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W
ELLNESS CENTRE

confidential health history

Full Nam
e:  _____________________________________________  I prefer to be called: ___________                                                                   

M
ale          Fem

ale 
Date of Birth:  _________________

  Age:  _______
M

arital Status:   Single         M
arried    

    Num
ber of Children (if any): ______

Address:   __________________________________________________________________________
Telephone:  Hom

e-  __________________  W
ork-  _________________  M

obile-  _________________
Em

ail:  ___________________________________________
Your M

edical Doctor:  ______________________________________   Consent to contact if required  

How
did

you
hearaboutouroffice

(e.g.referralfrom
G

P,friend,phonebook):
 

 
 

 
 

 
 

 
 

 
 

 
  

__________________________________________________________________________________

_____________________________
Have

you
everhad

Chiropractic
Care

before:
Yes

No
 

 
 

 
 

 
  

      
       

O
ccupation: ______________________________________  

Reason for this appointm
ent (e.g. wellness care, prevention, low back pain, asthm

a, headaches, posture...) 
___________________________________________________________________________________

W
hen did your problem

 begin (date or num
ber of days, m

onths, or years):  _______________________

How did this problem
 begin (e.g. accident, lifting, work related, gradual onset…

) 
___________________________________________________________________________________

Please m
ark any areas of pain or discom

fort on the diagram
s

and label with the letter that best describes it:

S =  Sharp / Stabbing
D =  Dull / Achy
P =  Pins & Needles
N =  Num

bness
B =  Burning
O

 =  O
ther

Practitioners seen for this problem
 (e.g. G

P, Physiotherapist…
):

___________________________________________________

Does anything m
ake it better (e.g. position, rest, ice…

)  ______________________________________
__________________________________________________________________________________

Does anything m
ake it worse (e.g. standing, bending, coughing…

) _____________________________
__________________________________________________________________________________

Please answ
er all questions as best you can and sign the consent at the end of this form

.
Som

e of the following questions m
ay seem

 irrelevant to your case. However, they assist us in delivering the safest 
and best possible care, and m

any are required by law. All inform
ation you give is private and confidential.

Personal Details

Current Health Condition

 

Exam
ination / Analysis

(Chiropractor to com
plete)

Rot

Flex.

Lat. Flex
Extn.

Rot

Flex.

Lat. Flex
Extn.

Rot

Flex.

Lat. Flex
Extn.

Lum
bar

Thoracic
Cervical

Postural Analysis

Range of M
otion

C
0

C
1

C
2

C
3

C
4

C
5

C
6

C
7T1T2T3T4T5T6T7T8T9

T10
T11
T12
L1L2L3L4L5

Sac

C
ox

iRO
M

     

Notes:    standing

              sitting

Reflexes:

O
rthopaedic:

Biceps (C5)
Brachioradialis (C6)
Triceps (C7)

Patellar (L4)
Achilles (S1)

Left     Right
M

uscle Strength  /5

Hip Flex
Knee Ext
Knee Flex
Dorsiflex
Plantar Flex
Inversion
Eversion
Hallucis Ext
Hallucis Flex

Elbow Flex
Elbow Ext
Arm

 Abd
Arm

 Add
W

rist Ext
W

rist Flex
G

rip strength
Finger Flex
Finger Ext
Finger Abd
O

pposition

M
aignes

Com
pression

Foram
inal Com

p.
Distraction
Shoulder Dep.
Kem

ps
Appleys Scratch
TO

S - Allens
          Addsons
          Edens
          W

rights

Left    Right

 / seated

 / standing
Adam

s
F2T distance. 
Trendelenburg
Toe W

alk
Heel W

alk
Underburgs

 / supine

 / prone

 / m
alingering

SLR
W

LR
Braggard
Patrick Fabere
Internal Hip Rot
O

cc Challenge
Valsalva
Soto Hall

Stretches: 

 Strengthening:

O
ther recom

m
endations:

Nachlas
Yeom

ans
Ellys
Hibbs
Sac com

p
Sac ext

M
ankopff       Plantar Flex      Burns bench       M

cBride       Hoover

Jnt Play
End Feel

C
0

C
1

C
2

C
3

C
4

C
5

C
6

C
7T1T2T3T4T5T6T7T8T9

T10
T11
T12
L1L2L3L4L5

Sac

C
ox

Leg Length Inequality      L  /  R   ______ m
m

      +  /  -  Derefield  

Cervical Syndrom
e     C1     C2    C3-7

Palpation findings:

L   R

Vitals : 

Special Tests:

O
ther Notes:

Analysis / Clinical Im
pression:  

Plan of M
anagem

ent :

Sensory:

Cranial Nerves: 

    I          II         III, IV, VI          V         VII         VIII         VIIII         X         XI        XII 

Abdom
nial   /   Babinski    /   Clonus

SI Joint

BP ______/______m
m

Hg    Pulse ______bpm

Height _________m
     W

eight _______kg     BM
I _______

cm

L   R

L   R

L   R

C
0

C
1

C
2

C
3

C
4

C
5

C
6

C
7T1T2T3T4T5T6T7T8T9

T10
T11
T12
L1L2L3L4L5

Sac

C
ox

C
0

C
1

C
2

C
3

C
4

C
5

C
6

C
7T1T2T3T4T5T6T7T8T9

T10
T11
T12
L1L2L3L4L5

Sac

C
ox

TM
J

m
m

C/S RO
M

      C/S stretches     S/O
 Traction    Shldr Rot 

Pectoralis      Cat     Psoas/Hip Flexors     Knee to Shldr
Lum

bar X roll    Ham
strings     G

astroc        O
ther  

C/S isom
etrics    Traps     Abs - upper / lower    Superm

an     O
ther 

___ x ___wks      ___ x ___wks    reassess    ___ x ___wks    ___ x ___wks 
    

DC Signature ____________________________    Date _________________

Regional exam
 / O

ther: 

Cerebellar / Posterior Colum
n function:

    Rhom
burgs      Dysdiadochokinesis      Proprioception      Vibration Sense      Fine Touch

Referral:
X-ray 
G

aitScan

G
P

O
ther



Current m
edications:  Pain Killers         M

uscle Relaxants         Corticosteroids        Blood Pressure Pills 

Birth Control        Vitam
ins         O

thers             List nam
es and dosage if possible: 

_____________________________________________________________________________________

Have you previously been on any long-term
 m

edications?    Yes         No       ____________________

O
verall Health Status & Health History

Have you experienced any of the following in the last 12 m
onths ?

NEURO
- M

USCULO
-SKELETAL

    Low-Back Pain
 

    Neck Pain
    Pain between Shoulders
    Shoulder Pain
    Arm

 Pain
    Leg Pain
    W

alking Problem
s

    Stiffness
    Headaches
    M

igraines
    Num

bness
    Tingling, Burning, or
    Pins & Needles
    W

eakness
    Paralysis
    Dizziness / Vertigo
    Fainting
    Anxiety
    Confusion
    Depression
    Convulsions

CARDIO
-VASCULAR

High Blood Pressure
Heart Problem

s
Stroke
Chest Pain 
Shortness of Breath
Lung Problem

s
Ankle Swelling
Varicose Veins

G
ASTRO

-INTESTINAL
 Poor Appetite
 Excessive Appetite
 Excessive Thirst
 Significant W

eight Loss
 Significant W

eight G
ain

 Frequent Nausea
 Vom

iting
 Heartburn / Reflux
 Liver Problem

s
 G

all Bladder Problem
s

 Bowel Problem
s (e.g.  

    bleeding, constipation, 
    gas, diarrhoea, cram

ps)
G

ENITO
-URINARY

 Bladder Problem
s (eg. 

    changes to frequency, 
    volum

e, control)
 Painful Urination
 Discoloured Urine
 Sexual Dysfunction
 Sexually Transm

itted  
    Infection / Disease
 M

enstrual Irregularity
 M

enstrual Cram
ping

 Breast Pain / Lum
ps

 Prostate Problem
s

EARS/EYES/NO
SE/THRO

AT
 Allergies 
 Sinus Problem

s
 Vision Problem

s
 Dental Problem

s
 Ear Ache
 Sore Throat
 Hearing Difficulty

G
ENERAL
Stress 
Loss of sleep
Fever
Chronic / Recurrent
    Infections

 O
ther ___________________

_________________________

W
hen were you last

x-rayed?  _________________

Have you ever had any other 
im

aging (eg. M
RI, CT scan)?

No     Yes      ______________ 
FEM

ALES O
NLY

Are You Pregnant?
Yes     No     Unsure 

Please tick if you have, or have ever had, any of the following conditions:

Cancer  
     Stroke 

       Diabetes  
  Heart Disease 

   Arthritis         O
steoporosis  

O
ther    (e.g. HIV or AIDS, Hepatitis, Psoriasis, Polio, Epilepsy etc): __________________________

Have you been treated for any other health condition in the last year?     Yes        No 
If yes, please explain:   __________________________________________________________________

Surgery / O
perations (e.g. Appendix, C-section, Hip-Replacem

ent, Discectom
y…

)
_____________________________________________________________________________________

Significant accidents, injuries, or falls (include m
ajor childhood injuries, m

otor vehicle accidents…
): 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Hospitalisation (other than above): _________________________________________________________

Fam
ily history of m

ajor illnesses e.g. breast cancer (m
other), diabetes (father): 

_____________________________________________________________________________________

O
n a scale of 1 to 10 how do you presently feel?  (m

ark on line below)       

     1
    10

(worst)
  (best)

W
hen did you last feel 100%

 ? ____________

W
hat activities of daily living are m

ost affected by your current condition
 (e.g. dressing, sleeping, sport, gardening…

):  _______________________________________________

Do you m
ainly sleep on your:  Side       Back      Stom

ach      

Do you sm
oke?   No         Yes:  Present     /   Past         How m

any cigarettes per day ? ______________

Currently, what are the 3 healthiest activities in your life?   
(e.g. exercise, m

editation, balanced nutrition, good hydration...)

1. _____________________________________
2. _____________________________________
3. _____________________________________

Currently, what are the 3 least healthy activities in your life? 
 (e.g. sm

oking, poor nutrition or hydration, stress…
)

1. _____________________________________
2. _____________________________________
3. _____________________________________

Lifestyle Assessm
ent
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p
r
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c
a
n
 
a
r
i
s
e
.

Patient Signature (consent for exam
ination & care):  ___________________________

 Date:  ______________

Thank you for filling out this im
portant inform

ation.
E

n
j
o

y
 
y
o

u
r
 
v
i
s
i
t
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n

d
 
t
h
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m
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