
                                                  Catalyst Chiropractic
                                                                                                                                      604 Barkly Street, Ballarat VIC 3350 

CONFIDENTIAL PATIENT INFORMATION 
Welcome to our practice!  Please complete all questions and PRINT clearly.   Date: ______________ 

Surname:                                 

Medicare No:                                 

Do you have a concession?:      Yes    No         Number:                                 

First Name:                             Preferred Name:  
 :nwoT :sserddA

 tsoP code: 

Home Ph: Work Ph: Mob Ph: 

Birth Date:           /        / Email:

 deyolpmE :noitapuccO by:

Type of work:       Sitting             Computer             Standing             Driving             Lifting             Other ________ 

Spouse’s name: 

Children’s names & ages: 

Method of payment for first visit:      Cash   Cheque             Credit card 

Do you have private health insurance that covers you for chiropractic care? Yes / No If yes, which fund?  _________ ___ 

Whom may we thank for referring you to our practice? 

Please list your chief complaints in order of severity,  

or tick here if your reason for attending is to improve Health & Wellness 

1. ___________________________________________________  For how long? __________________________ 

2. ___________________________________________________  For how long? __________________________ 

3. ___________________________________________________  For how long? __________________________ 

Where is the main problem? __________________________________________________________________________ 

Is the pain   Sharp           Dull                  Burning           Throbbing           Like pins & needles 

Does the pain spread?   Yes   No   If yes, to where? ____________________________________________ 

Do you have numbness?    Yes    No   If yes, where? ______________________________________________ 

Is there pain when you cough or sneeze?    Yes   No  If yes, where? ________________________________________ 

Is there pain when you sit or stand?    Yes    No If yes, where? ________________________________________ 

Is the pain getting progressively worse?    Yes    No    Constant    Comes & goes 

Do you have headaches?    Yes   No  If yes, circle all that apply: 

Tension           Throbbing          Sinus          Migraine          Other: ___________________________ 

Indicate any function below that aggravates or are aggravated by your condition (please circle all that apply): 

Walking           Steep climbing          Driving          Working          Recreation          Bowel movements          Digestion

Vision          Breathing          Sinuses          Hearing          Smelling          Sleeping          If female, menstruation

Have you ever been to a chiropractor before?    Yes    No If yes, when? __________________________________ 

What do you think is wrong? __________________________________________________________________________ 

What do you think caused the problem? ________________________________________________________________ 

Please list the doctors who were consulted for these conditions: 

1. ___________________________________________________  Diagnosis given: _______________________ 

2. ___________________________________________________  Diagnosis given: _______________________ 

3. ___________________________________________________  Diagnosis given: _______________________ 





Chiropractic Health Questionnaire 
                
Years of uncorrected problems may lead to many different acute or chronic symptoms.  These provide clues to 
the cause of your condition.  Please tick the appropriate box if you have had any of the following symptoms in 
the past 6 months.  Leave blank any that do not apply. 
 

(O=Occasionally, F= Frequently, C=Constantly) 
 

O F C Head 52.  O  F C Genito-Urinary System 
1.    Headaches 53.     Frequent Urination 
2.    Light Headedness 54.     Painful Urination 
3.    Loss of Balance 55.     Difficulty Starting Urine 
4.    Hearing Loss 56.     Dribbling Urine 
5.    Ringing in Ears 57.     Difficulty Controlling Urine 
6.    Buzzing in Ears 58.     Bed Wetting 
    Neck 59.     Kidney Infection 
7.    Pain 60.     Bladder Infection 
8.    Ache 61.     Prostate Trouble 
9.    Soreness/Stiffness     Females Only 
10.    Grating Sensation 62.     Painful or Tender Breasts 

   Shoulder, Arm or Fingers 63.     Lumps in Breasts 
11.    Pain 64.     Period Pains 
12.    Pins/Needles Sensation 65.     Excessive Menstrual Flow 
13.    Numbness Sensation 66.     Scanty Menstrual Flow 
14.    Restricted Movement 67.     Irregular Periods 
15.    Swollen Joints 68.     Bleeding Between Periods 
16.    Loss of Strength 69.     Hot Flushes 

   Chest 70.     Menopausal Symptoms 
17.    Pain in Chest 71.     Vaginal Discharge 
18.    Pain around Ribs 72.     Painful Intercourse 
19.    Shortness of Breath 73.    Number of Children you Have 
20.    Wheezing 74.    No. of miscarriages if any 
21.    Tightness around Chest 75.     General Symptoms 
22.    Rapid Heart Beat 76.     Allergies 
23.    Thumping Heart 77.     Sinus Trouble 

   Stomach or Abdomen 78.     Chills 
24.    Nervous Stomach 79.     Convulsions 
25.    Belching or Excessive Wind 80.     Dizziness 
26.    Nausea 81.     Asthma 
27.    Pain in Stomach 82.     Fainting Sensation 
28.    Gall Bladder Trouble 83.     Excessive Fatigue 
29.    Liver Problems 84.     Fevers 
30.    Constipation 85.     Sudden Loss of Weight 
31.    Diarrhoea 86.     Loss of Sleep 
32.    Colitis 87.     Nervousness 
33.    Excessive Hunger 88.     Depression 
34.    Hernia 89.     Sweating Excessively 
35.    Groin Pain 90.     Tremors 

   Low Back, Legs or Feet 91.     Poor Circulation 
36.    Pain 92.     High Blood Pressure 
37.    Pins/Needles Sensation 93.     Low Blood Pressure 
38.    Numbness Sensation      
39.    Restricted Movement      
40.    Swollen Joints      
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