
 

NEW PATIENT INFORMATION 

Full Name:_______________________________________               Date:___________________________ 

Address:_________________________________________               Phone:__________________________ 

Suburb & Postcode:________________________________   DOB:___________________________ 

Email: __________________________________________               Occupation:______________________ 

Marital status: M S W D (Defacto)    Pregnant?:   Yes No 

Ages of children:__________       Private Health Fund:  Yes No 

GP Name & Address:_____________________________________________________________________________ 

Who may we thank for referring you? _____________________________________________________ 

CURRENT HEALTH CONCERNS 

What are your current health concerns?   __________________________________________________________ 

When did the problem start?  __________________ What were you doing? ____________________ 

What makes it worse?  _________________________________________________________________________ 

What makes it better? ____________________________________________________________________ 

Please circle any symptoms you may have: 

Sharp Pain  Dull Pain Ache  Weakness Throbbing Tightness Swelling 

Numbness  Shooting Pressure Burning Tingling Stabbing Hot/Cold 

 

Frequency Of Symptoms?  Constant Frequent Intermittent Rarely 

 

 

 

Please mark on the picture where you have pain  

Or any other symptoms      

 

 

 

Are your symptoms (please circle):  Increasing Decreasing Not Changing 

Are your symptoms worse in the: Morning Afternoon Increases During The Day Same All Day 

 

 



  

HEALTH HISTORY 

Have you ever seen a Chiropractor before?  

Yes □          If YES what for? □ Symptom based - Neck Pain/ Back Pain 

                                                 □ Wellness/ Preventative  Health Care 

No □           Not to worry… we will explain Chiropractic Care to you!!  

 

Please list any medications/supplements/ vitamins you are taking?:  

__________________________________________________________________________________________________ 

MEDICAL HISTORY 

HAVE YOU HAD ANY? 
 

WHAT YEAR 

 
Accidents or Trauma 
 e.g. Motor vehicle, Falls etc 

  

 
Fractures / Broken bones/ 
Dislocations 

  

 
Hospitalisations and/or 
Operations  
e.g. General  surgery, Caesarean , 
Wisdom teeth etc 

  

 

Please tick the following conditions you may have had previously or have now? 

GENERAL 
O Unexpected weight loss or gain 
O Excessive fatigue 
O Prolonged fever/chills 
O Stroke 
O Cancer 
O Infectious disease (i.e. hiv/aids, hepatitis etc) 

HEAD/ENT 
O Headaches 
O Migraines 
O Ringing in the ears (tinnitus) 
O Impaired hearing 
O Sinus issues 

RESPIRITORY 
O Chronic cough 
O Shortness of breath 
O Asthma 
O Wheezing 
O Breathing difficulties 

CARDIOVASCULAR 
O High blood pressure 
O Heart disease 
O Chest pain/pressure 
O Palpitations 
O Thrombosis/clots 

GASTROINTESTINAL 
O Liver problems 
O Abdominal pain 
O Loss of appetite 
O Change of bowel habits 
o Blood in Stool 

GENITOURINARY 
O Frequent urination at night 
O Frequent or painful urination 
O Urinary tract infection 
O Sexual dysfunction 

ENDOCRINE 
O Cold or heat intolerance 
O Excessive thirst or hunger 

MUSCULOSKELETAL 
O Joint pain/arthritis 
O Muscle cramps 

EMOTIONAL  
O Depression/anxiety 
O High stress levels 
O Sleeping issues 

NEUROLOGICAL 
O Memory loss 
O Dizziness, fainting, convulsions 

OTHER 
O Allergies 
O Intolerances 
O Auto immune 
O Eczema 

 
WOMEN ONLY: 
Do you have painful periods?  YES NO 
Are your periods regular?    YES NO 
Any problems during pregnancy?  YES NO 
Have you gone through or 
currently going through menopause? YES NO 

 
 



 

FAMILY HISTORY 

Has any of your immediate family had any of the following conditions? 

Cancer  __________  Blood Pressure  __________  Diabetes  __________ 

Stroke  __________  Heart Issues  __________  Migraine  __________  

Other  ____________________ 

LIFE STRESSORS 

Please fill in the information below so that your Chiropractor can assess the accumulation of stressors on the body that 

affects your health and ability to heal. 

On a scale of 1-10 (1 being minimal – 10 being high), please grade your present levels of stress and/or stressors 

At Home  1---2---3---4---5---6---7---8---9---10 

At Work  1---2---3---4---5---6---7---8---9---10 

Relationships  1---2---3---4---5---6---7---8---9---10  

Please tick, if your symptoms affect any of the following. 

o Pain Levels 
o Work Activities 
o Daily Activities 
o Exercise / Strength 
o Leisure Activities 
o Energy Levels 
o Mood 

 

o Walking 
o Standing 
o Bending 
o Driving 
o Lifting 
o Lying Down 
o Sleeping 

 

Please state your long and short health goals: 

 
 

Short term health 
goals 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 
 

Long term health 
goals 

 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 
 
 

 

 

 

 

 

 

 

 

 

 

 
 

 

PRACTITIONER SECTION 



INFORMED CONSENT TO CHIROPRACTIC CARE 
 
Chiropractic care is recognised as being an effective and safe method of care for many conditions. However, you must 
recognise that there are risks associated with all health care procedures, including assessment and treatment, which you 
should be informed about. 
 
Please read the following carefully:- 
 
I acknowledge that I have discussed with the Chiropractor the rare risks associated with my proposed care which include 
but are not limited to muscle and joint soreness or strains, nausea and dizziness, fractures, disc injuries including disc 
encroachments/ruptures, causing nerve irritation and referred symptoms, strokes (or like episodes) and an exacerbation 
and/or aggravation of my underlying condition. Such risks may result in outcomes such as referral, further tests, surgery. 
 
In very rare circumstances, some treatments of the neck may damage a blood vessel and lead to stroke or related 
symptoms (current statistics eg between 1 in 2 million to 1 in 5.85 million -Haldeman, et al. Spine vol 24-8 1999). Other 
possible risks include strain/injury to a ligament or a disc in the neck (current statistics eg less than 1 in 139,000) and the 
low back (current statistics eg 1 in 62,000 Dvorak study in Principles & Practice of Chiropractic, Haldeman 2nd Ed.). For 
some patients especially with bone weakening diseases, a fracture of a bone although rare is possible.” 
 
Paediatric Chiropractic Care. I agree to the Chiropractors at Hills Health and Chiropractic delivering chiropractic care 
to minors under my care at my instruction. I understand that these chiropractors are not paediatricians; but are qualified 
to manage chiropractic care in children. I am also aware that these same chiropractors are registered health care 
practitioners under the AHPRA (Australian Health Practitioners Regulatory Authority). The practitioners maintain their 
competencies by continuing professional development. 
 
Consent to Chiropractic Care. I agree to the Chiropractors at Hills Health and Chiropractic delivering chiropractic 
care to me. I do not expect the chiropractor to be able to anticipate or explain all the risks and complications. I wish to 
rely on the chiropractor to exercise his/her judgement during the course of procedures which he/she feels at the time, 
based upon the information known, is in my best interests. 
 
I understand that the intent of chiropractic care is to assist me in achieving my fullest potential. I also understand that 
Chiropractic care may not rely on the presence of symptoms for its application to that region. To the best of my 
knowledge I have provided the Chiropractor with a complete and accurate health history. I have read the above consent. 
I have had the opportunity to discuss with the chiropractor the nature and purpose of chiropractic adjustments and other 
procedures as well as other concerns. I understand that results are not guaranteed. I intend this consent form to cover 
the entire course of my chiropractic care for this and any future presentation. 
 
I hereby request and consent to chiropractic examinations, adjustments and other chiropractic procedures wherever the 
chiropractor determines necessary. By signing below I agree to chiropractic care. 
 
 
Signature of Patient:______________________________ Print Patients name here:_______________________________ 
(or parent if under 18 ) 
 
Parents name if applicable:_____________________________________ Date:___________________________________ 
 

Chiropractor’s signature:_______________________________________ Date:___________________________________ 


