
 

 

Confidential Patient Information 

 
Given Name: …………………….. Surname: ………………………………….………Date of Birth: …………………… 
 
Address: ……………………………………………… Suburb:………………………………… P/Code: ……………… 
 
Tel: (H). ………………………………. (W). ……………………………….. (M) ………………………………………… 
 
Email: ……………………………………………………………… Occupation: ……..…………………………………. 
 
How did you find out about us (who referred you)?  ……………………………………………………………………. 
 

 
1) Reasons for attending this clinic  
 
     Wellness    Specific problem   (explain below) 
 
 ………………………………………………………………………………… 
 
………………………………………………………………………………… 
 
………………………………………………………………………………… 
 
 
If relevant, also indicate the location of symptoms on the adjacent diagram. 
 
 
Please complete questions 2 to 9 if you are attending due to a specific health problem: 
 

2) When was the problem first noticed? ……………………………… 3) Has it worsened (please circle)?     YES     NO 
 

4) What makes it worse? …………………………………. 5) What makes it better? …………………………………… 
 
6) Have you had this problem before (please circle)?    YES     NO     (7) If YES, when was the last time?………………. 
 

8) Previous assessments or tests:  ………………………………………………………………………………………… 
 

9) Previous treatments (include dates where possible):  ………………………………………………………………… 
 

 
Please provide detailed responses to questions 10 to 17 below if applicable: 
 

10) Please list any specific illnesses or health problems that family members or relatives have suffered from: 
 
………………………………………………………………………………………………………………………………  
 

11) Please list any accidents or trauma that you have experienced in the past, and when: 
 
………………………………………………………………………………………………………………………………  
 

12) Please list any current or recent medications, supplements/herbals or social drugs that you have used: 
 
………………………………………………………………………………………………………………………………  
 

13) Please list any illnesses that you currently or previously experienced, and when: 
 
………………………………………………………………………………………………………………………………  
 

14) Please list any surgeries or hospitalisations that you have required in the past: 
 
………………………………………………………………………………………………………………………………  
 

16) Please list your usual sport, exercise and recreational activities: 
 
………………………………………………………………………………………………………………………………  
 
 

17) Have you ever smoked, and how much? ………………… Describe your alcohol use: …………………………… 
  

Welcome to Well By Design Chiropractic 
Please take the time to fill in the form in as much detail as possible, this will ensure we deliver the best 

and most appropriate treatment for your condition.  

Name ................................................................................ Preferred Name........................................... 

Address.................................................................................. Contact Number (H / W / M) ...................... 

......................................................................…………………  Postcode.................  

Email...............................................................................................    

Date of birth............................................ Age..................  Marital Status:  S  M  D  DF  

Occupation.........................................................……… Spouse /Next of Kin.................................................. 

How did you hear about us?................................................ If referred by who?.................................. 

Have you ever received Chiropractic care Yes  No   

Where?................................................................................. Last Visit ..................................................... 

HEALTH OBJECTIVES 

People consult our practice with one or more of the following health objectives, please indicate  

which applies to you:   

Relief of Symptoms    Correction of underlying problem  To maximise my health  

HEALTH HISTORY 

What are your reasons for visiting us?    Please mark here 

............................................................................................................ 

............................................................................................................ 

............................................................................................................ 

............................................................................................................ 

............................................................................................................ 

How long have you had this? ......................................................... 

Have you had this before        Yes  No  

What make it worse? ................................................................................... 

What makes it better?.................................................................................. 

Since this started, is it   Unchanged    Worse    Intermittent    Improving  

Have you consulted anyone else for this    Yes  No  If yes, Who............................................. 

When? ...............................................Treatment received..................................................................... 

Have you ever had any of the following, please list and date: 

Accidents, Injuries, Falls, Broken bones .................................................................................................. 

..................................................................................................................................................................... 

X-rays, Ultrasound, CT or MRI Scans? ...................................................................................................... 

Prescription Medications, Vitamins or Drugs...........................................................................................  

..................................................................................................................................................................... 

Operations or Surgical procedures, Tests .............................................................................................. 

..................................................................................................................................................................... 

Major Illnesses ............................................................................................................................................ 



Research shows that often the causes of health problems begins in the early years, some starting    

while still in gestation, Please answer the following questions to the best of your knowledge. 

Pregnancy (Females Only) 

During Pregnancy: Were you involved in accidents or injuries  Ill or under undue stress  

Was the delivery (please tick)      

Particularly Long    Particularly Rapid      Difficult     Induced labour      Forceps / Vontuse       

Breach      Caesarean     In Hospital      At Home  

 

Childhood – Often the cause of our health problems begins in our early years 

Were you breast feed:    Yes   No  

Did you suffer from Colic    Bedwetting    Ear infections    Throat infections   

Recurrent Colds/flu  Allergies  Other ...................................................................................................... 

Developmental delays: ....................................................................................................................................... 

Age Crawling: ..........................................................Walking:.............................................................................. 
 

Adulthood – As Layers of Damage increase you probably experienced symptoms and random bouts of 

sickness 

Do you Smoke  Yes  No  If yes how much…………………/day  

Drink Alcohol  Yes  No  If yes how much…………………units/week 

Drink Water   Yes  No  If yes how much…………………glasses/day  

Eat Fresh Fruit/Veg:      Very Rarely    1-2 portions/day      3-4 portions/day     5+ portions/day  

Eat Sugary foods Yes  No  If yes how often.................................... 

Drink sugary Drinks Yes  No  If yes how often............................... 

Drink Coffee/tea Yes  No  If yes how often................................ 

Sleep well: Yes  No  Hours/night........  Do you sleep mainly on your:  Back  Side  Stomach  

Exercise regularly   Yes No  

Sports/Hobbies ................................................................................................... Times/week .................... 

Suffer from mental/emotional stress Yes  No  ................................................................................ 

Family History of: 

Heart Disease: Who?......................................... Cancer: Who?................................................................. 

Stroke: Who?........................................................Inflammatory Arthritis:  Who?........................................ 

Please tick if you have experienced any of the following recently or on a regular basis 

Dizziness  Unexplained weight loss  Allergies  

Fainting  High Blood Pressure  Headaches  

Difficulty Swallowing  Fatigue  Migraines  

Visual Problems  Sleeping Problems  Back pain  

Nausea  Depression  Loss of Balance  

Numbness  Loss of smell  Stomach problems  

Pins and Needles  Ringing in the Ears  Heart Burn  

Night Sweats  Neck Pain / Stiffness  Ulcers  

Inflammatory Arthritis  Constipation  Menstrual Problems  

Asthma  Diarrhoea  Frequent Coughs Colds  

Tonsillitis  Seizures  Muscle Weakness   

 

PLEASE READ THE FOLLOWING INFORMED CONSENT FORM 

  



Patient Information – INFORMED CONSENT 

1. Changes to the law now require all practitioners who manipulate the spine to warn patients’ of material risks. 

a. In extremely rare circumstances, some treatment of the neck may damage blood vessels and give rise to stroke or stroke 

like symptoms (approximately 1 in 2million to 5.85 million neck adjustments (manipulations): Halderman, et al. Spine Vol 

24-8 1999. 

Whilst this has never occurred in this practice, we are required to warn you. If nay such adjustments (manipulations) are 

required, you will be tested beforehand, as has always been the protocol at Well by Design Chiropractic. 

b. Other slight risks include strain/injury to a ligament or disc in the neck (1 in 139,000) or the lower back (1 in 62,000) (Dvorak 

study in Principles & Practice of chiropractic, Haldeman 2nd Ed) and exacerbation or aggravation of the underlying 

condition. 

c. Please see below for comparative material risks. 

2. Chiropractic adjustments (manipulation) of the spine are internationally recognised as being far safer in dealing with neck 

and lower back pain than medication and many other alternative treatments (A Risk Assessment of Cervical Manipulation, 

JMPT, 1995. Manga Report, Ontario Ministry of Health, 1993). 

3. I have discussed the information above with the chiropractor, acknowledge that results cannot be guaranteed and 

understand the risks associated with eh proposed treatment. 

4. I have had the opportunity to discuss the proposed treatment with the chiropractor and acknowledge that I have had the 

opportunity to ask questions about the nature, extent and purpose of the proposed chiropractic care and that I have been 

given sufficient information and time to make a decision giving consent to the treatment proposed to proceed. 

5. I hereby acknowledge my consent to the performance of the proposed chiropractic care by the chiropractor listed below 

and/or any other chiropractor working in this practice for the current and any future treatment in this practice. I understand 

that I can withdraw consent at any time. 

 

Patient 

Name:……………………………………………………………………… 

 

 

 

 

  

Parent/Legal 

Guardian:…………………………………………………………......... 

 

Signature:……………………………………………………. 

 Please sign in the presence of a Chiropractor 

  

Chiropractors’ 

Signature:…………………………………………………………......... 

 

Date:…………………………………………………………… 

Comparative Risks: 

Hospitalisation for Gastrointestinal Bedding from Anti-inflammatory drugs 

(N.S.A.I.D.S) (JMPT, October 1995) 

 

1 : 250 

Death from General Anaesthetic (CJA, September 1999) 1 : 2,250 

Injury from Motor Vehicle Accident 1 : 9.300 

Hospitalisation for adverse drug reactions (Aust. Jour. Hosp. Pharm., ’91,21(2)) 20,000 – 26,000 p.a 

Death from Motor Vehicle Accident 1: 4million 

 

By signing this form, you acknowledge consent to receive our monthly newsletter and updates from our wellness centre. You can unsubscribe 

at any time. We will not share your contact details with anyone else (we hate spam too!) 

 


