Adult New Patient Questionnaire

 (Strictly Confidential)










Date: _____/_____/_____
	Personal Details


Mr/Mrs/Miss/Ms:___________________________________________________________________



Given Name


Middle Name


Surname
Address: __________________________________________________________________________

_____________________________________________________________Post Code:____________
Date of Birth:  ____/_____/____
    Age: ______
Number of Children ________________
Partners Name: ______________ 



Occupation: _______________________
Telephone:
(Home) _____________________________
   (Mobile) _________________________



(Work) ______________________________  (Email)  _________________________
Health Fund: 

⁪Yes


⁪No
Medicare Card No: _______________________ Your # on Card: _______Valid to:____________

	Referral Details


Who can we thank for referring you to us: 
⁪ Family/Friend (name) ____________________
⁪ Internet



⁪ Yellow Pages


⁪ Local Directory
⁪ Local Paper



⁪ Sign




⁪ Health Fund

⁪ Creating Health Work Shop
⁪ Chiropractic Association

⁪ Health Care Practitioners
	Accidents Injuries


List any accidents or injuries
               Date           List any accidents or injuries 
            Date:
__________________  ____/___/___ ___________________ ___/____/___

__________________  ____/___/___ ___________________ ___/____/___
__________________  ____/___/___ ___________________ ___/____/___

Your Medical Doctor is: Dr. ______________________________Phone Number:______________

	Health Details


List any medications currently taken: 
 
⁪ Blood Pressure 

⁪ Blood Thinners
⁪ Cholesterol

⁪ Pain Killers

 
⁪ Anti- Inflammatory    
⁪ Muscle Relaxants 
⁪Vitamins 

⁪ Birth Control 
Please list any other:________________________________________________________________
__________________________________________________________________________________
List any operations:

                Date:
     List any operations                          Date:
__________________  ____/___/___ ___________________  ___/____/___
__________________  ____/___/___ ___________________  ___/____/___
__________________  ____/___/___ ___________________  ___/____/___
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Please Turn Over
Do you suffer from any of the following:

⁪ Headaches




⁪ Can’t fight infections

⁪ Fluid Retention ⁪ Neck Pain/Stiffness 


⁪ Sleeping difficulty


⁪ Fevers 
⁪ Back Pain/Stiffness 


⁪ Work Stress 

 
⁪ Fatigue

⁪ Numbness in Arms/Hands 


⁪ Home Stress 


⁪ Period Pain 

⁪ Cold Hands/Feet 



⁪ Other Stress



⁪ Decreased Libido

⁪ Shortness of Breath



⁪ Constipation


⁪ Low fertility
⁪ Chest Pain




⁪ Indigestion



⁪ Asthma
⁪ Loss of Smell



⁪ Bloating



⁪ Ear Infections
⁪ Poor concentration


⁪ Incomplete bowel movement 
⁪ Skin Rashes
⁪ Dizziness 




⁪ Frequency of urination

⁪ Skin Itchiness

⁪ Depression 




⁪ Unexplained weight loss
What is/are your main concern/s ______________________________________________________
What was the cause:_________________________________________________________________

When did the problem/s commence: ___________________________________________________
Is the problem: 

⁪ Getting Worse 

⁪ Staying the Same 
      ⁪ Getting Better

Have you had a similar case before:


⁪Yes 


      ⁪ No

Does it interfere with: 
⁪Work
⁪ Home
⁪ Sleep      ⁪ Sport           ⁪ Recreation
Have you previously seen a Chiropractor:

⁪ Yes
(Who)__________________________________


     Date:_____/_____/____
⁪ No

If yes, was it for a similar condition:

⁪ Yes

⁪ No

Have you seen any other health professional about this problem:

⁪ Yes
(Who)__________________________________


     Date:_____/_____/____

⁪ No

Do any of your family members see a chiropractor:

⁪ Yes

      ⁪ No
If Yes








⁪ Maintenance     ⁪ Periodically

	Exercise/Sports Activities


Please outline any exercises or sports that you are currently participating in:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you would like to tell us:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature: ________________________________________

         Date:____/____/____
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