
DOWNTOWN CHIROPRACTIC 
1840 McIntyre St, Regina, SK, S4P 2P9 

Dr. Daniel R. Rutledge 
www.drrutledge.ca 

 

 

Last Name:       First Name:       

 

Saskatchewan Health Number:            

 

Date of Birth (dd/mm/yyyy):        Sex: Male Female 

 

Street Address:              

 

City:        Postal Code:       

 

Telephone:  Home:    Work:     Cell:     

 

May we leave messages relating to your visits?  Yes No 

 

Email Address:              

 

Emergency Contact:              

    Name    Relation  Phone Number 

 

Marital Status  Single:   Married:  Divorced:  Widowed:   

 

Occupation:       Employer:       

 

Do you have any children? Yes No How many?   Ages:   

 

Are you pregnant?  Yes  No 

 

Do you: 

Smoke  Yes No  Packs/day     Number of Years 

Drink  Yes No   Average Number of Drinks/wk 

 

Height:        Weight:       

 

Is today’s visit due to a: Motor Vehicle Accident: Yes No Work Related Injury: Yes No  

 

Please list any Physical Activities/Hobbies you presently engage in:       

 

                

 

                

 

 

 

 CONTINUED ON  BACK........ 



DOWNTOWN CHIROPRACTIC 
1840 McIntyre St, Regina, SK, S4P 2P9 

Dr. Daniel R. Rutledge 
www.drrutledge.ca 

 

Name of medical doctor:             

 

May we communicate with your medical doctor regarding your visits?  Yes No  

 

How did you hear about Downtown Chiropractic?          

 

Is there someone we may thank for referring you here?         

 

Please list any other health care practitioners (massage, physio, etc.)  you are presently seeing: 

 

1)                

 

2)                

 

3)                

 

Please list any medications and/or supplements you are presently taking:       

 

                

 

                

 

Have you ever been hospitalized?  Have you ever had surgery?  What for?       

 

                

 

                

 

Do you presently have or have you ever had any major health concerns (e.g. cancer, diabetes, high blood pressure) ? 

                                      

 

                

 

Have you had any major physical trauma or been in any accidents?        

 

                

 

                

 

 

 

 

Patient Signature:        Date:      

 


