Aquae Sulius
Chiropractic Centre

NEW PATIENT QUESTIONNAIRE

IMPORTANT - PLEASE READ CAREFULL
Welcome to oucentre

You should know that our purpose in this clinic is to enhance quality of life in each patient. To do this
properly we must not only finche true, basic, underlying cause of the health problem but we must also
determine exactly what needs to be done to correct that problem. This is our responsibility to our patien

regardless of whether the symptoms for which they are consulting us ate simhighly complicated.

For us to fully understand your condition, we require a complete description of not only your present
symptoms but also your overall health pattern, both past and present. This valuable information will hell
us to better evaluatyour problem and it will determine what type of response t@duistmentsve can

expect from your body.

Thank you

Aquae SuliugChiropractic Centre

HOW WERE YOU REFERREOO THE CLINIC?
Please write the nantd the individual if applicable so we canntact them to thank them for the referral.
|:I Family member:

I:I Friend:

D Chiropractor / GP:

D Clinic Web site

D Yellow Pages D UCA web site
|:I Chiropractic Lecture |:I Clinic Sign
D Advert on car |:I Therapist

|:I Other:




CONFIDENTIAL PATIENT CASE HISTORY

Name (In full} (Mr/Mrs/Miss)

Date of Birth: Age Telephone
Address: Home ( )
Work ( )
Mobile ( )
PostCode: Email
Occupation (Current) (Previous)
Marital Status: Spouse's name: Number of children
GPsurgery name Can we contact  Yes |:I No |:I
Name ofprivate medical iaurer? Does it cover Chiropractic: Yes |:I No |:I
PREVIOUS CARE
Chiropractor |:I Osteopath |:I Physiotherapy |:I Other |:I
Name of Practitioner: Location:

Reason for attending:

How maury visits: How frequent: When did you last attend:

What was your response

Excellent |:I Good |:I Fair |:I Poor |:I No change |:I Worse |:I

Have you had Xays taken?  Yes |:I No |:I

PRESENTCONDITION

Please describe your prespnbblem

What Make it better? What makes it worse?

Whatactivities is the problem stopping you from doing?

Have you had this before? Yes |:I No |:I If yes when

When did the problem start this time?

What, doyou feel, caused the condition this time?

Fall |:I StressD Car Accident |:I Strain |:I Lifting |:I Don't know |:I

How have your symptoms changed since their onset?

Getting worse |:I Staying the same |:I Getting better |:I Come and go |:I
Are you currently taking any medication?Yes |:I No |:I

Other (please specify)




PREVIOUS, CURRENT AND FAMILY HEALTH

What are your hobbies, sports and sedentary pursuits?

Whatisyoudi et | i ke (i .e.fruit, vegetables, Ajun

Have you had any operations or been hospitalised for any reason?

Have you broken any bones or been involved in a major trauma such as a car accident?

Are there any heritable conditions in your fayr¢.g. heart disease, cancer, arthritis, diabétasning or,
behavioural problen)s

POSITION OF PAIN

On the following diagrams please mark whire symptoms are.




