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Date:
____  / ____ / ______

MR / MRS / MISS / MS   SURNAME: ____________________ FIRST NAME: ____________________

ADDRESS: __________________________________________________P/CODE: _______________

CONTACT (H/W): _______________ (M): _______________  (Email): ________________________

OCCUPATION: ____________________ DATE OF BIRTH: ____________________ AGE: _______

SPORTS / HOBBIES: _________________________________________________________________

WHO REFERRED YOU TO THE CLINIC? _______________________________________________

MAJOR COMPLAINT? (eg. Migraine, Lower back pain, knee pain, reflux etc)

____________________________________________________________________________________

DATE OF ONSET

(actual date or rough estimate in weeks, months or years) _____________________________________

WHAT DO YOU THINK CAUSED THE PROBLEM?

____________________________________________________________________________________

Is the pain staying the same / decreasing / increasing? (circle)

Have you had this before Yes? No? Last episode? ___________________________________________

Have you received treatment for this complaint? Was it effective? ______________________________

____________________________________________________________________________________

DO YOU HAVE PRIVATE HEALTH INSURANCE ________________________________________

PAST CURRENT HEALTH STATUS

Illnesses/Diseases: __________________________
Hospitalisations: ____________________________

Fractures: _________________________________
 Dislocations: ______________________________

Medications / 

Supplements: ________________________________________________________________________

Family history of Cancer / Diabetes / Heart disease / Stroke (Etc.)

____________________________________________________________________________________

Family Doctor: ______________________________ Rays/MRI/CT: ____________________________
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