


Name
_______________________________________
Address
_______________________________________

_______________________________________________

Phone
(H)
____________________________________

(W) ____________________________________

(M)
____________________________________
Email
_______________________________________

Occupation
____________________________________

Date of Birth
____________________________________

How did you find out about this clinic? _________________________________________________
Today’s date___________________________________

Your Health


        Please circle
Have you been to an osteopath previously?

  yes  no

Name?
_______________________________________
Do you have any medical conditions? 

   yes  no

If so, what?______________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

Please list current medications and herbs supplements you take:___________________________________________
_______________________________________________

_______________________________________________

Have you had any surgery, trauma or hospitalizations in your lifetime? YEAR:                              DETAILS:                                      
______________________________________________

______________________________________________

______________________________________________

___________________________________________________________________________________________________________________________________________________
Do you have high blood pressure? 

yes
no
Have you ever had a stroke or TIA? 

yes
no
Do you take blood thinning drugs ie. Aspirin or warfarin? 





yes
no
Why have you come today?
_________________________
_________________________________________________
_________________________________________________
_________________________________________________
Have you had any scans/tests/ x-rays for this?___________________________________________
Your GP’s name and address
_________________________
_________________________________________________
Next of Kin (Name and phone Number)__________________

_________________________________________________

Parents names if child under 18________________________
__________________________________________________
Do you take steroids, e.g. cortisone 

yes
no
Do you take anti-inflammatories? 

yes
no

Do you have any infectious/transmissible illness such as Hepatitis B or Hepatitis C, HIV/AIDS?                                      Yes        no

Have you ever suffered from:

Skin cancer



yes
no

Heart disease



yes
no
Chest pain



yes
no
Circulation problems


yes
no
Thrombosis/clots



yes
no
Asthma/bronchitis/breathing difficulties

yes
no
Dizziness, nausea or fainting


yes
no
Headaches/migraine


yes
no
Liver disease/hepatitis


yes
no
Epilepsy




yes
no
Chronic Fatigue Syndrome


yes
no
Cancer




yes
no
Osteoporosis



yes
no
Diabetes




yes
no
Urinary infections



yes
no
Bowel problems



yes
no
Arthritis




yes
no
Bone fractures



yes
no
Incontinence



yes
no
Dental surgery



yes
no

Lifestyle (please complete as much as you can or you can wait and discuss it with your osteopath if you prefer)
Do you or have you smoked? 

yes
no
If so, how many per day for how many years? _________________________________________________

Do you drink alcohol?                                             Yes         no

Drinks per week?___________________________________
Do you take recreational drugs?

yes
no
If so, which ones?
_________________________________
Do you sleep on your front? 


yes
no
Do you have the usual health checks? 

yes
no
e.g. blood pressure, pap smear, breast/testes examination

Please list any family history of disease
__________________

_________________________________________________
_________________________________________________

What type of exercise and hobbies do you do?______________________________________________
_________________________________________________
_________________________________________________

_________________________________________________
Hours per week?___________________________________
Are you vegetarian?


yes
no

Do you sleep well?                                                 Yes          no

Have you been referred by your GP under the EPC Programme?

___________________________________________________
Is this Problem related to a Work Cover or other insurance claim? 




yes       no
Name of insurer/employer___________________________
________________________________________________
Address_________________________________________
________________________________________________
________________________________________________
Claim number/s___________________________________
Contact_________________________________________
Contact Phone____________________________________
DISCLAIMER: In the event that the insurer denies liability in relation to this claim, I undertake to be responsible for payment of services provided by health care practitioners at this clinic.
Signed _________________________________________

Date ___________________________________________
For Women Only

Do you have painful periods? 

yes
no
At what age did they become painful? 


Have you had a trauma to your pelvis?

yes
no 
Do you take an oral contraceptive, ‘The Pill’?


                                                               yes
no
Are you pregnant? 



yes
no
If so, how many weeks? _____________________________
Have you had any previous pregnancies?_________________
If so, how many? __________________________________
Did you have difficulty becoming pregnant?

Have you used IVF?
Do you have children? _____________________

If so how old are they?

FOR WOMEN WHO HAVE GIVEN BIRTH
Have you had a caesarian? 


yes
no
Have you had an episiotomy? 

yes
no
Have you had a perineal tear? 
                yes
no
Have you had an epidural? 


yes
no
Was the labour long or difficult? 

yes
no
Any problems with previous pregnancies
yes
no
Did you have a difficult post-natal period? 
yes
no

___________________________________________________
Have you been through menopause?

yes
no
Do you take HRT? 



yes
no

_________________________________________________

Do you have any other concerns about your health? 
_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________
· I UNDERSTAND THAT NO ACCOUNTS ARE RENDERED BY THIS PRACTICE.

· FEES ARE PAYABLE AT EACH VISIT.

· WE REQUIRE 24HRS NOTICE FOR CANCELLATIONS. 
· MISSED APPOINTMENTS AND LATE CANCELLATIONS MAY INCUR A FEE. 

Signed _________________________________________
Please complete the questions on reverse









