APPLICATION FOR EXAMINATION

Please answer each question, as we need this information to be able to provide you with the best possible care.

NAME:________________________________________    DATE:___/___/_____________________

STREET/NUMBER:____________________________________SUBURB_____________________ 

POSTCODE:___________ MOBILE: (H)____________________  (W)_________________________

DATE OF BIRTH:_____/_____/_____   AGE:_________  CHILDREN:_________________

OCCUPATION:_______________________  EMAIL:______________________

HAVE YOU EVER HAD CHIROPRACTIC CARE (When?)__________________________

DO YOU HAVE PRIVATE HEALTH INSURANCE FOR CHIROPRACTIC:___________

WORKER’S COMPENSATION:___________  VETERAN AFFAIRS:__________________

Please tick the following symptoms, which you now have or have had previously.
Headaches_____   Migraines_____  Neck Pain_____  Allergies_____  Dizziness_____

Fainting_____  Sinus Problems_____  Lower Back Pain_____  Swollen Joints_____

Are you suffering from Pain, Pins and needles, Numbness etc in your:

Neck_____  Arms_____  Hands_____  Back_____  Legs_____  Feet_____

Are you aware of, or have had any:

Difficulties at birth_____  Accidents_____  Operations_____  Falls_____

WHAT IS YOUR MAJOR COMPLAINT ?_________________________________________

WHAT CAUSED IT? ___________________________________________________________

WHEN DID IT START? _________________ IS IT GETTING WORSE ?_______________

Do You Take any Medication? ____________  Are you Pregnant ?______________________

DO YOU HAVE ANY OTHER COMPLAINTS OR SYMPTOMS ?_____________________

_______________________________________________________________________________

Are you aware of any other health conditions / diseases / illnesses that you have or have had in the past? e.g. heart , stroke, osteoporosis , rheumatism. NO/YES. If yes please list _______________________________________________________________________________
SORRY, NO ACCOUNTS.

Our professional and personal concern is just with two things, your health and our reputation.Therefore, we accept only those clients whom we sincerely believe we can help. SIGNATURE:_______________________________________DATE___________

