
Welcome to Bowral Chiropractic Centre 

Confidential Patient Information 

 
Please complete the patient form below. Information is confidential. Further questionnaires will need to be 

completed upon arrival on your first visit. 

 

 

Title:  Dr Mr Mrs Ms Miss     Date_______ ________________________ 
Full Name:___________________________________________________    Preferred name:_______________ 
Address:___________________________________________________________________________________ 
 ___________________________________Town/Suburb______________State_____________  P/code 
Postal Address:_____________________________________________________________________________ 
Phone: (H)___________________________(W)______________________(M)__________________________ 
Email address:______________________________________________________________________________ 
Occupation:_________________________________          Employer:__________________________________ 
Marital Status:   Married □    Single □   Widow(er) □   Divorced □. 
Date of Birth:___________________________                       No. of children: _______Ages:_____________ 
Pregnant: Yes □  No □            Health Fund: ___________________________ 
Referred by: Doctor □ Family/Friend □ Who may we thank?___________________ 

Other□______ 
 
 
Have you seen a chiropractor before? Yes □  No □ 
If so, approximately when was the last time you saw a chiropractor?__________________________________ 
Do you have spinal X rays? Yes □   No □      If yes, when and where were they taken?__________________ 
Were your X rays taken standing up?  Yes □   No □ 
 
MAJOR COMPLAINT:_________________________________________________________________________ 
__________________________________________________________________________________________ 
How long have you had the condition? __________________________________________________________ 
Have you seen other practitioners for the condition?_______________________________________________ 
 
 
MINOR COMPLAINTS:________________________________________________________________________ 
__________________________________________________________________________________________ 
Have you been involved in a motor vehicle accident in the last 3 months? Yes □ No □ 
If so, what injuries did you sustain?_____________________________________________________________ 
Have you received any treatment for those injuries?_______________________________________________ 
 
 
It may assist you to note down before your first visit any previous illnesses and any medications you may be 
currently taking. 
Feel free to contact our friendly staff should there be any questions prior to your first visit. 


