SURNAME Date / / Fee

Please complete this 1st page of personal details and medical history as fully as possible.

Mr/Mrs/Miss/Ms/Dr/Other: ................. FirstName ........ccoooiiiiiii SUMAaME ...
Date of birth: ....../......[...... Age: ....... Male / Female OcCCUPAtioN: ....viiii
Telephone: Home: ............cooiiiiiiiiiiiiiens, Work: ..o Mobile: ...
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Do you have a history of: (please tick the boxes) Add details if you wish — or we can do that for you. Yes | No

Cardio Vascular problems, e.g. heart defects, angina, blood pressure chest pain, anaemia

Chest conditions, e.g. asthma, bronchitis, tuberculosis, infections

Bowel or Stomach problems e.g. IBS, caolitis, ulcers, indigestion, gall bladder, abdominal pains or haemorrhoids.

Urinary troubles, e.g. kidney stones, cystitis, prostate, bladder problems (frequent need to pass water?)

Gynaecological, e.g. Pregnant? hysterectomy, flushes, painful or irregular periods, breast lumps

Tumours, Cancer (where?)

Skin conditions, e.g. eczema, psoriasis, other rashes, easy bruising, allergic sensitivity

Hormone disorders, e.g. thyroid, diabetes

Neurological disorders, e.g. polio, Parkinsons , MS, ME

Head problems, e.g. headaches, epilepsy, dizziness, blackouts, loss of balance, tinnitus, loss of hearing

Allergies, or special diets.

Childhood illness, e.g. rheumatic fever, mumps, chicken pox

Operations, (other than mentioned above)

Any other Medical conditions, (other than mentioned above)

Road traffic accidents.

Referred / recommended DY .. ... Left or Right handed .............

What medication dO YOU CUIENTY TBKE: . ... .ttt et et ettt e e ettt e e e ettt ettt e s ettt e e e e e e aneeanees

Your practitioner will take a full history and examine you at your first visit but filling out this form will make our records
more complete and allow more time for your treatment.

DETAILS OF MEDICAL HISTORY (Please leave this space for your practitioner to write in).

Please sign below to say that to the best of your knowledge this form has been filled out as fully and accurately as possible and that you
will be responsible for any fees incurred (unless paid by a third party e.g. insurance). See our price list in the waiting area for details of
current fees.

Signed: ..., Date ................ A parent or guardian should sign on your behalf if you are under 16 years old.




The practitioner will complete this form from this point forward
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.......................................................................... i \ 7 Left

CERVICAL ROtR ..ooviviiieiii, Rot L
Flex .oooviiiiiiiii . Extn
SBR .o SBL
REFLEX C6,7,8 Triceps R ........ L.......
C5,6 Biceps R........ L....... Wrist R A
Adsonstest R ............ Lo, V.A. cOompress ....................
C. Compress Grip R
THORACIC R)SB ............. (L)SB
(R)Rot ..eevvnnnnnnn (L)Rot
REFLEX T10,11,12 Abdo _ Flexion Extn =)
SHOULDER Abduction R L
Flexion R ............. | DT ExtnR .............. L
Int.Rot R L Ext.Rot R A
LUMBAR [®R)SB.................. LYSB i
FleX oo Extn ...
SLR R, | P
Femoral R ...................oocee. Lo,
REFLEX L2,3,4 Patella R......... L...... =
S1,2 Achilles R......... L.........
L4,5 S1,2 Plantar R L Hip mobility (L) (R)
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