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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 for that visit.  

• Cancellations made 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:  
 



Name: __________________________________ 

 

GENERAL HISTORY 
 
Have you ever injured your back/neck in an accident? 

  
Please list all previous surgeries: 

 
Please list any broken bones (and approximate date): 
 
Do you suffer from any chronic or contagious illnesses?: 
 
Please tick any of these that apply:    
 

 Are you pregnant?   Y/N      Months?_______ 
 Hypertension     Diabetes Mellitus      I am a smoker (_____ per day)   
 Atherosclerosis   Oral contraceptive    I drink alcohol (_____________) 
 Allergies    Spinal disorders   
 Chronic (long-term) headaches and/or migraines 
 Recent infection/Contagious diseases (e.g. upper respiratory tract infection / flu) 
 Stroke/cerebrovascular disorders/TIA’s    
 I have had bad reactions to cervical (neck) adjustments/manipulation in the past 

 

Describe your current reason for having a massage: ___________________________________________________ 
 
How and when did this first occur? _________________________________________________________________ 
 
Does anything relieve or aggravate the problem? _____________________________________________________ 
 
Do you take any medications or supplements? _______________________________________________________ 
 
Please list any sport/exercise activities you participate in: ______________________________________________ 
 
Please circle if you experience the following: No pain  Sharp pain Dull pain Ache   
  
         Shooting Gripping  Throbbing    Weakness 
 
How would you describe the intensity now?   0          1          2          3          4          5          6          7          8          9          10 
               No Pain                              Unbearable 

 
Pain Frequency?  Constant (100%)        Frequent (>50%)        Intermittent (<50%)  
 

 
 
Please mark on the pictures where you feel any of 
the following symptoms:  
 
++    PAIN 
oo   NUMBNESS 
//      PINS & NEEDLES 
**    BURNING / CAUSALGIA 


