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PATIENT REGISTRATION FORM   
 
 

TITLE (eg. Mr/Mrs):                           Male             Female       AGE:         yrs       DATE: 
 
SURNAME:                  FIRST NAME: 

 

PREFERRED NAME (if different to first name):               D.O.B.          /             / 
 

ADDRESS:  
 
POST CODE:      EMAIL:  
(PLEASE NOTE: Email addresses are only used for ease of communication with our patients, not for junk mail or spamming. Your 
email address is confidential and will never be supplied to any other person or organisation.) 
                     

HOME PH:              WORK PH:         MOBILE: 
 
OCCUPATION:                       Full Time            Part Time          Other 
  
GP NAME/PRACTICE LOCATION:  
A large proportion of our patients come via referral from their medical practitioner.  As such, it is standard practice to 
correspond with your medical practitioner where appropriate, even if they haven’t directly referred you to our practice. 
 

Please indicate:   I GIVE / DO NOT GIVE consent for my clinical information to be communicated to my general 
practitioner where appropriate. 
 
What was the main reason you chose to attend our clinic?  

 Referred by a current patient of ours (Who?              ) 

 Walked/drove past clinic            Our website  Our Facebook/Instagram page (please indicate which one) 

 Google Search [Please specify:   Free listing section (middle of screen)       Sponsored link (ad at top of search results) 

What did you type into Google to find us?     

 Other (please specify                         ) 
 

Have you had chiro/physio/massage elsewhere in the past?           Yes              No    (If yes, when?                                        ) 

If yes, was there anything you were not happy about?  

What aspects were you most happy about? 

Is there any reason that it is important that you get rid of your injury/problem as soon as possible? (eg. 

upcoming event/deadline/overseas trip/etc) 

 

 

OUR NON-ATTENDANCE & CANCELLATION POLICY 
 

 

We are a busy practice and our practitioners’ appointments are in high demand. Missed appointments not 
only harm your recovery but can affect patients who missed out on seeing a practitioner in your place. 
Consequently we have a strict non-attendance & cancellation policy:  

• all missed appointments (or “no-shows”) without prior cancellation will incur the standard 

consultation fee to be charged to your account for that visit.  

• Cancellations made by phone within 4 hours of your scheduled appointment will be charged at 50% 

of the fee for that consultation, unless the appointment is moved to a time later in the day (but not 

the following day). Cancellations greater than 4 hours prior to the appointment will not be charged. 
 

Please sign below to indicate that you understand and consent to this information and policy: 

 

Signed:          Date:  



 
 

 

PATIENT CONSENT TO PROCEDURES AT THIS CLINIC 
 

Our clinic utilises a range of treatment styles to manage your condition. As with any therapeutic intervention 

such as chiropractic, physiotherapy, dry needling or massage therapy, there are naturally some risks that you 

need to know of. 

 

I, __________________________________________, have consulted the therapists at Pinnacle Spine & Sports for 

management of my condition, and consent to them treating me. I have been given an opportunity to discuss the 

nature of my intended treatment, and have been able to discuss any concerns I may have about potential risks. 

Whilst the utmost of care will be taken and the best treatment and advice given, I understand that results are not 

guaranteed. I also understand that as with any practice of medical care, there are potential risks associated with 

chiropractic/physiotherapy/dry needling/massage therapy. Details of techniques used and their associated risks 

are: 

 

Chiropractic & Physiotherapy: Techniques used by chiropractors & physiotherapists may include (but may not be 

limited to) soft tissue work, stretching, mobilisations of the spine and other joints, spinal 

manipulation/adjustments and strengthening or mobility exercises. When performed by qualified practitioners 

these techniques have been shown to be incredibly safe and effective ways of managing pain or other movement 

disorders. Although rare, the risks may include temporary soreness for 24-48 hours after treatment, muscle 

strains or joint sprains, temporary nerve irritation resulting in pain or weakness, or bony fractures including the 

ribs. 

Manipulations or adjustments to the thoracic spine, lumbar spine and pelvis may result in joint soreness or 

irritation, referred pain or disc injuries. In the case of chiropractic treatment to the neck involving manipulation or 

adjustments, there have also been reported cases of injury to the vertebral arteries which may cause stroke-like 

symptoms and in the rarest of cases may result in quadriplegia or death. These incredibly rare events have been 

reported to be somewhere in the vicinity of 1 in 400,000 to 1 in 2,000,000 people. Our physiotherapists do not 

perform cervical (neck) manipulation, only our chiropractors, who have undergone 5 years of full-time study & 

training to do so safely. 

 

Dry Needling: Dry needling is the insertion of fine needles into specific spots of pain. These spots are located via 

palpation and can be found in muscles or tendons. Dry needling stimulates blood flow to the affected area and 

can be an incredibly safe and effective method of decreasing muscle tension and pain. Possible side effects may 

include bruising, bleeding, dizziness, muscle aching or infection. 

 

Massage Therapy: Massage therapists primarily utilise soft tissue therapy techniques such as deep & superficial 

massage, trigger point therapy, stretching, myofascial release and exercise advice to manage a range of muscular 

issues. When performed by qualified Remedial Massage Therapists, these techniques have been shown to be an 

incredibly safe and effective method of managing pain, immobility and other mechanical dysfunction. It is not 

uncommon to feel soreness in the treated areas for 48 hours after a massage. Other potential side effects 

include bruising, swelling or inflammation of the treated areas, or soreness that may last longer than 24-48 hours. 

 

I have read the above and have outlined any concerns that I may have to my therapist. I have also completed the 

“History of Present Condition” and “General History” sections of my initial paperwork to the best of my 

knowledge. 

 

This consent is provided for the duration of my treatment at this clinic for my current condition as well as for any 

future injury or condition in future. 

 

Patient Signature: __________________________________________________ Date:_______________________ 

          (Parent or legal guardian to sign if patient under 18 years of age) 

 

Practitioner Signature:______________________________________________  Date:_______________________  



 
 

 

HISTORY OF PRESENT CONDITION 
 

Name:                     Date: 
 
 

Please describe your current problem/s:  
 
 
 

 
 
When did this start? 
  
Any specific reason it began? 
  
Is there anything which relieves the problem? 
  
Is there anything which aggravates the problem? 
  
How would you describe the nature of the symptoms you are experiencing? (please circle) 
 
Health check (no problem) Sharp pain Dull pain Aching  Weakness Throbbing 
  
    Numbness Shooting Gripping Burning Tingling 
 
How frequent is it? Constant (100%) Frequent (>50%) Intermittent (<50%) 
 
How would you describe the intensity now?   0          1          2          3          4          5          6          7          8          9          10 
               No Pain                              Unbearable 
 

How would you describe it at its worst?           0          1          2          3          4          5          6          7          8          9          10 
               No Pain                              Unbearable 

 
Please indicate the location of 
your symptoms and their nature, 
using the symbols described 
below: 
 

X = Pain 

O = Numbness 

// = Pins and needles 

^ = Burning 

 
 
 
 
 
 
 
 

Are your symptoms (circle):  Increasing  Decreasing  Not changing 
 
Is this a long term/recurrent problem?      When was the last episode? 
 
How was it treated in the past?  



GENERAL HISTORY 
 
Have you had any accidents/injuries/surgeries/hospitalisations? 

  
 
 
Do you suffer from any chronic illnesses? 
 
Are you currently pregnant?  YES / NO      If yes, how many weeks? ______________                                                                           
 
Please tick any of these that apply:    
 

 I have hypertension     I am diabetic (Type I / Type II)  I am a smoker (_____ per day)   
 I have atherosclerosis  I am on an oral contraceptive   I drink alcohol (_____ per week average) 

 I suffer chronic (long-term) headaches and/or migraines 
 I have had a recent infection (e.g. upper respiratory tract infection / flu) 
 I have a known family history of stroke/cerebrovascular disorders/TIA’s    
 I have had bad reactions to cervical (neck) adjustments/manipulation in the past 

 

Family history: Has any of your immediate family had any of the following conditions? Please indicate who: 
 

Cancer    Blood pressure      Diabetes   Stroke                                  
 
Heart trouble   Migraine   Other                                                                                       
 
Systems Review: Please indicate if you are currently experiencing any of the following: 
 

General 
� Unexplained Weight loss 
� Excessive fatigue 
� Prolonged fever/chills 
� Other______________________ 

 

Head/Eyes/Ears/Nose/Throat 
� Frequent or severe headache 
� Wear glasses or contacts 
� Chronic nasal discharge/sneezing 
� Impaired hearing 
� Other______________________ 

 

Neurological 
� Memory loss 
� Fainting, dizziness, convulsions 
� Unexplained weakness 
� Other______________________ 

 

Skin / Breast 
� Changes or new growth in mole 
� Breast lump 
� Breast nipple discharge 
� Other______________________ 

 

Respiratory 
� Chronic cough 
� Productive cough 
� Asthma or wheezing 
� Shortness of breath 
� Other______________________ 

 

Cardiovascular  
� Any heart trouble 
� Pain or pressure in chest/Angina 
� Rheumatic fever 
� Palpitation or pounding heart 
� Swelling of ankles 
� High blood pressure 
� Varicosities 
� Other______________________ 

 

Haematological / Lymph 
� Anaemia 
� Excessive bleeding/bruising 
� A transfusion 
� Any swelling of lymph glands 
� Other______________________ 

 

Gastrointestinal  
� Abdominal pain 
� Loss of appetite 
� Change of bowel habits 
� Blood in stools 
� Haemorrhoids or rectal disease 
� Other______________________ 

 

Genitourinary  
� Frequent urination at night 
� Frequent or painful urination 
� Difficulty holding urine 
� Difficulty stopping/starting flow 
� Urinary tract infection 

Endocrine  
� Cold or heat intolerance 
� Excessive hunger or thirst 
� Other______________________ 

 

Musculoskeletal  
� Pain in joints/arthritis 
� Chronic back pain or injury 
� Osteoporosis/bone density issues 
� Other______________________ 

 

Female 
� Mid-cycle bleeding 
� Vaginal discharge 
� Painful periods 
Are your periods regular? Y / N 
� Problems with sexual function 
� Pain with intercourse 

 

Male 
� Soreness or discharge from penis 
� Lump or pain on testicle 
� Problems with sexual function 

 

Emotional  
� Do you have trouble sleeping 
� Are you often depressed 
� Are you often anxious or nervous 
� Ever had loss of memory 
� Other_____________________

 

Are you taking any medications or supplements? 
 


