
 
CONFIDENTIAL PATIENT CASE HISTORY 

Name:…………………...……………….…………..…..………Date…………………File #………….……. 

Address……………………...……………………………………..…………….…Post Code…….……….… 

Tel: Home…….…..………………Office….……..……….……………Mobile……………………………… 

Email:……………………………Occupation……………………Employer……...………….………….…. 

D.O.B………………..…….Marital Status:   S   M    D    W       Partner’s Name:………….…………….. 

Children (names and ages)………….……………..……………………Your Height...……....&Weight……… 

Your regular medical doctor (if applicable):…………………………….……………………….…………. 

How did you hear about us? (circle)   Friend Family Sign Doctor Yellow pages online Internet  Flyer Yellow Pages 

If family, friend, colleague or health care provider, give their name …………………………………………….. 

Are you a member of a Private Health Fund ? ……….….. If so, which ? …………………………………. 

Is this a Workcover / TAC / DVA or other case? (If so which?)…………………………………..……..……..… 

Do you hold a valid Healthcare / Pension or Student card? ……………………….…………………………..… 

PRESENT SYMPTONS: 

What is your main problem at present? ………………………………………….………………………………. 

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

Have you had similar problems before?  � Yes �  No   When?……………….……………………………...….. 

Caused/aggravated by:……..…………………..………..… Pains are:� Sharp � Dull � Constant � Intermittent  

Is this problem getting progressively worse: � Yes � No  What lessens your pain:………………..……………. 

Previous treatment by……………………………….……………Result:…………………....……………..…… 

Any family history of these problems?   Yes  � No � Previous spinal x-rays (year)……………..……………… 

Is this problem interfering with: � Work � Sleep � Routine � Other  Is it worse at any time of day?…………... 

Previous Chiropractic Care (Where/Year): …………………………………..…………………………………... 

Last adjustment:……………………...………………………Do you sleep on your: Side � Back � Stomach �? 

What type of mattress do you have?………………..……… How many pillows? ……….……………………... 

Notes for Office use only: 

 

 
 

 
 

 
 

 
   

 
Please turn over



 

Other health concerns / problems?  …..………………………… 

………………………………………………………………….. 

Car accident/s Ever (When?)…………………………………… 

…………………………………………………………………... 

Injuries / accidents / falls / jolts ever (when)?…………………… 

…………………………………………………………………… 

Exercise program / Sporting activities at present:……………….. 

…………………………………………………………………… 

Supports for Back or Feet ?………………………………….…… 

Previous surgery ? (Give details of what surgery and when)… 

…………………………………………………….……..……… 

Drugs / Medicine / Vitamins – Give type and dosage……………………………………… 

……………………………………………………………………………………………………… 

Have you suffered from any of the following   -   Tick appropriate box 
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�  �  Pins & Needles or numbness of  
         Legs or Feet 
�  �  Mid Back Pain 
�  �  Mid Back Tension 
�  �  Pain in Ribs or chest 
�  �  Low Back Pain 
�  �  Low Back Weakness 
�  �  Low Back Stiffness 
�  �  Hip Pain or Stiffness 
�  �  Buttock Pain 
�  �  Leg Pain 
�  �  Leg/muscle Cramps 
�  �  Knee Trouble 
�  �  Foot or Ankle Trouble 
�  �   Fainting or blackouts 
�  �   Stroke (TIA) 
�  �   Cancer 
�  �   High Blood Pressure 
�  �   Low Blood Pressure 
�  �   Cholesterol problems 
�  �   Knocked unconscious 
�  �   Pregnant (___ of times) 
�  �   Dizziness 
�  �   Light-headed 

�  �   Scalp Disorders 
�  �   Skin Disorders 
�  �   Regular colds and flu 
�  �   Soreness in Neck 
�  �   Shoulder Pain 
�  �   Shoulder Stiffness 
�  �   Shoulder Tension 
�  �   Painful/clicking jaw 
�  �   Arm/Elbow Pain 
�  �  Pins & Needles/Numbness of  
        Hands 
�  �  Loss of Grip 
�  �  Wrist or Hand Pain 
�   �  Cold hands/feet  
�  �   Loss of Arm Power 
�  �   Headaches 
�  �   Nervousness 
�  �   Double Vision 
�  �   Eye Disorders 
�  �   Depression 
�  �   Loss of  Smell or Taste 
�  �   Sinus Trouble 
�  �   Ear Disorders  
�  �   Hay Fever 
�  �   Recurrent Sore Throat 

 �   �  Asthma 
�   �  Chronic Cough 
�   �  Stomach Tension 
�   �  Digestive Malfunction 

 �   �  Nausea 
 �   �  Allergies 
 �   �  Vomiting 
 �   �  Constipation 
 �   �  Diarrhoea 
 �   �  Abdominal Pain 
 �   �  Urinary Disorders 
 �   �  Menstrual Disorders 
 �   �  Loss of Potency 
 �   �  Other Sexual Disorder 
 �   �  Chronic Tension 
 �   �  Chronic Irritability 
 �   �  Chronic Fatigue 
 �   �  Sleeping Problems 
 �  �   Pain straining/coughing       
           or sneezing 
 �  �   Smoker (___ smokes/day) 
 �  �    Drink Alcohol (_____/week)  

Please do not sign below unless you have discussed the potential risks of chiropractic care with 
your Chiropractor. These are rare but include Stroke or like incidents (approximately 1 in 5 
million chance);Disc Injury (1 in 30,000 chance); other risks include sprains/strains, and 
fractures 
 
 
Patient:…………………………Date:……………………Chiropractor:……………………… 
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