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First name:

Date of Birth:

Address:

Home number:

Mobile:

Northshore Branch

306 East Coast  Road

Forrest Hill

Northshore 0620

Ph) 09 410 4770

Health Information

Have you had any treatment from Chiropractic, Physiotherapy or Acupuncture? (Yes / No)

Have you recently visited other professionals for your current problem? (Yes / No)

Have you registered ACC within one year? (Yes / No)

What is your major concern?

Health History

Have you had any serious illness or sickness in the past? (Yes / No)

Had any serious accident? (Yes / No)

Are you taking any modern medication or Herbal medication? (Yes / No)

Have you smoked in the past? (Yes / No)

Do you have pacemaker? (Yes / No)

Do you frequently get headache? (Yes / No)

(Bodycare clinic will send you a text to confirm the appointment the day before appointment date)

Sex: Male Female

Occupation:

Email:

Work number:

Surname:

Patient Information

Family History

Does any of your family members have or had disease or illness? (Yes / No)

Current History

Do you have any muscle or joint Musculoskeletal problem? (Yes / No)

Do you have Cardiovascular problem? (Yes / No)

Do you have any Respiratory problem? (Yes / No)

Do you have any Gastrointestinal problem? (Yes / No)

Do you have any Genito-urinary problem? (Yes / No)

Do you have any problem in Head and Neck? (Yes / No)

Do you have any other problem than above? (Yes / No)



Female Patient Only

Any possibility of Pregnancy? (Yes / No)

Are you in menopause? (Yes / No)

Painful menstruation? (Yes / No)

Is your period regular? (Yes / No)

Any other problem? (Yes / No)  

Additional History

Please circle if you have any problem below.

Note

Patient Consent for Care By Bodycare Clinic and Share of Patient Information

Please circle one of the following: I am the Patient or Parent or Guardian.

•	 I consent the collection and passing of information between medical practitioner, specialists, health  

professionals, hospitals and insurance companies. That the information will be collected, held and used in terms of the 

Privacy Act 1993 and the Health information Privacy Code 1994.

•	 I have the right to see this information.

•	 Due to the nature of the treatment the practitioner may need to touch of palpate different areas on your body, this may 

help in the diagnosis or in location acupuncture points.

•	 You may be asked to remove certain items of clothing to enable better access to different parts of your body you can 

expect to have a towel or blanket to cover you.

•	 Some questions that you may be asked might seem irrelevant to you but they help the practitioners make a  

holistic diagnosis.

•	 If you feel uncomfortable in any way at any stage of the treatment for any reason please ask the practitioner as there may 

be some way to make you feel more comfortable. We will not cause offence and will make every effort to make you feel 

as comfortable as possible.

•	 You are welcome and encouraged to bring a support person with you while you have treatment.

•	 All procedures will be clearly explained prior to the time of treatment.

•	 Written consent from Guardian or Parent to be obtained before treating minors (16 years).

•	 I have the right to decline or withdrawal my consent to treatment at any time.

•	 If there is any issue with ACC45 registration and unable to claim the service, patient or client is fully responsible for the 

treatment charges.

I have read and understood the above information and certify that all the information that I have reported above 
is true to the best of my knowledge.

Body Chart

Please circle any area with problem.

Date:

Date:

Patient’s Name:

Practitioner:

Practitioner’s Signatures:

Heart Attack

Tuberculosis

Stroke

HBP

Rheumatism

AIDs

Hypo/Hyper Thyroidism

Cancer

Epilepsy

Fracture

Hepatitis B

Diabete


