WESTON CHIROPRACTIC CLINIC

FULL NAME (Mr/Mrs/Ms/Miss/Dr/other) __________________________________________ 

Preferred Name: _______________________    		Date of Birth: _________________________	

Address: _____________________________		 Telephone

 ____________________________________		 Home :(_____) _________________________

_____________________________________         	 Mobile: ______________________________
	
Postcode:	_____________________________     	E -Mail: ______________________________     

Occupation:  __________________________                  Spouse’s Name: ________________________ 

GP Name & Surgery:  _________________________________________________________________      

How did you hear about us?     _________________________________________________________

Previous Health Conditions 

Have you had any operations, been hospitalised for any reason or suffer from any other current health conditions? ____________________________________________________________________________________________


Have you broken any bones or been in a trauma e.g. a car accident/fall/knock/ injury or are there any hereditary health conditions? 
If so please specify the injuries that were sustained/ when it occurred/ hereditary conditions.
____________________________________________________________________________________________


Are you currently taking any medication?     Yes              No   
If yes, please name the medication or the reason you have to take them. __________________________________


Is there any other information you would like to tell the chiropractic doctor?  
____________________________________________________________________________________________


What are you most interested in improving?

□ Less pain/symptoms   □ Overall health   □ Reducing stress   □ Increasing your energy and vitality

Personal Information Consent and our Data Protection Policy
I give my consent to an appropriate physical examination and treatment if necessary.
I have received the welcome pack which includes the fee scale.
PERSONAL INFORMATION: We use this information to assist and help us identify any condition which could affect your treatment. 
INFORMATION SHARING: We do not share your patient records or personal information with any third parties, insurance company or other Doctor without your consent, unless we are required by law to do so.
MARKETING COMMUNICATIONS: You will not receive any marketing from this clinic.
We send out appointment reminders via text. Please advise us if you do not want to receive them.


SIGNATURE___________________________________________________ DATE ______________


    BQ (Px) (PRE-TREATMENT SCREENING VISIT – modified predictor Q)

 PATIENT NAME  					DATE  

This questionnaire is about your pain complaint. The information will be treated in complete confidence.

Please put a CROSS in ONE box for EACH of the following statements that best describes your painful complaint and how it is affecting you NOW. Please read each question carefully before answering. 

Q1	Over the past few days, on average, how would you rate your pain on a scale where ‘0’ is ‘no pain’ and ‘10’ is ‘worst pain possible’?
					 0       1       2       3       4       5       6       7       8       9      10		
			No pain													
Q2	Over the past few days, on average, how has your complaint interfered with your daily activities (housework, washing, dressing, lifting, walking, reading, driving, climbing stairs, getting in/out of bed/chair, sleeping) on a scale where ‘0’ is ‘no interference’ and ‘10’ is ‘completely unable to carry on with normal daily activities’?
					 0       1       2       3       4       5       6       7       8       9      10	
		No interference

Q3	Over the past few days, on average, how much has your painful complaint interfered with your normal social routine including recreational, social and family activities, on a scale where ‘0’ is no interference and ‘10’ is ‘completely unable to participate in any social and recreational activity’?
					
					 0       1       2       3       4       5       6       7       8       9      10	
	No interference

Q4	Over the past few days, on average, how anxious (uptight, tense, irritable, difficulty in relaxing/concentrating) have you been feeling, on a scale where ‘0’ is ‘not at all anxious’ and ’10’ is ‘extremely anxious’?
					 0       1       2       3       4       5       6       7       8       9      10
		Not at all anxious						
  
Q5	Over the past few days, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, lethargic) have you been feeling, on a scale where ‘0’ is ‘not at all depressed’ and ‘10’ is extremely depressed’?
					0        1       2       3       4       5       6       7       8       9      10	
		Not at all depressed	 		

Q6	Over the past few days, how do you think your work (both inside the home and/or employed work) have affected your painful complaint, on a scale where ‘0’ is make it no worse’ and ‘10’ is ‘make it very much worse’?
					0        1       2       3       4       5       6       7       8       9      10	
		Make it no worse			

Q7	Over the past few days, on average, how much have you been able to control (help/reduce) and cope with your pain on your own, on a scale where ‘0’ is ‘I can control it completely’ and ‘10’ is ‘I have no control whatsoever’?
					 0       1       2       3       4       5       6       7       8       9      10
	I have complete control
	over my pain 		

THANK YOU VERY MUCH FOR YOUR TIME IN COMPLETING THIS QUESTIONNAIRE

Modified Nov 2000 (Predictor Q) Copyright AECC. All rights reserved. Contact Dr J E Bolton.

