GONSTEAD CLINIC OF CHIROPRACTIC

Registration and History Form

	File No.:
	Full Name: Mr  Miss  Mrs  Ms  Dr

	Home Address:



	Phone (Home):

Phone(work):
	Phone (mob):

Email:
	Date:

	Referred By:
	Occupation:

Employer:

	Gender:    M               F 
	Status:

Single    Married      Widowed      Divorced
	Age:
	D.O.B.:

	GP Name:                                        Clinic Name:

Address:




Patient Condition

What is the reason for your visit today?  _______________________________________________________

When did your symptoms first appear? ________________________________________________________

Was there a sudden onset or gradual onset? ____________________________________________________

If sudden how did this happen?  (be as detailed as possible)

_______________________________________________________________________________________

_______________________________________________________________________________________

How would you describe your pain?      Please circle the appropriate answer (s)

Sharp   dull   throbbing   aching  shooting   burning   tingling   numbness  cramping   stiffness   swelling    other

Is your complaint getting any worse?  (is it progressive)  ___________________________________________

When do you feel the pain at its worst,  morning or night? Other?_____________________________________

Is the pain constant or does it come and go? If not constant how long does it last?_____________________________________________________________________________________

Have you ever had any other form of treatment for this complaint?  What type?__________________________

If so what was the outcome?__________________________________________________________________

Does the complaint interfere with your sleep? Why?_______________________________________________

What makes the pain worse? (aggravates) Sitting/standing/walking/bending/other._______________________

What makes the pain better? (relieves) rest/sleep/cold/heat__________________________________________

Do you have any associated symptoms?  (such as headaches, stomach pain, bowel or bladder problems, night sweats, any 

weight loss or any swollen joints) or any others?_______________________________________________________

________________________________________________________________________________________

Have you ever suffered from your complaint before? When?________________________________________

If so how was it managed?___________________________________________________________________

Have you ever had any other problems with your spine or any other joints? Where? When?

Turn over please

Past Health History

Have you ever had any Road traffic Accidents?   (If yes Please give details of date, severity, injury, after effects, How it occurred, speed, hospitalisation).

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Have you ever suffered from any illnesses, fractures, dislocations? Where? When?________________________

__________________________________________________________________________________________

Have you had any surgery or been hospitalised for anything?_________________________________________

Are you currently taking any medication? Please list.________________________________________________

Do you smoke? If yes how much?_________________________Alcohol units/wk_________________________

Have you ever had any x-rays or MRI scans previously? Why? When?__________________________________

Have you experienced any problems with your senses or strength recently?  (Vision,Hearing,touch)___________

Have you had any problems with your breathing recently? When?Why?_________________________________

Have you had any chest pain recently?___________________________________________________________

Have you had any bowel/bladder or stomach problems recently? Pain/diahorroea/bleeding/painful micturation?

__________________________________________________________________________________________

Do any health problems run in your family? (Cancer/Heart disease/Diabetes/stroke/Arthritis/Other?)If yes, what? 

And  Who? 

__________________________________________________________________________________________

DATA PROTECTION POLICY
Under the Data Protection (1988) Act, we are required to advise our patient(s) on our Data Protection Policy. As part of the Patient Health Record, the Clinic is required to retain information for the purpose of consultation for treatment, recording subsequent treatments, and for use by third party medical practitioners only, at the request of the patient, in writing.

All paper files and information from the Patient Health Record may be electronically scanned and stored on computer file for as long as the patient remains a patient of, the Clinic and thereafter for a period of 7 years. Alternatively, papers records will be retained for the same period.

All information provided will be treated as confidential, and will not be given to any other person(s) organisation(s) without the written consent of the patient concerned.

Information will be held both manually and electronically in files accessible only by staff of the Clinic.
Consent

I, the undersigned acknowledge that I have read the Data Protection Policy and do hereby give consent to the clinic to maintain records for the purposes outlined within the policy.

Signed
...
.
Date…………

If you are under 16 years of age, this consent should be signed by a parent or legal guardian.  Signed:………………………… (Parent/Guardian)

CONSENT TO RELEASE OF INFORMATION

I consent to the release of information relating to my case to my GP and any other appropriate health practitioner.

Signed
...
.
Date…………………….

If you are under 16 years of age, this consent should be signed by a parent or legal guardian   Signed:
……………………………………. (Parent/Guardian)


CONSENT TO EXAMINATION

I have completed the registration form and now consent to my Chiropractor conducting a Physical Examination as outlined to me. 

Signed………………………………..Date…………………………………

If you are under 16 years of age, this consent should be signed by a parent or legal guardian. Signed………………………………. (Parent/Guardian)  
