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Chiropractic & Rehabilitation



 
Confidential New Patient Information
Title: _____ Name: ________________________________________  D.O.B  (D/M/Y)     /     /     /
Home Address: _____________________________________ City: ___________________  Postcode: _______
Phone Home:_______________ Work:_______________ Mob:_____________ Fax: ________
E-mail address:________________________________________________ Occupation ____________________
Marital Statues: ______________
Number of Children:  ____
Partners Name: ___________________
How did you hear of this practice? _______________________________________________________________
Medical Practitioner’s (GP)  Name:  ____________________________________ Phone: ___________________
Next of Kin/Emergency Contact:_______________________ Relationship:  _____________  Ph.. ____________
Are you claiming the cost of treatment on:- □ Work Cover   □ Insurance claim     Claim No: __________________   

Private Health Fund:  ____________________ Membership No:________________ Patient No. on Card:_______

___________________________________________________________________________________________
	Health Concern
(Order of importance)
	When did it start?
	Have you had it before? Is it changing?
	What aggravates your pain?
	What relieves your pain?
	Rate your Pain 0-10 (10 is worst)

	1.


	
	
	
	
	

	2.


	
	
	
	
	

	3.


	
	
	
	
	


Is the pain? □ Dull  □ Sharpe  □ Pins and Needles    Constant □ Yes  □ No    Does the pain radiate □ Yes  □ No  
Is the pain worse? □ Morning   □ Evening   □ During the night    Does the pain wake you at night? □ Yes  □ No           
Are there any positions that are aggravate the pain? □ Lying   □ Standing   □ Sitting   □ Movement   □ Other 
What does the pain stop you from doing? □ Sleep   □ Sports   □ Daily Activities   □ Working   □ Other _________
In your own words please describe the complaint:__________________________________________________ _________________________________________________________________________________________
Indicate the location of your pain on the diagrams: Use Symbols – Pain = X , Pins and Needles = / Numbness = 0
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Do you have any underlying conditions that might limit / modify / prevent you from care? (Eg. Surgical implants, congenital abnormalities, arthritis, other conditions): ____________________________________________________
Do suffer from Headaches □ Yes □ No  If yes are the changing and describe _________________________________  Do you suffer from Dizziness □ Yes  □ No      if yes then when ____________________________________________
Have you had Treatment for this or another condition? □ Yes □  No   What profession treated you? _______________

What was the result?: ____________________________________________________________________________

How has this problem affected your quality of life in regards to: (0 = not at all, 10 = severely):
work _____;
family life _____;
spouse _____;
recreational _____;
social life _____
What would be good benchmarks to use to assess your progress (daily activities, sports hobbies, life goals)?__________________________________________________________________________
What are your short and long term health goals do you hope to achieve with treatment ?: 
Short: ____________________________      
Long: ____________________________________
Family and Medical History

Do you have a family history of:  □ Stroke □ Heart/ Blood disorders  □ Cancer / Malignancy  □ Diabetes □ Other 

Others Please List:    _____________________________________________________________________________

Recent changes in:  □ Weight  □ Vision  □ Hearing  □ Taste  □ Smell.  Please List: _________________________

Have you ever had surgery (please list): _____________________________________________________________

Medications (please list): _________________________________________________________________________

Have you had or do you have existing ailments (If so please give details):-  

□ Fractures ________________________________________________________________________________ 

□ Dislocations ______________________________________________________________________________

□ Major Accidents ___________________________________________________________________________
□ Medical Tests / Blood tests  __________________________________________________________________
□ Surgery __________________________________________________________________________________
□ Medications ______________________________________________________________________________
□ Supplements ______________________________________________________________________________
□ X-rays / CT / MRI (Why?) ____________________________________________________________________
□ Illness ___________________________________________________________________________________
□ Infection / fever ____________________________________________________________________________
□ Smoking _________________________________________________________________________________
□ Recent GP visit ____________________________________________________________________________
□ Other ____________________________________________________________________________________
Have you previously, or do you currently experience any of the following conditions? 


Are you pregnant
□ Yes  □  No

Allergies
   □ Yes  □  No
Stroke / DVT
□ Yes  □  No



Blood/Heart Disorders
□ Yes  □  No

Migraines
   □ Yes  □  No
Cancer

□ Yes  □  No


Sexual Dysfunction 
□  Yes □  No

Thyroid Disorders□ Yes  □  No
Insomnia
□ Yes  □  No


Emotional Disorders
□  Yes □  No

Digestive
   □  Yes □  No
Epilepsy
□  Yes □  No


Auto Immune Disorder
□  Yes □  No

Bowel/Bladder
   □  Yes □  No


Please give details : ____________________________________________________________________________
​​​​​​​​_____________________________________________________________________________________________
Currently are you taking:
□ Anti-inflammatories


□ Pain killers


□ Naturopathic medicines

□ Muscle relaxants


□ Vitamins


□ Homeopathic/Chinese medicines

□ Blood pressure pills


□ Supplements


□ Other, please list ​​________________
Please give details: ​​___________________________________________________________________________
Exercise

What activities/sport do you do to relax? _______________________Competitive sports? ​​​​​​​​​​__________________
How many times a week do you engage in physical activity? ____________

What is the average duration of physical activity? □<10min    □ 10-20min   □ 20-30 min   □ 30-60 min   □ >60 min
Please rate you current level of fitness (0=poor, 5=average, 10=excellent) _______________________________
Do you have any current fitness goals? ___________________________________________________________
Nutrition
What does your diet consist of:

□ vegetables

□ snacks


□ soft drink

□ fruit


□ bread, pasta


□ coffee/tea

□ meat


□ rice



□ water




□ fish


□ fast/fatty foods

□ beer/wine/spirits, how much? _______
Are you currently on a diet? If so, what is the name of it _______________________________________________
Practitioner Initials:





Treatment Date:         /      / 
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