Phone: 07-49738233                                                                                                                                                  Boyne Tannum Chiropractic / Osteopathic / Acupuncture Centre

CONFIDENTIAL  PATIENT  HISTORY   (please complete grey boxes)
Title:  FORMDROPDOWN 
 Surname:      
Given names:      
Preferred name:       DOB:       /  /       Gender    FORMDROPDOWN 
    
Address:        Suburb:       State:  FORMDROPDOWN 
    Postcode:       Email:      
Phone: Mobile:       Home:      
Preferred method of contact?  FORMDROPDOWN 
   Height:       Weight:       Allergies:      
Emergency contact:       Ph:      Relationship to you:       

Occupation:       
Name of Health fund:      
Medicare #     -     -  IRN   Exp date:    /    
GP:       Clinic Name:      
Do you have a medical referral? (eg. EPC/care plan)   FORMDROPDOWN 

How did you find us?  FORMDROPDOWN 
 

Have you seen a Chiropractor before?  FORMDROPDOWN 
  If Yes, who?       Date of last visit:      
Have you had Acupuncture before?  FORMDROPDOWN 
 If Yes, who?       Date of last visit:      
Have you had previous X-rays of your Spine?  FORMDROPDOWN 
  If Yes, when?      Where?      
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________________________________________________________
What is your major complaint/problem?      
When did it occur?       Have you had this issue before?      if so how long ago?      
What caused your current onset of pain?      
Is this a work-related injury?   FORMDROPDOWN 
 Is this related to a vehicle accident?   FORMDROPDOWN 

List any treatments given / or previous diagnosis made for present complaint      
Current level of pain relating on a scale from 0-10?  FORMDROPDOWN 
  What makes it worse?      What makes it better?      
Check box below for type of pain you have been experiencing?    
	 FORMCHECKBOX 

	Tingling sensation
	 FORMCHECKBOX 

	Sharp
	 FORMCHECKBOX 

	Numbness

	 FORMCHECKBOX 

	Pins & needles
	 FORMCHECKBOX 

	Dull
	 FORMCHECKBOX 

	Soreness

	 FORMCHECKBOX 

	Loss of strength
	 FORMCHECKBOX 

	Stabbing
	 FORMCHECKBOX 

	Stiffness

	 FORMCHECKBOX 

	Intermittent
	 FORMCHECKBOX 

	Aching
	 FORMCHECKBOX 

	Burning

	 FORMCHECKBOX 

	Constant
	
	
	
	


Other complaints / Problems?      
Please list any hereditary spinal or general illness in your immediate family:      
HAVE YOU OR DO YOU SUFFER FROM ANY OF THE FOLLOWING? Please tick all that apply. 

	
	GENERAL 
	
	CARDIOVASCULAR
	
	GENITO /URINARY 

	 FORMCHECKBOX 

	 Anemia 
	 FORMCHECKBOX 

	Chest pains 
	 FORMCHECKBOX 

	Prostate trouble

	 FORMCHECKBOX 

	Headache
	 FORMCHECKBOX 

	Poor circulation
	 FORMCHECKBOX 

	Kidney infections/stones

	 FORMCHECKBOX 

	Cancer
	 FORMCHECKBOX 

	Low Blood Pressure
	 FORMCHECKBOX 

	Painful / burning urine

	 FORMCHECKBOX 

	Anxiety / Depression
	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	Bed wetting

	 FORMCHECKBOX 

	Epilepsy / Convulsions
	 FORMCHECKBOX 

	Heart disease
	 FORMCHECKBOX 

	Blood in urine

	 FORMCHECKBOX 

	Fainting / Loss of consciousness
	 FORMCHECKBOX 

	Edema (swelling)
	 FORMCHECKBOX 

	Inability to control bladder

	 FORMCHECKBOX 

	Fatigue / Dizziness
	 FORMCHECKBOX 

	Rapid / irregular heart beat
	 FORMCHECKBOX 

	Sweats

	 FORMCHECKBOX 

	Diabetes (Type 1) or  (Type 2)
	 FORMCHECKBOX 

	Varicose Veins
	 FORMCHECKBOX 

	Ross river fever

	 FORMCHECKBOX 

	Hepatitis  A / B / C
	 FORMCHECKBOX 

	Hardening of Arteries
	 FORMCHECKBOX 

	Rapid weight loss

	 FORMCHECKBOX 

	Stroke / Tremors
	
	
	 FORMCHECKBOX 

	Rapid weight gain

	 FORMCHECKBOX 

	Rheumatic Fever
	
	
	
	

	 FORMCHECKBOX 

	Psoriasis / Other skin diseases
	
	
	
	

	 FORMCHECKBOX 

	AIDS / HIV
	
	
	
	

	 FORMCHECKBOX 

	Other blood borne illnesses?
	
	
	
	

	
	
	
	
	
	

	
	EYES, EARS, NOSE & THROAT
	
	RESPIRATORY
	
	GASTRO INTESTINAL

	 FORMCHECKBOX 

	Deafness
	 FORMCHECKBOX 

	Sinus / Hayfever
	 FORMCHECKBOX 

	Poor appetite

	 FORMCHECKBOX 

	Ear pain / problems
	 FORMCHECKBOX 

	Chronic cough
	 FORMCHECKBOX 

	Distension of Abdomen

	 FORMCHECKBOX 

	Thyroid / Goiters
	 FORMCHECKBOX 

	Difficult breathing
	 FORMCHECKBOX 

	Excessive Hunger / Thirst

	 FORMCHECKBOX 

	Eye pain/Visual disturbance/Double vision        
	 FORMCHECKBOX 

	Emphysema
	 FORMCHECKBOX 

	Nausea / Vomiting / indigestion

	 FORMCHECKBOX 

	Nasal obstruction
	 FORMCHECKBOX 

	Wheezing / Asthma
	 FORMCHECKBOX 

	Hernia


	 FORMCHECKBOX 

	Nose bleeds
	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	Gall-bladder trouble

	 FORMCHECKBOX 

	any Other Blood diseases
	
	
	 FORMCHECKBOX 

	Colitis

	
	
	
	
	 FORMCHECKBOX 

	Inability to control bowel

	
	MUSCLES & JOINTS
	
	MUSCLES & JOINTS continued
	 FORMCHECKBOX 

	Pain over stomach

	 FORMCHECKBOX 

	Disc injury, when and where?
	 FORMCHECKBOX 

	Osteopenia
	 FORMCHECKBOX 

	Vomiting of blood

	 FORMCHECKBOX 

	Arthritis
	 FORMCHECKBOX 

	Osteoporosis
	 FORMCHECKBOX 

	Cholesterol

	 FORMCHECKBOX 

	Low back pain
	 FORMCHECKBOX 

	Scoliosis
	
	

	 FORMCHECKBOX 

	Neck pain or stiffness
	 FORMCHECKBOX 

	Pain between shoulders
	
	

	 FORMCHECKBOX 

	Sciatica
	 FORMCHECKBOX 

	Liver trouble / Jaundice
	
	

	 FORMCHECKBOX 

	Multiple Sclerosis
	 FORMCHECKBOX 

	Muscle wasting
	
	

	 FORMCHECKBOX 

	Gout
	
	
	
	

	 FORMCHECKBOX 

	Fractures, where and when?
	
	
	
	

	
	
	
	
	
	


Details of any Surgeries?      When?      
Have you ever been involved in any other accidents, (e.g.  FORMDROPDOWN 
,  FORMDROPDOWN 
 -If yes, give details      When?      
Any medications and supplements you currently take:    FORMDROPDOWN 

       

FEMALE PATIENTS ONLY:
Are you Pregnant?  FORMDROPDOWN 

Do you have any concerns or issues regarding your reproductive health you would like to discuss with your practitioner?  FORMDROPDOWN 

SIGNATURE OF PATIENT/GUARDIAN:        DATE:      

