DATE

Suite 50, Level 2, 90 Mona Vale Road, Mona Vale NSW 2103
Phone: (02) 9979 7700 Fax: (02) 9979 7300

Your Personal Details Social History

FULL NAME | ALCOHOL/WEEK
ADDRESS P/CODE 1 CIGARETTES/WEEK
PHONE (H) W) (M) I CAFFEINE/DAY
EMAIL HEIGHT cms _WEIGHT kg STABLE? Y/N GAINING/LOSING
DATE OF BIRTH Age MALE / FEMALE
OCCUPATION How did you hear about us? (Please name where specified)
EXERCISE AND HOBBIES  HEALTH PRACTIONER
0 FRIEND/FAMILY
NAME & AGES OF CHILDREN " WEBSITE
HEALTH INSURANCE FUND | SDDCLE SEARCHENGINE
HAVE YOU SEEN A CHIROPRACTOR BEFORE? NO/YES IF YES, WHEN " FACEBOOK
WAS THAT FOR A CHECKUP OR A SPECIFIC CONCERN? 0 OTHER

Your Previous Health History

Rheumatoid Disease
Scheuermann’s Disease
Spinal Curvature/Scoliosis
Spinal Fracture
Spondylolisthesis
Whiplash

Peptic Ulcer Disease
Psoriasis or Skin Condition

Other

OooQoOo0o0O0oDooo0oo0ooo0ooogoo

MEDICATION, SUPPLEMENTS & PAST & PRESENT ILLNESSES SYMPTOMS YOU OFTEN OR CURRENTLY EXPERIENCE FAMILY HISTORY
RECREATIONAL DRUGS (parents, grandparents, siblings)

Cancer O  Back Pain/Stiffness U  Excessive Urination
Chronic Fatigue O Neck Pain/Stiffness 0  Loss of Bowel or Bladder U Back problems
Depression/ Anxiety 0 Rib or Chest Pain control ") Headaches
Emphysema/Pneumonia 01 Shoulder or Arm pain/Stiffness [l Excessive Thirst 0 Heart disease
Asthma/Bronchitis O Hip Pain/Stiffness [l Frequent Nosebleeds ) Sfroke
Gout O Knee Pain/Stiffness 0 Irregular Heart Beat ) Cancer
Diabetes Type I/Type IT O  Pins & Needles/Numbness in an Arm [ Wheezing/Coughing 1 High Blood Pressure
Heart Arrhythmia or Hands I Nausea 7 High Cholesterol
Heart Attack/Stroke [l Pins & Needles/Numbness in Leg/Foot [ Fever ) Diabetes
High Cholesterol {1 Abdominal Pain [l Dizziness 0 Arthritis
High/Low Blood Pressure 01 Blood in urine or stools [l Headaches U Osteoporosis
Hyper/Hypo Thyroidism 0 Change of Bowel Habit [l Night Sweats I Other
Osteoporosis ] Constipation/Diarrhoea [l Disrupted Sleep
Osteoarthritis L Other

OPERATIONS, ACCIDENTS, BROKEN BONES, DISLOCATIONS, SPRAINS, CAR ACCIDENTS etc

OBSTETRIC/BIRTHS HISTORY:




How Can We Help You?

PLEASE LIST YOUR
CURRENT ISSUES
(most severe first)

SEVERITY
(1-10)
1=mild-
10=severe

QUALITY OF
PAIN

(eg: sharp, dull,

burning, ache,
constant or
intermittent)

DO YOU
EXPERIENCE
REFERRED PAIN
(shooting, pain,
pins & needles or
numbness)?

WHEN & HOW DID THE
ISSUE BEGIN?

ANY AGGRAVTING OR
RELIEVING FACTORS?

What makes it better
or worse?

HAVE YOU HAD
THIS CONDITION
BEFORE?

When?

HAVE YOU RECEIVED
ANY CARE OR
TREATMENT FOR THIS
ISSUE TO DATE?

Please mark the areas of discomfort
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Chiropractor's Comments






