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PERSONAL	INFORMATION	
	

	Name:	____________________________________________	 Date	of	Birth:	______/_____/_______	
Address:	____________________________________________________________________________________	
____________________________________________________	 Postcode:	__________________________	
Email	address:	_____________________________________________________________________________	

	
	

Best	contact	number:	___________________________	 Martital	status:	____________________
ccupation:	______________________________________	 No.	of	children:	____________________
mergency	contact	name:	______________________	 Phone:	_____________________________	
O
E
	

ow	did	you	hear	about	us?	__________________________________________________________________________	
	
H
	
	
What	is	the	main	reason	for	consulting	us	today?	
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________	
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________	
_
_
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P
	
lease	tick	the	box	if	you	have,	or	have	had 	of	the	following:		any

YES			 YES	
Allergies	

al/Hay	Fever/Hives	
 
 Season

 
Sinus	Congestion/Infections	
Foods	

 Other:_______________________________	


	
Gastrointestinal	

 	
 Weight	Loss/Gain	


	

Constipation	Digestive	complaints
 Other:_______________________________	

Vascular/Cardiovascular	
sion	(High	Blood	Pressure)

 e)	
 	Hyperten

Hypotension	(Low	Blood	Pressur
 Irregular	

Heartbeat/Murmur/Palpita
u

 

tions	
 lation	Vascular	Disease/Poor	Circ

 
Heart	or	Chest	Pain/Stroke	

maker	
 

Heart	Surgery/Pace

 
Aneurysm/blood	clots/DVT	



	

Heart	Attack	(MCI)	
 Other:_______________________________	

Endocrine	
lances	

 roblems	
 Hormonal	Imba

tive	P
 

Reproduc

 
Thyroid	issues	

 
Diabetes	



	

Hypoglycemia	(Low	Blood	Sugar)	
 Other:_______________________________	

Genitourinary	

 
 Kidney/Bladder/Stones/Genitals	

Frequent	Urination/UTI’s	
 Other:_______________________________	
	

Head/Neurological	
 Headaches	

 
 Migraines	

Dizziness
ra

 

/Fainting	
 uma/Concussion	Head	T

 
Epilepsy	
Stroke	

 Other:_______________________________	
	
Immunological	

 
 Chronic	Infections	

Frequently	Sick	

 
 Swollen	Glands/Sore	Throats	

Frequent	Travelling	
 Bacterial/Viral/Fungal/Parasite	

Autoimmune	disorders	
 Other:_______________________________	



	

 

Lymphatic/Haematological	
r	other	blood	lab	ind

 
 icators	Anemia	o

 
Bleeding/Bruising	Problems	

 bs	or	other	
Oedema	
Unusual	swellin

 

g	in	lim
 Circulatory	conditions	

Varicose	Veins	
 Other:_______________________________	
	
Musculoskeletal	

 
 Arthritis/Joint	Pain	

 
Muscle	Pain/Aches	
Fractures/sprains/broken	bones	

 arts	in	Metal	screws/pins/foreign	p

 don	injuries	
body/joints	
Ligament	or	ten

 Body	implants	


	

 AS/OS/RA	
 Other:_______________________________	

Females	

 
 Pregnant	

 Meno/Peri‐Meno	
PMS	
Menopausal/Pre‐

 
 Infertility	

Breast	problems	
 Other:_______________________________	



	
	

Eyes	&	Ears	
 istorted	Loss	of	Vision/blurred	vision/d

 bia	
vision/halos	

 
Light	Sensitivity/photopho
Eye	pain	or	soreness	

 ion/double	Loss	of	side	vis

 
vision/floaters	

 	
Eye	infections	
Dryness/redness/itching/burning

 Other:_______________________________	
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Respiratory	

 
 COPD	

Emphysema/chronic	cough	


	

 Smoker	
 Other:_______________________________	

Skin/Integumentary/Dermatological	
 Acne	
 Psorias

 

is	
 Eczema	

Burns	
 es/wrinkles	Aging	lin

 
 Keloids	

Scarring	
 Other:_______________________________	

Other	Issues	

 
 Cancer	

 ability/ADD	
Surgery	
Learning

 

	dis
 Depression	

Anxiety	

 
 Excessive	irritability	

Loss	of	Balance	
 /Sleep	

a	
Sleep	difficulties

nsomni
 ues	

Apnea/I
Memory	Iss

 
 Trauma	

Addictions	
 STRESS	
 Infectious	conditions	
	

	

	
If	you	have	a	condition/symptoms	not	listed,	please	explain:	
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________	
	
Please	list	all	prescribed	medications,	including	dosage	and	frequency:	
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________	
	
Please	list	all	nutritional	supplements,	prescribed	or	OTC:	
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________	
	
	
	
I	certifiy	that	the	above	information	on	this	form	is	true	and	correct,	to	the	best	of	my	
ability.	
	
	
	
__________________________________________________Date:___________________________	
Patient	Signature	
	


