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Date: ____________
Confidential Patient History 
Welcome to Neurohealth Chiropractic. To enable us to assist you in reaching your health goals please take a few minutes to answer all the following questions as accurately as you can. Your answers will help us decide if chiropractic can help you. 

Name:



(Title) 

 (First name)


(Surname)
Address: 

_______________________________________________PCode:____________Email:___________________________________DOB:____________Age:_____
Phone:(H)__________________(W)________________(M)_________________
Occupation_________________________□ Male
□ Female

Maritial Status: S  M  W  D


#Children____________ Spouse’s Name ______________ Children Names_________________________
How did you find out about the clinic? 

□ Yellow Pages
□ Flyer
   □ Advertisement         □ Website
     □ Other

□ Referral 
Referrer’s Name_______________________________________ 

Do you have health Insurance?  
Y  /  N
Company: ______________________

Doctor’s Name: ___________________________ 
Last Visit: ________________________
Are you claiming through Workers Compensation, Insurance or DVA?   Y  /  N
Loss of Wellness 
Give reasons for seeking Chiropractic Care:

· _____________________________________________________________________
· _____________________________________________________________________
· _____________________________________________________________________
Please rate your overall health /10: _____Where would you like it to be /10?_____
When and how did this problem start? ________________________________________
_______________________________________________________________________ ____
Is it getting: better / worse / more frequent / other? ____________________________
Is the problem worse at any time of the day?  AM  /  PM  
If you have pain please rate it on a scale of 1 (least) to 10 (severe) __________________
Type of Pain: Sharp  /  Dull  /  Throbbing  /  Achy  /  Shooting  /  Burning  / Pins & Needles   

Do you have any other health problems?
________________________________________________________________________________________________________________________________________________________
List any current Medications:____________________________________________________
List any current Supplements: ___________________________________________________
List any past surgeries and dates: ________________________________________________
List any past accidents and dates: ________________________________________________
____________________________________________________________________________
Have you had any x-rays in the past 2 years?  Y / N 
Do you smoke?  Y  /  N
Do you drink alcohol?  Y  /  N

Hobbies: ____________________________________________________________________

FEMALES: Is there any possibility that you may be pregnant?   Y / N
Family History

Did or does anyone in your family suffer from:
Diabetes / Cancer / Stroke / Heart problems / Nerve disorders / Arthritis 

Other ______________________________________________________________________
Was your birth:  natural / caesarean / forceps / induced / premature / long/difficult delivery

Did you experience any abnormal childhood development?____________________________
____________________________________________________________________________
Chiropractic History

Have you ever been to a chiropractor before?    Y / N

If yes, Chiropractors Name: _________________________________ Last Visit: ___________
Reason for Care: _____________________________________________________________
Are other members of your family receiving chiropractic care?  _________________________
Loss of Whole Body Health
Do you suffer from any of the following?

· Headaches

· Neck Pain 

· Arm/Shoulder Pain

· Back Pain

· Hip/leg Pain

· Chest Pain

· Abdominal Pain

· Sinus Trouble

· Heart Trouble

· Palpitations

· Circulatory issues
· High/Low Blood Pressure

· Female Problems

· Prostate Disorder
· Kidney Problems

· Bladder Problems

· Lung or Bronchial Disorder

· Digestive Problems

· Constipation

· Loose Stool

· Diabetes
· Swollen Joints

· Insomnia

· Exposure to chemicals
· Depression

· General Fatigue

· Morning Fatigue

· Anaemia

· Poor Memory

· Hot Flushes
· Eye/hearing problems
· Lack of exercise

· Repetitive work stress

What level of Stress are you experiencing on a scale of 1 to 10 (1 being minimal): ____________
What are the major causes for that stress? (please circle) 

Physical / Financial / Career / Relationships / Sickness / Environment / Diet / Other? _______
Health Objectives

How would you like us to handle your treatment? (please tick)
· Temporary Symptomatic Relief

· Temporary Symptomatic Relief + Care to allow healing to take place.

· Temporary Symptomatic Relief + Care to allow healing to take place +

Wellness care to help prevent the problem recurring in the future. 

Please tick the following if you:

· Would like to have optimal health.

· Would like your family to have optimal health.
· Other friends in the community to experience optimal health.

Please list any health goals or particular concerns you may have regarding your care.

· _____________________________________________________________________
· _____________________________________________________________________
· _____________________________________________________________________







