


YOUR HISTORY IS AN IMPORTANT PART OF YOUR CONSULTATION BECAUSE SOME MEDICAL PROBLEMS CAN

COMPLICATE BODY WORK, OR EVEN MAKE SOME TECHNIQUES DANGEROUS TO PERFORM.

IT IS CRITICAL THAT YOU FILL THIS SECTION OUT CAREFULLY AND COMPLETELY, READING
EACH QUESTION THOROUGHLY BEFORE ANSWERING.

PLEASE LIST ANY PHARMACEUTICAL PRODUCTS YOU CURRENTLY & REGULARLY TAKE?

(OR HAVE TAKEN IN THE RECENT PAST)

Taken
since
[date]

Drug name

Dose

Reason for drug...

PLEASE READ CAREFULLY - TICK “YES” ONLY IF THESE HAVE ONLY HAPPENED IN THE LAST FOUR WEEKS AND NEVER

BEFORE AND YOU HAVE NOT TOLD YOUR DOCTOR ABOUT THEM OR HAD THEM INVESTIGATED ALREADY:

" Yes No Yes No °
§ Deep chest pains or abdominal pains Shortness of breath or painful breathing 2
E Dizziness or fainting spells Pain or problems swallowing =
% |Nausea or vomiting Heart palpitations ::‘:
ﬁ Sweats or fevers Unexplained weight change (over 3 kg) =
= [Changes in toilet habits Sharp or sudden onset headaches =
E Painful urination or bowel movements Blood in urine, stools or phlegm 5
c_=> Rashes, skin complaints Anything else unusual and of concern %
Unusual Cramps or spasms Recent trouble getting/staying asleep
LOOKING AT YOUR PERSONAL MEDICAL HISTORY, bO YOU HAVE, OR HAVE YOU EVER HAD:
Yes No Yes No
Cancer - type HIV or AIDS
Hepatitis - type Asthma

Diabetes

Epilepsy or seizures

Heart conditions or blood disorders

High blood pressure

Any contagious or infectious conditions

Arthritis (osteo or rheumatoid)

Regular headaches

Menstrual problems? (females only)

Genito-urinary problems

Bowel — digestive problems

Osteoporosis or similar degenerative prob.

Any other complaint requiring hospitalisation

DETAILS (IF RELEVANT):
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ABOUT YOUR PREVIOUS INJURIES, ACCIDENTS ETC.

IT IS VERY IMPORTANT THAT SHOULD ANY OF THESE THINGS CHANGE, OR YOU SHOULD HAVE ANY THING HAPPEN
MEDICALLY OR PHYSICALLY (FALLS, ACCIDENTS ETC.) BETWEEN VISITS THAT YOU LET US KNOW IMMEDIATELY,
ESPECIALLY FOR THE LADIES, IF THERE IS A CHANCE OF BEING PREGNANT.

HAVE YOU BEEN INVOLVED IN A MOTOR VEHICLE ACCIDENT RESULTING IN INJURY? NO/YES

Where in the Were you | The impact was where on YOUR vehicle?
Date | vehicle were you? | wearing a (eg. Front on, right corner OR What injuries did you receive?
(driver etc.) seatbelt? Left to right, rear left corner)

Not including anything you have told us about elsewhere on this form:
1. HAVE YOU HAD ANY SURGERY (THERAPEUTIC OR COSMETIC)? NO/YES — PLEASE FILL IN THE DETAILS BELOW
2. HAVE YOU HAD A WORK OR SPORTS RELATED INJURY? NO/YES — PLEASE FILL IN THE DETAILS BELOW
3. HAVE YOU HAD ANY FRACTURES, REPETITIVE INJURIES, OR OTHER PHYSICAL INJURY? NoO/YES
IF YES, PLEASE FILL IN THE DETAILS BELOW

Any treatment (+ how long & did it

When (year) |What happened work?)

IS THERE ANYTHING ELSE REGARDING YOUR PHYSICAL OR MEDICAL HISTORY THAT YOU FEEL WE SHOULD KNOW

ABOUT? No/ Yes
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