________________________

E-mail address__________________________ Who referred you to this clinic? Yellow Pages/Doctor/Friend_____________________ 
 

Have you ever received Chiropractic Care? Yes/No If yes, Doctor’s name/when & why_______________________________________

1. Reasons for seeking care today:

 ______________________________________________________________________________________________

2.  Location of Complaint: Use drawing ---------------------------------------->
A = ACHE S = STABBING 
P = PINS & NEEDLES N = NUMBNESS
B = BURNING O = OTHER

Complaint began when and how? _____________________________________________

__________________________________________________________________

Do you have any numbness or tingling in your body? Where? __________________________________________________________

Intensity (No pain) 0    1    2    3    4    5    6    7    8    9    10    (Most pain) 

How frequent is the complaint present and how long does it last? _______________________________________________________

Does anything aggravate the complaint? Make it better? ______________________________________________________________

Previous treatments, medications, surgery, or care you’ve sought for your complaint: ________________________________________

Current or previous illnesses you’ve had in your life: __________________________________________________________________

Previous injuries, traumas or broken bones: ________________________________________________________________________

Medications & reason for taking, Allergies:__________________________________________________________________________

Surgeries: ___________________________________________________________________________________________________

Are there any illnesses that run in your family? ______________________________________________________________________


