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Welcome to St Kilda Road Chiropactic.
Please print out this file and fill in the details in
your own time. This will speed up your registra-
tion on your first visit to our clinic.
On your first visit, your chiropractor will deter-
mine the exact cause of your problem, and what
we can do to help you.

To aid us in assessing your condition please take
the time to answer the following questions care-
fully.
YYoouurr  ddeettaaiillss
Mr/Mrs/Mrs:............................................

First Name    Last Name

Date of Birth:............................................
Address:...................................................
..............................................................
..................................Postcode:................
Phone-Home:...........................................

-Work:............................................
-Mobile:.........................................

Occupation:..............................................
..............................................................
HHooww  ddiidd   yyoouu  ffiinndd  oouutt  aabboouutt  uuss??
(Please circle and give detail)
Yellow Pages..............................................
Signage....................................................
Internet...................................................
Advertisement............................................
Recommended...........................................

(By whom)
Other......................................................

(Please specify)
WWhhaatt  pprroobblleemm  wwoouulldd  yyoouu  lliikkee  ttoo  ddiissccuussss  wwiitthh  yyoouurr
CChhiirroopprraaccttoorr  ttooddaayy?
..............................................................
..............................................................
..............................................................
..............................................................
..............................................................
..............................................................

OOFFFFIICCEE  UUSSEE
IINNJJ;; Pel  LSp  TSp  CSp  C-T  HA  Ext  Ma
MMooddee:: Work  Sport  Well Ins  Chr MVA  Oth
............................................................................................................................
DDIIAAGGxx::........................................................................................................
.....................................................................

YYoouurr  HHiissttoorryy
Please circle the appropriate answer and give details 
if answering ‘Yes’

Has this problem occurred before?
NO    YES.....................................................
...................................................................
...................................................................
Have you previously sought care for this condition?
NO    YES.....................................................
...................................................................
....................................................................
Is this a motor vehicle or work related complaint?
NO    YES.....................................................
...................................................................
....................................................................
Have you had X-rays taken for this or another injury
in the past     NO     YES...................................
...................................................................
...................................................................
Have you had a major illness or stay in hospital in the
past?      NO    YES..........................................
...................................................................
...................................................................
Is there a history of major illness in your family?
NO     YES ....................................................
...................................................................
...................................................................
Do you suffer from dizziness, blurred vision, weakness
or numbness in the arms or legs?   NO     YES
...................................................................
...................................................................
List any medications or supplements you are currently
using.
..........................................................................
........................................................................

                                                           


