Southside Health Care

Noarlunga Swimming Complex, Seaman Rd, Noarlunga Centre. Ph 8382 2255

Chiropractic / Sports Injuries New Patient Questionnaire.

Welcome to Southside Health Care! Please assist us by filling in the following questionnaire.
Mr. Miss Mrs.

INGIME ..ottt s s se s s bt ss b e b s s 2 s s s s s ess e 2 s s A e e L8 e e s St s s s e b s s ee b s A e b s s s s e b s et bse s st e b et e b st ssesensens Ms. Mast. Dr.
FIRST MIDDLE SURNAME
AQAIESS ...ttt AR AR ARt R Rt R et ARttt
STREET NAME & No. / PO BOX SUBURB / TOWN POSTCODE
PRONE NUMDEIS ...t eertrtrire ettt ettt ettt et et st st st e et e b et ebe st sbeneetes freiesetsst 1ot set 1ot stentetentstesetesetesentesensesanens
HOME WORK MOBILE
EMQIl AQAPESS.......oovoeceevec ettt sss s DAT@ OF DIPTR i YA /o,
OCCUPATION ..ottt EMPIOYEE ...ttt
Number of Children ............. Marital Status ... Name of Spouse or Next of Kin ........ccccceierrinrnienienininisisiesses s
Who recommended US $0 YOU?.......c.coeuririnrenrieeeeneeneeseiseeseeseeesaeese e nnens Name of YOUr GP ...
Do you have private health insurance covering chiropractic, and if so, which Company?...........ccccoevirininininieieeeee e
What is the major health issue which prompted your visit today? Please shade in affected areas:
When did you first notice your main condition? ...........ccocooomeeeiververneeneinennennnnn. R ' L L R
WHRGT CAUSEA 1172ttt sttt sna s

TIs it getting any better or worse? .........cccccovveeeeennce.

Have you had any previous treatment for this, and if so what sort?

Have you ever had chiro or physio treatment before (please circle which), and if so, what approximate date of your most recent
visit & the practitioner's NAMe?............ccooeveirrrrrineneninieeseeinns

Are you currently taking any medication, QNd if SO, WRAT? .......oooiiriiiiiiice ettt sttt sttt
Are you currently taking any vitamins or natural remedies, and if S0, WhGT? ........cocoviiieiiniiniieree e eeen
Do you smoke, and if so, approximately how MaNY PEr Ay?.........c..coooriireiriiniireinsineinsiesieieee ettt
What sports / physical activities are you iNVOIVEA iN?............cccciiiiiiiieiniieiieiiesiesi s bbb bbb bbbttt

Have you ever had spinal X-rays taken, Qnd if SO WHEN? ...t ettt st

Do you (or have you in the past) suffered any of the following? Please circle:

Frequent Headaches Migraines Cancer Major Surgery

Stroke or T.L.A. Thrombosis or D.V.T Osteoporosis Blood Clotting Disorder
Excessive Fatigue Spinal Fracture Constipation Asthma

Diabetes Heart Disease High Blood Pressure Depression

Anxiety Ringing in the Ears Stomach Reflux Prostate Trouble

Eye Disease Dizziness/Vertigo Arthritis Schizophrenia

Bone or Joint Disease Menopausal Symptoms Severe Period Pains Irregular Periods
HIV/Aids Hepatitis Bipolar disorder Psoriasis
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Sighature of Patient (or parent/guardiQn)..........c....ienrinrensissnsissessssssssssssssssssssssssssssssssssssssssssssnsens Date ... /o YA



