CONFIDENTIAL PATIENT INFORMATION

CASE N°

DATE

ABOUT YOU...

TELEPHONE NUMBERS AND E-MAIL

Name

Address

Home

Date of birth

Occupation

Employer

Marital Status

M S W D

Mobile

Work

E-mail

Who referred you to our centre?

YOUR COMPLAINT...

Please explain your complaint briefly

PLEASE USE THE DIAGRAM TO INDICATE SITE/S OF PAIN

What do you believe is wrong with you?

When did this problem begin?

What aggravates the condition?

What relieves the condition?

Pain XX Numbness/tingling  ////

Is this condition...

Worsening Improving Constant  Intermittent
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CONFIDENTIAL PATIENT INFORMATION

Is this condition due to sickness or injury arising out of employment? YES

Have you lost any days from work? YES NO If yes, how many?

Have you had the same or similar ~ YES NO If yes, when?
condition previously?

Have you seen any other doctors/  YES NO If yes, whom?
practitioners for this condition?

Have you ever been under YES If yes, whom?
chiropractic care?

Have you been treated for any other health conditions in the past year?

If you are female, is there a YES NO
possibility you are pregnant?

If yes, due date?

What operations have you had?

Have you had, or do you have, any serious illness?

What medications are you taking?

Have you ever been involved ina  YES NO If yes, when?
motor vehicle accident?

Describe

Have you ever suffered from?

HEADACHE

SCIATICA

EYE PAIN

SINUS INFECTION

PAIN OVER HEART
DIFFICULTY BREATHING
FREQUENT URINATION

LOW BACK PAIN
ASTHMA

FAILING VISION

HIGH BLOOD PRESSURE
STROKE

CONSTIPATION
PROSTATE TROUBLE

NECK PAIN OR STIFFNESS
EAR NOISES

HAY FEVER

LOW BLOOD PRESSURE
CHEST PAIN

CANCER

IRREGULAR MENSTRUAL CYCLE

SIGNATURE

SIGNATURE OF PARENT OR GUARDIAN IF PATIENT IS A Ml




