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	Welcome to

Veitch Chiropractic


To ensure that you receive the best possible care, we ask that you take the time to complete this new client questionnaire as best you can.

Title:
 Surname:
First name:


Address:______________________________________________Postcode: __________
Telephone: hm)
wk)
mob)


Date of birth:_____________Age:______    Married/Widow/Single/Divorced

Children ___________         Email:_______________________________________
Private Health Fund: ______________________Occupation:

How did you find us?  FORMCHECKBOX 
Referral (Name):
  FORMCHECKBOX 
Internet
 FORMCHECKBOX 
Facebook  FORMCHECKBOX 
Signage  FORMCHECKBOX 
 Other(please specify):


Name of previous Chiropractor?
Last visit? 


Name of your current MD?

Reason for Visit

Please describe in detail your reason for visiting us:


What do you think caused the problem?


What makes it worse?
 What makes it better?


When did it Start?


Is your problem getting progressively worse? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
, Is it: Constant  FORMCHECKBOX 
 or Comes & Goes  FORMCHECKBOX 

Have you had this Before?

Does your current problem interfere with your: Work  FORMCHECKBOX 
     Sleep  FORMCHECKBOX 
      Walking  FORMCHECKBOX 
        Sitting  FORMCHECKBOX 

Standing  FORMCHECKBOX 
        Lifting  FORMCHECKBOX 
           Daily Routine  FORMCHECKBOX 

Please Circle an Appropriate Pain Level for each Problem and Label
No Pain
Worst Pain
0 
1 
2 
3 
4 
5
 6
 7
 8 
9 
10

Health Summary (please include approximate dates)
Have you been in a motor vehicle accident?: Past Yr  FORMCHECKBOX 
   Past 5Yrs  FORMCHECKBOX 
   Past 10Yrs  FORMCHECKBOX 
  Over 15Yrs  FORMCHECKBOX 

Any other Accidents:


Please list all Surgeries & illnesses:


Medications you now take:  
    Pain Killers FORMCHECKBOX 
       Muscle Relaxants FORMCHECKBOX 
   Anti-Inflammatories FORMCHECKBOX 
  

Blood Pressure  FORMCHECKBOX 
  Birth Control Pill  FORMCHECKBOX 
  Cholesterol  FORMCHECKBOX 
   Depression/Anxiety  FORMCHECKBOX 

Do you suffer from any chronic condition?


Please list sporting & recreational activities


Family History


Heart Disease
Stroke
Cancer
Diabetes
Other
Father’s Side











Mother’s Side











Client’s Signature:
Date:


Chiropractic is safe, effective & gentle.  Millions of people everyday benefit greatly from chiropractic care.  You’ve made the right choice.
[image: image1.bmp]Please use the following letters to indicate TYPE and LOCATION of the symptoms you currently are experiencing.
A=Ache                     O=Other

B=Burning                P=Pins & Needles

N=Numbness           S=Stabbing
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Patient’s signature______________________________________Date___________________________
Spouse’s or guardian’s signature___________________________Date___________________________







