HE A

Patient Registration Form

4 (Please use CAPITAL LETTERS and print clearly, thankyou) HE A
Clinic location Mingara

Title (Mr/Mrs/Ms/Dr...) ‘ [] Male ‘ [] Female

Surname

First name Partner’s name:

Date of birth / / Children?

Address

Suburb / Town Post Code
Telephone Home: Work: Mobile:

Main email

Occupation Company:

Medicare number Number before your name: Exp date:
Private health fund Member number: ID number:

Do you play any sports? (please list):

Of which sports clubs or gym are you a member?

Your doctor’s details Name:
Phone: Fax:

Address:

How did you find out about our clinic?

[] Doctor: If other than your usual GP, name and location:

[] Therapist: Physio / Chiro / Osteo / Massage - Name and location:

[] Trainer: Name and location:
[] Family / Friend: Name:

[ Yellow pages: [ Internet Yellow Pages [ ] Paper version
[ Internet: [] Our website [] Association Website (AAESS, APA...) [] Search (Google, Yahoo, ...)
[] Brochure/Flyer

[] Poster/Advert
[] Saw signage on street [] Direct Mail

[] Waiting room material

] Other:

Please note:

A 50% cancellation fee is due if less than 24 hours notice is given for cancellation.
Consideration will be given for unavoidable circumstances.

Conditions of treatment:

1. As part of a professional physical assessment it may be necessary for your therapist/practitioner to place his or her

hands upon you in order achieve the goals of the assessment or treatment. This will be done in a professional manner.
2. You may be expected to remove certain articles of clothing to allow for a detailed musculoskeletal assessment.

3. You are entitled to bring a chaperone if they so wish to.

4. You may ask questions at any stage of the consultation. You are encouraged to communicate to the therapist or

practitioner any feelings of discomfort or unease.

5. You may withdraw this consent at any time by stating that you wish to do so.

Informed Consent: By signing below you indicate that you have read and understood the above conditions of treatment

and agree to these conditions.

Consent to release/share information: By signing below you indicate your consent for information (verbal, written,
electronic and telephonic) relating to your injury or disease management to be sought from and/or passed on to other health

professionals (such as your doctor, specialist or other therapist).

Patient’s signature: ...

(If filling this form for emailing, don’t worry about signing, you can do that when you attend.)



BACKGROUND INFORMATION FOR YOUR THERAPIST Name: ...
Have you seen a Therapist before? [ ] Yes [] No
e If yes, is there anything you were not happy about?
e  What aspects were you most happy with?
What are the TWO main things you would like to achieve by the end of this first session at 6S Health?
1. 2.

Are you attending our clinic for:
[] Physiotherapy  [] Exercise Physiology  [] Nutrition  [] Other

IF YOU HAVE AN INJURY OR PAIN: (if your problem is not pain, skip ahead to the next section)
If you have an injury, where in your body is it located?
how did this it occur?
Describe your pain: (a) |:| constant OR |:| intermittent (not there all the time)
(b) |:| dull ache |:| sharp |:| stabbing |:| shooting |:| grabbing |:| throbbing

|:| burning |:| numbness |:| tingling |:| Other:

On this scale, mark the intensity of your pain: (put a |X| for the average this Wee the number for right now):

O O0oduuogdouooodgduoood

No pain 0 1 2 3 4 5 6 7 8 9 10 worst pain imaginable

MEDICAL AND INJURY HISTORY:
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Asthma

I:' Cancer

Epilepsy

|:| Diabetes Type 1

Depression Diabetes Type 2

[] []
[] L1 [ []
I:' I:' I:' Heart problems I:'
I:' HIV positive I:' I:' Migraines I:'
[] N []
[] L1 [ []

1 [

Foot problems Lung problems

L OOooon

Hepatitis

Arthritis Osteoporosis Multiple sclerosis
Cholesterol Bleeding disorder Skin problems
High Blood |:| Neurological Problem

Pressure

Previous or current other Injuries or Major llinesses:
Previous surgery / operations:
Do you have any surgery scheduled? [ ] No. If Yes, when?

List any medications you are currently taking: (if you don’t recall the name, just write what the medication is for)

Name of medication Dose taken each time How many times per day?

LIFESTYLE

¢ Smoking:
] Never smoked
[] Quit smoking. How long ago? How many years did you smoke for? How many per day?
[] Yes. Number of cigarettes per day: How long have you been a smoker?

e Alcohol: (standard drink = 1 full strength middy, 100ml of wine, 60ml fortified wine or port, 1 shot of spirits)
I Nil [ Less than 2 drinks per day [] Less than 4 drinks per day [ ] More than 4 drinks per day
Number of alcohol-free days per week:

o Activity:

Incidental activities, including sports: Type - |:|; minutes per week - |:|

Structured exercise: Type - |:|; minutes per week - |:|




