Welcome to healTHY self centre

Name:____________________________________________________________________________
Address:__________________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------
Phone Numbers:    Home__________________________    Work_____________________________
		     Mobile (For SMS reminders) ___________________________________________
		     Email______________________________________________________________
Date of Birth:___________________________________   Occupation:_________________________
Do you have children?       Yes/No      Ages:_______________________________________________
Whom may we thank for referring you to us:______________________________________________
Healthfund:________________________   GP Name:______________________________________
Is this a workers compensation claim?      Yes/No      Claim No._______________________________
Circle modalities previously used:
	Acupuncture		Chiropractic		Counselling/Psychologist
	Homeopathy		Herbalism		Massage
	Naturopathy		Physiotherapy		Reflexology                Podiatry

Privacy Act 1988 (Commonwealth)
This centre complies with the above act; information provided by you is collected with a view to helping you with your health concerns.   It will never be disclosed to any third parties or organisations without your permission, other than required by our professional advisors (eg. Insurers- with your consent) or as required by law.
Therefore we require, by law, and would appreciate your permission to:
1.   Contact you, either by post, fax, email, telephone, mobile or otherwise.   To keep you abreast of news, developments and activities in our centre, you will be placed on our contact list.   This may include sending you newsletters, news items, notifications of changes to our practice hours and procedures, informing you of other therapies offered in this centre and any upcoming events, activities, etc.   Additionally, we may contact you in relation to your care.
1. Share your health information with other practitioners within this centre (healTHY self).   This may avoid unnecessary duplication of paperwork and help achieve superior results when utilising our integrated therapies to reach your health goals.

Client Signature_______________________________________________Date____/____/______


Health Questionnaire

Please fill out the following to the best of your knowledge.   The more information we have about your lifestyle and any other health issues, the better we are able to help you.

Presenting Problem(s)
What is the main reason for your appointment today?  _____________________________________

Briefly describe your symptoms________________________________________________________
_________________________________________________________________________________ 
When did this problem begin? _______________________________________________________
Was there an incident involved with this? _______________________________________________
What does this interfere with? (activities, work, sport, etc.)__________________________________
_________________________________________________________________________________

If you currently have pain, please rate it
0_____/_____/_____/_____/_____5_____/_____/_____/_____/_____10
No pain at all                                                                                                         Intense Pain

Have you seen any other practitioner/doctor for your current complaint? _____________________
_______________________________________________________________________________

Medications
	Name of medication
	Dosage
	Reason for this
	Began when

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Supplements
	Name of supplement
	Reason for this
	Began when

	
	
	

	
	
	

	
	
	

	
	
	






Personal Medical History (tick as appropriate)
· Cancer			Diabetes		Hepatitis		High/low bp
· Heart disease		Pacemaker		Rheumatic fever	Stroke	
· Blood transfusion	Thyroid disease	Seizures		STD
· Asthma/Wheezing	Parasite infection	Prolapse		Hernia
· Migraines		Bloodclotting issues	Mental illness		Skin cancer

· Other______________________________________________________________________


Childhood illnesses/conditions_________________________________________________________
_________________________________________________________________________________
Operations/Procedures (year/type) _____________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
Significant physical trauma- year/type (car accidents, falls, head injuries, fractures,etc)_____________
__________________________________________________________________________________________________________________________________________________________________
Significant emotional trauma –year/type (death, abuse, marital sep, wk stress etc.)________________
_________________________________________________________________________________
Significant dental work- year/type______________________________________________________
_________________________________________________________________________________
Your birth history (prolonged labour, premature, forceps delivery, etc.)_________________________
_________________________________________________________________________________
Allergies (drugs, chemicals, foods, etc and reaction)________________________________________
_________________________________________________________________________________

Family Medical History (tick appropriate)
Diabetes		Cancer	High blood pressure	Heart Disease		Stroke
Seizures		Allergies	Mental illness		Thyroid disease	Migraines
Kidney disease	Arthritis	Anaemia	              Other_______________________







 Lifestyle Factors
Vitality – rate your well-being/vitality
0_____/_____/_____/_____/_____5_____/_____/_____/_____/_____10
Poor                                                                                                            Fantastic
Any recent (past two years)    pest control	renovations	major building work
			         x/rays		scans		ultrasounds
Any recent vaccinations (type/date) _____________________________________________________
Do you use     heel lift          inner soles          arch supports/orthodics

Posture
Rate your posture
0_____/_____/_____/_____/_____5_____/_____/_____/_____/_____10
Poor                                                                                                           Fantastic
Have you been told you have a spinal curvature/scoliosis, arthritis or other spinal problem?   Yes   /   No
Do you hear noises when you move your neck/head or back?       Yes     /     No
Do you feel the need to crack or pop your back or neck?     Yes   /     No

Work
What is your current occupation? _______________________________________________________
How long have you done this type of work?______________________________________________
Occupational exposures/stress (chemical, physical, psychological, etc)_________________________
_________________________________________________________________________________
Type of work:	  Sitting		Computer	Standing	Driving		Lifting
How much sitting is involved:      20%         50%         75%         90%

Sleep – rate your quality of sleep
0_____/_____/_____/_____/_____5_____/_____/_____/_____/_____10
Very poor                                                                                                  Fantastic
Age of mattress__________________Age of pillow_____________________



Do you smoke?		Yes	No	Used to___________________________
If yes, how many per day?_____________________________________________

Do you use recreational drugs?      Yes      No      Have you in the past?      Yes      No
Give details_________________________________________________________

In a typical day, what do you normally eat?
Morning___________________________________________________________________________
Lunch____________________________________________________________________________
Evening___________________________________________________________________________
Snacks (what/time of day)____________________________________________________________
Amount you drink per day:   Coffee______Tea__________Water________________Juice_________
Amount you drink per week:   Alcohol__________Soft drink___________Energy drinks____________
What flavour do you crave/avoid? (Sweet, salty, spicy, sour, bitter)____________________________

Do you exercise?     Yes     No     Details___________________________________________________
Do you practice (times per week)
	Meditation______________	Relaxation______________	Prayer______________

_________________________________________________________________________________Please check any symptoms that have been persistent in the last 3-6 months
General
chills    fevers    night sweats    localized weakness    poor sleeping    bruise easily    fatigue strong thirst    oedema    sudden drop in energy    tremors    poor balance    cravings    change in appetite    weight loss/gain_________________________________________________________
_________________________________________________________________________________
Skin and Hair
rashes    itching    ulcerations    changes in skin/hair    hives   eczema    pimples    recent moles    skin cancer    hair loss    dandruff_____________________________________________
_________________________________________________________________________________
Head, eyes, ears, nose and throat
Dizziness    facial pain    migraines    headaches    contact lenses    night blindness 
blurry vision    tearing    eye pain    dry eyes    cataracts    spots in vision    poor hearing    earaches    nose bleeds    sinus congestion    sinus/nasal discharge    teeth grinding     jaw clicks   sore throats     sores on lips     mouth sores _________________________________________________________________________________

Cardiovascular
Chest discomfort/pain    heart palpitations    cold hands/feet    fainting    swelling of hands/feet    difficulty breathing
_________________________________________________________________________________

Respiratory
Cough    pain with deep breath    coughing blood    pneumonia    bronchitis    production of phlegm    frequent colds/flus
_________________________________________________________________________________
Gastrointestinal
Bad breath    nausea    vomiting    heartburn    belching    wind    indigestion    diarrhoea    constipation    in stool    black stool    abdominal pain/cramps    rectal pain    haemorrhoids    ulcer
 
Genito-urinary
Pain on urination    urgency to urinate    frequent/decreased urination    blood in urine    dribbling    
Unable to hold urination    waking to urinate    kidney stones    genital sores    prostate trouble    impotency
Pregnancy and Gynecology
Is there any possibility you are pregnant?   Yes     No
No. of pregnancies________No. of births________No. of miscarriages________ No. of abortions____
Age at first period_______Length of cycle_______Length of bleed________Year/age last period_____
Flow:   heavy   med   light   red   black   purple   brown   pale   dark   pain   clotting
endometriosis   ovulation pain   vaginal discharge at ovulation   breast lumps
Last pap smear___/___/____abnormal pap test ______________birth control_________________
menopause:  age_________year____________HRT/Other________________________________

Neuropsychological
seizures   numbness   weakness   sleep disorder   concussion   bad temper   vertigo   loss of balance   loss of control/violent   lack of coordination   depression   poor memory   anxiety   substance abuse   treatment for psychological/emotional disorders_________________________




Please note where you have pain or irritation:
[image: C:\Users\Macka\Documents\HTS Website\photos\Body%20Diagram.jpg]

Please list any additional information that would better help us understand your health status:

Your Health Goals
What are the aspects of wellness you want for yourself:  (Tick all that apply)
· More energy		       	Better posture		             Weight Management
· Better concentration	       	Strength/Endurance	       	  Improved Digestion
· Improved breathing        	       	Sports performance       	             Decreased pain/symptoms
· Reduced stress		       	Better sleep		             Emotional wellbeing
· Decrease medications	       	Improved immunity                      Other…………………………..

What are you most interested in improving?  _____________________________________________


How long do you think it will take to achieve your health goals?  _______________________________

Thank you for taking the time to fill in this form. 

Please read the general information for all patients, contained on the next page… 
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IMPORTANT INFORMATION FOR YOUR PATH BACK TO HEALTH

1.

CLIENT SCHEDULING

Each person is reserved what is deemed an appropriate appointment time, however,
due to the human nature of our business, sometimes we will run late in spite of our
best efforts.

In the event of this, the front desk staff will do their very best to notify you of this
and keep you informed re estimated wait times to minimise your inconveniance.
Although we do respect your valuable time, we do not apologise for treating each
person to the very best of our ability and giving the very best care. We NEVER
shorten the care you require, even if we are running behind.

If you are on a tight schedule please book earlier in each shift to minimise disruption
to your plans.

CHANGING APPOINTMENTS

We recognise that unforeseen things happen and that you may need to reschedule
your appointment. Due to the high demand for our services, in regular
circumstances we do require 24 hours notice if you need to re-schedule and to enable
others to take advantage of this availability.

OPTIMAL RESULTS

We are not interested in masking pain and problems, we are interested in optimising
your health and getting great results; in fact, our reputation is based on it.

In order to do this there are some things that will require your commitment, if you
too, are dedicated to this end.

The first step is drinking sufficient water. Water is essential in the healing and
maintenance of good health. The required water we ask you ingest, should not be
mixed with anything else. You can drink other liquids but this amount is a stand alone
amount as a minimum each day.

You would not wash the outside of your body with cordial or tea or lemon water, and
so we ask that you drink water on its own, for the inside as well.

THE AMOUNT REQUIRED IS 1 LITRE PER 23KG OF BODYWEIGHT.

As we don't drink through the night (you should be asleep!) it is a good idea to drink
a litre as soon as you get up. The rest however needs to be spaced out throughout the
day; drinking a cup every hour is a good idea. This amount of water is your baseline
amount; if you exercise, the amount of water you drink during that time is additional.
We do recommend using Himalyan salt on your food to ensure that your internal
ocean remains the salty sea it needs to be. Standard hospital care knows the
importance of this — this is why you get put on a saline drip as the first thing done in
emergency.

According to your findings, other self-care will be advised after seeing Dr Sonia.

If the terms of treatment, as stated above, do not suit your requirements, we are more
that happy to recommend other practitioners to you.
If they do however, we look forward to empowering you back to your potential.




