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Welcome to Thornlie Huntingdale Chiropractic Clinic.
Title: (Mr/Mrs/Ms/Miss) Name: ____________________________________ Birth date: ____________
Address: ____________________________________________________________________________
                 

Street




                    Suburb
           

           Post Code   
Tel: (H)_______________________ (W)_______________________(M) ________________________ 
E-mail address: ____________________________   Occupation: _______________________________
Marital status: _________________ Partner’s Name:_______________________ No. of children _____
Have you seen a chiropractor before?_____  If yes, when were you last adjusted ___________________
Do you have private insurance? ______   If yes, who is your insurance carrier _____________________

Who may we Thank for referring you to our centre?  _________________________________________
Your Health Profile
Childhood Years: (birth -17)
Describe any complications during your Birth (i.e. C-section, forceps): __________________________

Did you have any childhood illnesses?  ( Yes   ( No  If yes, please explain: ____________________

Describe any serious falls as a child: ______________________________________________________

Describe any impact sport involvement: ___________________________________________________

List any prolonged use of drugs in childhood such as antibiotics: _______________________________
Did you have any surgery? (Yes  ( No  If yes, please explain: ________________________________ 

Were you involved in any car accidents?  ( Yes   ( No
Did you suffer any other traumas? (physical or emotional)   (Yes     ( No  

If yes, please explain: __________________________________________________________________

As a child, were you under regular chiropractic care? (Yes     ( No  

Adult Years: (18-present)

Do/Did you smoke?  ( Yes
 ( No  

Do/Did you drink alcohol?  ( Yes    ( No      How many drinks per week do you consume?  ________
Did you have any surgery?  (Yes     ( No  If yes, please explain: ______________________________ 

Were you involved in any car accidents?  ( Yes
( No

Have you been in any other accidents?  (Yes     ( No  If yes, please explain: _____________________
List any broken bones/fractures: _________________________________________________________
Do / did you play any adult sports?  ( Yes
 ( No  
Current Symptoms:
If you have no symptoms and are here for wellness services, please tick here  (    or
Briefly describe your chief health concern including its effect on your quality of life:

________________________________________________________________________________________________________________________________________________________________________

Your pain is best described as:  ( Sharp  ( Dull  ( Burning   AND   ( Constant    ( Comes and Goes

When did your symptom start? __________________________________________________________

Does your pain radiate to other parts of your body? (Yes   ( No   If yes, where __________________
Have you experienced this problem before?_____  What did you do about it?______________________

Since the symptom started it is:   ( About the Same      ( Decreasing      ( Getting Worse 

What if anything makes it feel worse? _____________________________________________________

What if anything makes it feel better? _____________________________________________________

Please list any medications you are taking: _________________________________________________ 

Have you had any other forms of treatment? (Yes   ( No  If yes, please  explain:__________________
How long has it been since you really felt good?
_____________________________________________

Any other complaints?____________________________________________________
_____________
Have any X-Rays been taken of your area of concern, back or neck?  (Yes     ( No          
If yes, when and where? ________________________________________________________________

Mark the areas on this body where you feel the described sensations.

Use the appropriate symbols. Include all affected areas.
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Numbness
(((
Pins & Needles
(((
Burning
X X X

Aching
A A A

Stabbing
/  /  /
Other Symptoms: Please check any body signals that you are currently experiencing or that have caused you problems in the last 6-12 months
Muscle and Joint

   General Symptoms
   Gastrointestinal
    Cardiovascular
( Backache

   ( Fever/chills
   ( Indigestion
    ( Rapid heart beat



( Neck pain

   ( Fainting

   ( Belching or gas
    ( Slow heart beat
( Painful tailbone
   ( Convulsions
   ( Nausea/vomiting
    ( High blood pressure
( Numbness in hand/foot
   ( Loss of Energy
   ( Stomach trouble
    ( Pain over heart/chest
( Tennis elbow
   
   ( Frequent colds
   ( Heartburn/reflux
    ( Swelling of hands/feet
( Shoulder pain

   ( Allergies

   ( Constipation
    ( Poor circulation
( Foot trouble

   ( Skin conditions
   ( Bloody stools
    ( Previous heart attack
( Faulty posture

   ( Loss of balance
   ( Diarrhoea
    
    ( Previous stroke
( Arthritis
  
   ( Pins & needles
   ( Haemorrhoids
Stress Symptoms

   Respiratory

   Genitourinary
     Females Only

( Headache

   ( Chronic cough
   ( Painful urination
     ( Painful menstruation

( Migraine

   ( Phlegm
 
   ( Blood in urine
     ( Excessive flow
( Dizziness

   ( Bloody phlegm
   ( Frequent urination    ( Irregular cycles


( Irritable bowel

   ( Congestion
   ( Incontinence
     ( Abnormal discharge
( Blurred vision

   ( Asthma/bronchitis  ( Sterility

     ( Cramps
( Poor sleep

   ( Difficult breathing


     ( Backache
( Poor memory







     ( PMS
( Poor concentration
   Eyes, Ears, Nose & Throat

     ( Post menopause
( Nervousness

   ( Loss of hearing



    Are you pregnant?(Yes  (No
( Irritability

   ( Ringing in ears



    Birth control pill?
(Yes  (No
( Tension


   ( Loss of taste/smell



     
( Fatigue


   ( Tonsillitis




     
( Depression

   ( Sinus problems

Health History: Have you or any family members ever suffered from any of the following   conditions?
( Thyroid problems
   ( Tuberculosis
    ( Psoriasis

     ( Emotional troubles

( Diabetes

   ( Pneumonia
    ( Seizures

     ( Polio

( High blood pressure
   ( Back pain

    ( Asthma

     ( Cancer

( Heart disease/attack
   ( Headaches
    ( Arthritis

     ( Liver conditions
( Kidney conditions
   ( Stomach ulcers
    ( Addiction
     ( Other:___________
Lifestyle:

Describe as Excellent/Good/Poor your:

Diet  __________________  Exercise  __________________  General Health  ________________
Which nutritional supplements/vitamins do you take? _____________________________________
What physical activities & hobbies do you enjoy?   _______________________________________

How many hours do you sleep on an average night? _______ Do you sleep through?  ( Yes    ( No 

How many years have you had your mattress? ___________         Your pillow? ________________

What is your sleeping posture?  (    Side            (   Stomach          (   Back
How many glasses of water do you drink daily?  _________________________________________
When was your last complete physical exam? ___________________________________________
THE STRESS TEST

Please check all applicable stresses and answer all applicable questions.

1. Physical Stress


                           ( Poor Posture


( Sitting on your wallet


( Sleeping (on stomach)


( Excessive Computer Work


( Carrying Heavy Purse/Book bag/Child

( Repetitive Lifting/Bending


( Continuous Hours Sitting/Standing


                        2. Chemical Stress
( Environment (ex. Pollution)

( Second-hand Smoke

( Caffeine: 
    Coffee amount/day: ____________
    Tea/Iced Tea amount/day: _______
    Cola amount/day: ______________
    Chocolate amount/day:__________
( Excessive Sugar

( Artificial Sweeteners

( Prescription Drugs – specify:


( Over-the-Counter Drugs (ex. Advil, Tylenol):


( Recreational Drugs
                         3. Emotional Stress




High   Med    Low


( Business
3        2
1


( Social
3        2
1

( Family
3        2
1
As a result of my chiropractic care, I would like to: (Please check all that apply)
    ( Feel better quickly





    ( Have a healthier body by keeping my spine and nerve system healthy

    ( Live a healthier lifestyle and have a better quality of life
INFORMED CONSENT TO CHIROPRACTIC TREATMENT
It is our duty to help aid you in restoration of health and to also inform you of any potential risks involved in delivering your care. The Doctors of Thornlie Huntingdale Chiropractic Centre deliver chiropractic care via the use of manual and instrument adjusting (activator). Chiropractic is no doubt safe and effective. However, for certain groups of people (those with predilection to strokes, blood

disorders and arterial disorders) some form of risk can be involved. The latest study regarding the risk of stroke caused by manual adjustment is 1 in 5.85 million (Neck manipulations. Haldeman, et al. Spine vol. 24-8 1999). The risk is obviously very minimal compared to other traditional forms of care, but we feel we must report this to you so that we can clear your mind of any questions and concerns regarding the danger of chiropractic adjustments. Chiropractic adjustments of the spine are internationally recognized as being far safer in dealing with the neck and low back pain than medication and many other alternatives. (A Risk Assessment of Cervical Manipulation, JMPT 1995.)  Other slight risks include strain injury to a ligament or disc in the neck or low back (less than 1 in 139,000). (Dvorak study in Principles and Practice of Chiropractic, Haldeman. 2nd Ed.)
Chiropractic is no doubt safe especially when compared to the following statistics:

1. 1 in 100 aspirin users suffer gastrointestinal (GI) bleeding (British Medical Journal, 1998).

2. 44,000 to 98,000 people are hospitalized due to adverse drug reactions (ABC, 2000).

3. Adverse drug reactions are the 4th leading cause of death.

4. 1 out of 131 outpatient deaths was due to medical error (Lancet).

5. 106,000 deaths due to drug reactions in year 2005.

6. 80,000 malpractice deaths reported annually (Public Citizen).

7. Medical malpractice is the 3rd leading cause of death annually (Journal of the American Medical Association).

8. 180,000 people die annually due to medical malpractice (New England Journal of Medicine).

I acknowledge that I will have the opportunity to discuss with my chiropractor the nature and purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment) as well as the contents of this Consent.

I thereby consent to the treatment protocol set forth by my Chiropractor with understanding of the risks involved with chiropractic care as informed by Thornlie Huntingdale Chiropractic Clinic. I intend this consent to apply to all my present and future chiropractic care.

Dated this ______ day of __________________, 20____.

 Patient/Legal Guardian Signature
 Witness Signature

 Patient/Legal Guardian Name (please print)
 Witness Name (please print)


___________________________________

 Minor’s Name (please print)

