Confidential Client Questionnaire
Date:




Personal Details:
First Name:



Last Name:






Address:













Suburb:




Postcode:







Age: 





DOB:






Phone: (H)




(Mob)







Email:













Referred by/ How did you find me?:








Family GP:



Other Health Professional:



Occupation:



How long in this work:



Relationship Status:










Spouse/ partner name:











Do you have children?:








Reasons you are here today:




































































































Health History
Please tick you are experiencing or have experienced in the past 6 months:

· Lower back pain
· Upper/mid back pain
· Neck pain
· Headaches
· Tired/ fatigue
· Tension in body
· Numb/ tingling in extremities of body
· Muscle cramps/ sprains
· Dizziness
· Ringing in ears
· Nerves/ anxiety
· Difficulty sleeping
· Allergies/ food intolerances
· Digestive problems
· Diarrhoea
· Constipation
· Weight problems
· Asthma
· Regular colds/ flu
· High blood pressure
· Low blood pressure
· Chest Pain
· Heart Condition
· Epilepsy
· Diabetes
· Depression
· Heart Burn
Other conditions:
























What treatments have you tried prior to today?



















Past trauma/accidents (inc. date or age):

































Past Surgery (inc. date or age):



































Childhood illnesses (inc. date or age):


































Other illnesses/ health information?

































Do you have any pain?



How often?



Pain location/s:





































Does pain increase when under stress/ emotional discomfort?



Are you pregnant/ any chance of being pregnant?






If applicable, what stage of pregnancy are you?






Lifestyle

How many hours do you sleep per night (average):





How often do you exercise?










What sort of exercise?























Do you smoke?



No. per day?





Current medication/ drugs (include recreational):































Current supplements:
























Food Preferences: (ie. Vegetarian, vegan, wheat free, dairy free, high protein):






































Allergies/ intolerances:






















Daily intake of:


coffee:

tea:


Alcohol:
water:


Sugar Cravings?:






Self development: (ie. Meditation, reading, hobbies)

















Family History

Please give brief details of any health problems in your family history ie. Great grandparents, grandparents, parents, children, cousins etc.

















































































I believe the above information is true and correct and indemnify your clinic/practice of any liability for any false or misleading statements given. It is understood that the treatment received by your clinic/practice is of remedial therapeutic nature and not of a diagnostic/curative approach. It is also understood that the results of the treatment are not guaranteed in any way and that the data or notes taken remain the property of your clinic as part of the case history records. 
In addition, I understand that a copy of any kept personal records will be made available to me within 48 hours of my request at any such time and that my personal information, unless otherwise noted by me, may be used by your clinic for notification of any future news, products or services as deemed appropriate by your clinic. 
I am attending your clinic of my own free will and consent and exercise my right to discuss and choose any suitable treatments available to me.

I further understand that no account is rendered by your clinic and payment is at the time of the service. I understand your cancellation policy is 24 hours notice otherwise full charge will apply.
Signed:






Date:






Name:











