
 

 

 
 

Unit 2, Palmerston Shops, Palmerston ACT 2913   p 6241 0447 
 

Welcome! We Thank You for Your Trust! 
 

Tell us about You. 
 

1. Full Name (Last, First, Middle):  
 _______________________________________  
2. Full Address (Street, Suburb, State, Post 
Code):  
 _______________________________________  
 _______________________________________  
 _______________________________________  
3. Telephone: Home ______________________  

Mobile ______________________ 
Work________________________ 

4. Email ________________________________  
 
5. Occupation: ___________________________  
6. Employer: _____________________________  
 
7. Date of Birth:  __________________________  
8. How young are you? ____________________  
 
9. Private Health Fund:  ____________________  
 

10. __ Male  __ Female  

 __ Married  __ Single 

 
11. Spouse’s Name:  ______________________  
12. Number of Children:   __________________  
 
13. Is it possible you are pregnant? 

 __ Yes  __ No 

 
14. Whom may we thank for referring you? 
 ______________________________________  
 
15. Are you here due to:  

__ on the job injury 

__ vehicle accident  __ slip or fall  

__ health problem  __ wellness care

Emergency Contact:  
Name____________________________Relationship_____________________Phone ________________  
 

Reason for Care. 
1. Why are you seeking care? _____________________________________________________________  
 
2. When did the problem start? ____________________________________________________________  

3. Have you had this problem before?: __ Yes __ No, if “Yes”, when ___________________________  

4. Is the problem (tick all that apply): __ constant __ intermittent __ numbness __ pins and needles 

__ dull ache __ sharp __ burning __ radiating __ localized __ better in the a.m __ better in 

the p.m  __ better while active __ better while sitting __ better while laying down 

5. Describe any other health problems ______________________________________________________  

 _______________________________________________  

6. Have you ever been to a Chiropractor before? __ Yes __ No, If yes, when were you there last? ____  

7. List current medications: _______________________________________________________________  

8. List past surgeries and dates: ___________________________________________________________  

9. List past accidents and dates: ___________________________________________________________  

 _____________________________________________________________________________________  

 

PLEASE SIGN:___________________ DATE _________________  
(Parent should sign for minor child) 



 


