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BERKHAMSTED CHIROPRACTIC CLINIC
CONFIDENTIAL MEDICAL HISTORY FORM

OUR CHIROPRACTIC MISSION IS TO ENABLE YOU TO BE THE BEST YOU CAN BE. 
PLEASE HELP US PROVIDE THE BEST AND SAFEST TREATMENT POSSIBLE BY COMPLETING THE FORM BELOW AS CLEARLY AS POSSIBLE. 

YOUR DETAILS
NAME: 													SEX:  M  /  F		
DATE OF BIRTH: 						OCCUPATION: 							
ADDRESS:																																	
MARITAL STATUS:  S / M / D / W				SPOUSE’S NAME:							
NO & AGE OF CHILDREN:														
HOME TELELPHONE:						MOBILE::					WORK:			
EMAIL:																
NAME AND PRACTICE OF GP													
HOW DID YOU HEAR ABOUT US? 													
WILL YOU BE CLAIMING VIA HEALTH INSURANCE? 	YES/NO	INSURER’S NAME:					
WHAT ARE YOUR GOALS / MOTIVATIONS FOR VISITING US TODAY:
 RELIEF FROM SYMPTOMS		 CORRECTION OF PROBLEMS		 IMPROVED HEALTH AND WELLNESS	

YOUR CURRENT COMPLAINT

PLEASE MARK THE AREAS ON YOUR BODY WHERE YOU ARE HOW WOULD YOU DESCRIBE YOUR SYMPTOMS? (CIRCLE)	 
EXPERIENCING SYMPTOMS:							SGFDG			
[image: Pain3] 	SHARP STABBING PAIN / DULL ACHE
	NUMBNESS / BURNING
	PINS AND NEEDLES / TINGLING
	ACHING / TENSION / DISCOMFORT
	STIFF / RESTRICTED
	OTHER…………………………………………….
	CONSTANT / INTERMITTENT 
	SUDDEN / PROGRESSIVE 
	IMPROVING / WORSENING / UNCHANGED	
	
YOUR COMPLAINT
	YES
	NO
	PLEASE GIVE DETAILS

	DID IT OCCUR SUDDENLY? WHEN/HOW?
	
	
	

	HAVE YOU HAD IT BEFORE? WHEN?
	
	
	

	IS IT INTERFERING WITH YOUR WORK?
	
	
	

	IS IT INTERFERING WITH YOUR SLEEP?
	
	
	

	IS IT INTERFERING WITH YOUR DAILY ROUTINE?
	
	
	

	HAVE YOU CONSULTED YOUR GP?
	
	
	

	ARE YOU CURRENTLY UNDERGOING TREATMENT OF ANY KIND?
	
	
	



Q.	What is your pain AGGRAVATED by? (Please circle)
COUGHING          SNEEZING          SITTING	          STANDING          WALKING          BENDING          LYING IN BED          CAR GETTING UP FROM SITTING         GETTING OUT OF BED    OTHER:									 

Q.	What is your pain RELIEVED by? (Please circle)
BEDREST          SITTING          STANDING          WALKING          STRETCHING          HOT          COLD          PAIN PILLS 	OTHER

Please indicate on the following scale how you would rate the intensity your pain/symptoms right now:
	
	NO PAIN												   MAXIMUM PAIN 
														   IMAGINABLE

PAST MEDICAL HISTORY
	QUESTION
	Y
	N
	DETAILS & DATES

	HAVE YOU EVER BEEN HOSPITALIZED?
	
	
	

	HAVE YOU HAD ANY SURGERY AS AN ADULT OR CHILD?	
	
	
	

	HAVE YOU EVER HAD SERIOUS ACCIDENTS OR INJURIES? (INCLUDING ROAD TRAFFIC)
	
	
	

	HAVE YOU EVER BROKEN ANY BONES?
	
	
	

	HAVE YOU EVER HAD X-RAYS, SCANS OR MRIS?
	
	
	

	DO YOU CURRENTLY TAKE ANY MEDICATION OR DRUGS (PRESCRIBED OR OTHERWISE)?
	
	
	

	HAVE YOU EVER SUFFERED AN ILLNESS REQUIRING LONG-TERM MEDICATION?
	
	
	

	HAVE YOU EVER SEEN A CHIROPRACTOR BEFORE? 		
	
	
	


GENERAL HEALTH


DO YOU, OR HAVE YOU SUFFERED WITH:

Ο HEADACHES /MIGRANES	Ο PALPITATIONS 			Ο MENSTRUAL CRAMPS	Ο ASTHMA
Ο ANXIETY/NERVOUSNESS		Ο HEART ATTACKS/ANGINA 	Ο IRRITABLE BOWEL 	Ο ALLERGIES
Ο DEPRESSION 			Ο CHEST PAIN 			Ο CONSTIPATION 		Ο ECZEMA/SKIN DISEASE
Ο DIZZINESS				Ο SHORTNESS OF BREATH 		Ο DIARRHOEA		Ο ARTHRITIS/JOINT SWELLING
Ο RINGING IN EARS			Ο STROKE / TIA 			Ο FOOD INTOLERANCE 	Ο EPILEPSY/FITS/SEIZURES
Ο EAR INFECTIONS			Ο HIGH BLOOD PRESSURE		Ο HEART BURN		Ο NAUSEA/VOMITING
Ο LOSS OF BALANCE 		Ο LOW BLOOD PRESSURE 		Ο URINARY TRACT INFECTION	Ο NUMBNESS
Ο JAW CLICKING/ PAIN 		Ο LOSS OF CONSCIOUSNESS 	Ο CYSTITIS			Ο NIGHT SWEATS 
Ο TEETH REMOVED 			Ο VARICOSE VEINS 		Ο INCONTINENCE		Ο RAPID WEIGHT LOSS 
Ο ORTHODONTIC WORK 		Ο FATIGUE / TIREDNESS 		Ο URINARY DIFFICULTY	Ο DIABETES
Ο SINUS ISSUES			Ο SLEEPING PROBLEMS		Ο PROSTATE PROBLEMS	Ο CANCER

IS THERE A FAMILY HISTORY OF:
Ο HEART DISEASE 		Ο STROKE		Ο ARTHRITIS		Ο CANCER		 Ο DIABETES
Ο OTHER:																

CURRENT WELLBEING

DO YOU: 
SMOKE? 							YES / NO 		NO. PER DAY: 		NO. YEARS:	
DRINK ALCOHOL? 						YES / NO 		UNITS PER WEEK:				
DRINK CAFFEINE (TEA/COFFEE/ENERGY DRINKS)? 	YES / NO		CUPS PER DAY:				
DRINK WATER?	
		0–1 GLASS PER DAY		Ο 2–3 GLASSES PER DAY 		Ο 4–8 GLASSES PER DAY	Ο MORE	
EAT FRESH VEGETABLES? 										
		0–3 SERVINGS PER WEEK		Ο AT LEAST 1 PER DAY		 Ο SEVERAL PER DAY			
EAT FRESH FRUIT?
		0–3 SERVINGS PER WEEK		Ο AT LEAST 1 PER DAY		 Ο SEVERAL PER DAY 			
EAT/DRINK SUGARY FOOD:
		Ο 0–3 SERVINGS PER WEEK	Ο AT LEAST 1 PER DAY		Ο SEVERAL PER DAY			
TAKE REGULAR EXERCISE?	
		Ο NEVER		Ο 0CCASIONALLY 		Ο  0-3 TIMES PER WEEK		Ο EVERY DAY 		
WHICH SPORTS, HOBBIES OR LEISURE ACTIVITIES DO YOU ENGAGE IN? 
																	
DO YOU SUFFER WITH; 
		Ο WORK STRESS (MENTAL)	Ο WORK STRESS (PHYSICAL) 	Ο EMOTIONAL STRESS			
NUMBER OF HOURS QUALITY SLEEP PER NIGHT (AVERAGE):									
WHAT IS YOUR SLEEPING POSTURE?		Ο SIDE	Ο STOMACH		Ο BACK	Ο FRONT		


ARE THERE ANY OTHER CURRENT ASPECTS OF YOUR HEALTH THAT CONCERN YOU?
																																																			
																	


Please think about your general sense of health and wellbeing. On the line below, make a straight line (up-and-down) to show how you are right now.

	
Worst you could													Best you could possibly be													possibly be
															





Thank you for taking the time to complete this form.
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A home of wellbeing since 1931




image2.png





