
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

Romford & Ilford Family Chiropractic Centre 
REGISTRATION,INFORMED CONSENT & HEALTH INFORMATION 

PATIENT INFORMATION (Please take your time & print clearly) 

 

Strictly Confidential 
 □ Married       □ Widowed          □ Single                    □ Minor 

Name (surname) ______________________________  □ Separated   □ Divorced           □ Partner 

Name (first, middle)____________________________  Occupation ___________________________________ 

What do you preferred to be called? ______________  Employer / School Address _______________________ 

Address _____________________________________   _____________________________________________ 

Town / City ______________  ___________________  Employer / School Phone ________________________ 

County __________________  Postcode ___________  Spouses Name _________________________________ 

Home Phone  _________________________________   

Mobile Phone ________________________________ IN CASE OF EMERGENCY 

Work Phone __________________________________  Name __________________  Relationship __________ 

Email _______________________________________  Home Phone ____________  Mobile ______________ 

Age ______ DOB __________________  Sex □ M □ F            How did you hear about us? ___________________ 

Hobbies _____________________________________   _____________________________________________ 

Sports / Activities________________________________________ Whom may we thank for referring you? 

Children’s ages -#1 _____________________ #2 _______________    ______________________________________________________ 

#3 ____________  #4 ____________  #5 ____________   __________________________________________________  
PATIENT CONDITION 

Reason for Visit   □ Spine & Nervous System Check-up   □ Condition ___________________________________  

Have you seen a Wellness Doctor / Spinal Specialist / Chiropractor before? _____________________________  
If there is a symptom, when did your symptom appear?  ____________________________________________  
Rate the severity of your pain from 1-10       least    1        2       3        4         5         6        7         8        9       10    worst 
     Today                             (score of 1-10)     Best                                (score of 1-10) 
     Worst                             (score of 1-10)     Average                         (score of 1-10) 

Mark X on the picture where you get your pain and COLOUR where it radiates or travels to 
Is it constant or does it come and go? ______________________________  
Is it worse in the morning or at night?  _____________________________  
Is the condition getting progressively worse? □ Yes □ No □ Unknown □ Is the Same 
What Aggravates your problem?  _________________________________  
What Relieves your problem? ____________________________________   
Type of Pain:     □ Sharp             □ Dull                 □ Throbbing         □ Numbness 

   □ Burning         □ Tingling          □ Cramps   □ Shooting 
   □ Stiffness        □ Swelling         □ Aching                □ Other 

  What health care have you already received for your condition?  

□ Chiropractic  ____________________ Date _______  □ Surgery  _________________________ Date ______  
□ Medications  ____________________ Date _______  □ Physical Therapy  _________________ Date  ______  
□ Other _________________________________________________ _________________________Date ____  
□ None_____________________________________________________________________________________________ 

 
Injuries / Surgeries you have had 
□ Falls __________________________________________________________________  Date _____________  

□ Head Injuries ___________________________________________________________  Date _____________  

□ Broken Bones __________________________________________________________  Date _____________  
□ Dislocations ____________________________________________________________  Date _____________  
□ Surgeries ______________________________________________________________  Date _____________  



  
  

The human body is designed to be healthy. Throughout your life, events occur which damage your health. This 
section will uncover layers of damage, especially to your Nervous System, that have resulted in your lowered 
state of health. TICK (√) THE APPROPRIATE BOXES THAT APPLY TO YOU. 

  Yes             Yes                   Yes    

Nervousness □      Shoulder stiffness/pain      □             Constipation                       □ 
Poor sleeping □      Pins & Needles in Arms □             Diarrhoea                            □  
Epilepsy □            Numbness in Finger        □             Menstrual Problems          □  
Emotion problem □            Cold Hands / Feet               □             Low Back Pain                     □  
Dizziness □            Diabetes  □             Buttock Pain            □  
Headaches □            Loss of Smell/Taste   □             Hip joint pain / stiffness □  
Sinusitis □            Colds/Flu                                   □             Slipped / Herniated disk    □            
Migraines □            Allergies    □             Thigh / Leg pain    □  
Ear disorders □            Mid back pain / stiffness □             Knee Problems    □   
Ear infections □             Glaucoma  □             Pins & Needles in Legs      □            
Jaw pain/clicking □            Chest pain  □             Numbness in toes  □   
Tonsillitis □             Shortness of Breath/Asthma □             Muscle Weakness              □    
Recurrent sore throats □            Rib pain  □             Sexual disorders  □  
Neck tension/pain □            Kidney pain  □             Testicular Pain  □  
Neck stiffness □            Hernias  □             Prostate troubles  □  
Fainting □            Poor Concentration  □             Ulcers  □   
Ears Ringing □            Fever / Cold Sweat  □             Frequent Urination  □  
Loss of Balance □            Light bothers eyes  □             Appendicitis  □  
Loss of Memory □                Fatigue  □             Cancer  □  
Tension □            Depression  □            High Blood Pressure           □            
Irritability □           Weight Problems  □            Bedwetting  □  
Poor Co-ordination        □                           Stomach/Digestive problem   □            Frequent injury in sport _ □  

CURRENT HEALTH & WELLNESS 
           

MEDICATIONS ALLERGIES SUPPLEMENTS 
1._________________________________    1.____________________________________    1. ________________________ 

    2._________________________________    2. ____________________________________   2._________________________ 
3. _______________________________    3. ____________________________________   3. ________________________ 
4. _______________________________    4. ____________________________________   4. ________________________ 
 
PREGNANCY 
Are you currently pregnant? □ No □ Unsure □ Yes, and I am due ___________  Number of past pregnancies ___________  
 
 
HEALTH QUESTION: What would it mean to you AND what would you like to achieve with better health? 
_____________________________________________________________________________________________________ 

We do not accept any responsibility for the outcome of care provided in the event of any patients failing to adhere to their 
individually recommended care plan. This includes any care, services supplied by our centre. 
Declaration:   I confirm that the information provided in this form is true and correct to the best of my knowledge. I have read 
and understood the ‘Informed Consent’ form and agree to proceed an appropriate examination, an x-ray (if medically 
required) and I consent to Physiotherapy/Chiropractic/Massage care at Romford and Ilford Family Chiropractic Centre  
 if recommended by the professional. Our privacy /complaints statement is available on request  
                

Signed: _____________________________________ Date: _________________ 
If under 18, I consent for ________________________ to receive chiropractic care. 

Signature of parent/guardian: ___________________________ Date: ______________ 
 

 
Patient / Guardian Name: _______________________________ Signature: _______________________ Date: ___________  
 
 



                
 

 

 

Please circle w
here you think you are 

on the scale in term
s of your health. 

 



 


