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CONFIDENTIAL PATIENT INFORMATION 
Title            First Name (Full Legal)                   Surname                  
 
 

Date of Birth (dd/mm/yyyy) 
 

Gender 
☐Male ☐Female ☐Other 

Address (Street, Suburb, City and Post Code)  Home phone 
 
Mobile phone 
 

Occupation 
 
 
 

How did you hear about us? Email 

NHI Number  GP Name 
 

GP Practice Name  
 

Emergency Contact Name Phone 

Major Complaint 
 
 
 
Other Complaints 
 

Symptoms  
☐Neck Pain    
☐Lower Back Pain 
☐Headaches 
☐Migraines 
☐Tension across shoulder 
☐Numbness – arms/hands 
☐Numbness – legs/feet 

Pain Pattern (Please mark the areas) 
 
P = Pain 
N = Numb 
T = Tingling 
 

How long have you had this problem? 
 
 
 
How did this problem begin? 
 
 
 
How much pain is there out of 10?   (0 = no pain) 
J  0 1  2  3  4  5  6  7  8  9  10  L 
 

Condition 
☐Mild     ☐Moderate     
☐Severe ☐Stable  

Intensity  
☐Constant   ☐Stiffness    ☐Ache        ☐Localized   ☐Radiating   ☐Comes & goes   ☐Numb    
☐Dull          ☐Swelling     ☐Nagging   ☐Burning      ☐Sharp         ☐Other 

Painful Movements 
☐Sitting   ☐Standing   ☐Walking   ☐Bending   ☐Lying down   ☐Exercising   ☐Computer work 
Treatment to date 
☐GP   ☐Anti Flamme   ☐Painkillers   ☐Physiotherapy   ☐Osteopathy   ☐Chiropractic   ☐Other 
Are you pregnant? 
☐Yes   ☐No     How many months?   

List all medications and supplements you are taking 
 
 

Have you ever been hospitalized? (surgery, fractures or illness) 
 
 
 

What is your family medical history? 
 

Do you have any of the following? 
☐Alcoholism    
☐Anemia    
☐Appendicitis    
☐Allergies    
☐Asthma 
☐Arteriosclerosis   
☐Arthritis    
☐Attention deficit disorder 
☐Cancer       

☐Chronic fatigue     
☐Depression    
☐Digestive disorders   
☐Diabetes    
☐Diphtheria    
☐Eczema 
☐Emphysema    
☐Glandular fever    

☐Heart disease    
☐High blood pressure    
☐High Cholesterol 
☐Herniated Disk 
☐Infertility    
☐Migraines    
☐Miscarriage    
☐Mumps    
☐Multiple Sclerosis    
 

☐Pinched nerve 
☐Scarlet fever    
☐Sleep disturbances   
☐Stroke  
☐Thyroid Disease   
☐Tuberculosis    
☐Ulcers    
☐Vertigo  
☐Work stress  

 



  NANDISH CHIROPRACTIC 

 
 OFFICE USE ONLY	

ACC Claim Number Read Code 
☐S570  
☐S571 
☐S572 

Read Code Notes 

 

ACC 45 INFORMATION 
Occupation 
☐I work part time 
☐I work full time 
☐I own/part own the business I work for 
☐I am self employed 
☐I am not employed 

What type of work do you do? 
☐Sedentary (brief standing and walking) 
☐Light (mainly standing and walking) 
☐Medium (often lift 5kg +) 
☐Heavy (often lift 9kg +) 
☐Very Heavy  (often lift 22kg +) 

Did the injury happen at work?       
☐Yes    ☐No 

Employer name 
 
Employer address 
 

What is your ethnic background? (This information is used for statistical reasons only.) 
☐NZ European  ☐Tongan ☐Southeast Asian ☐Samoan ☐Latin American 
☐Other European ☐Niuean ☐Indian ☐Tokelauan ☐Decline to Answer 
☐NZ Maori ☐Fijian ☐Other Asian ☐African ☐Other (specify) 
☐Cook Island Maori ☐Other Pacific Island ☐Chinese ☐Middle Eastern ______________________ 

 

PERSONAL INJURY DETAILS 
When did your injury occur? 
 
________/________/________ 

When was your last painful incident? 
 
________/________/________ 

What were you doing when you last experienced pain? 
(cleaning the kitchen, slipped on wet floor and hit head hurting neck and back) 
 
 
How was the initial injury caused?  
 
 
 

Where is your pain located?  
 
 
 
If sporting injury, please name sport  
 

Scene of Pain, Injury or Accident 
☐Home   ☐Road   ☐Place of Education   ☐Place of Fitness/Sport   ☐Work 
 
Other ________________________ 

Pain, Injury or Accident Location  
☐Auckland 
	

☐Other ________________________ 
Did this accident happen in New Zealand?   ☐Yes    ☐No  Did the accident involve a public road?     ☐Yes    ☐No 

PATIENT DECLARATION 
Chiropractic is a process that involves the adjustment of your spine to improve spinal function and in turn reduce irritation to your nervous system. The nervous 
system impacts every muscle, organ and tissue in your body and for this reason it is necessary to complete a full orthopedic and neurological assessment. 
Chiropractic processes here involve a health history, an examination to diagnose your condition and x-rays if clinically warranted.  All practitioners who 
manipulate (adjust) the spine are required to warn patients of material risk even if it is minimal. In extremely rare cases, some treatments of the neck may 
damage a blood vessel and give rise to stroke or stroke-like symptoms (approx. 1 in 5.85 million) Haldeman, et.al. Spine vol-24-9 1999. Other slight risks include 
sprain/strain to a ligament or disc in the neck (approx. 1 in 62,000) Dvork study in Principles and Practice of Chiropractic, Haldeman. 2nd ed.  Nandish 
Chiropractic Ltd. is committed to providing all of our patients with ☐No care. When a patient cancels an appt without giving enough notice, they prevent 
another patient from being seen. Please contact us to notify any changes or cancellations. To cancel a Monday appointment, please call our office by 2:00 pm 
on Friday. If prior notification is not given, you will be charged $50.00 for the missed appointment. Pay at the time of consult - consultation fees for all patients 
are to be paid at the time of consultation. We are providers for ACC claims, however there may be a surcharge. If your ACC claim is declined for any reason, it is 
your responsibility as the client to pay the difference in treatment charges. Should your claim be rejected or only partially paid you are still responsible and we 
will invoice you directly. Please note that products and services supplied are non-refundable. Bookings made in Advance - if our practitioner believes they can 
help you, and you agree with the treatment plan proposed, your subsequent sessions will need to be booked in advance. The future booking of sessions allows 
you to get the most convenient treatment time for you, and also increases the success of your treatment program. You can change the time of these visits if 
your schedule changes with 24 hours notice. The practice has limited aural and vocal privacy; if you wish to have complete privacy, you must let the practitioner 
know.  I irrevocably grant the company the right to use my images and name in all forms and media including advertising, trade or commercial purpose. 

All procedures will be clearly explained before the treatment is delivered. You have the right to withdraw your consent at any time.  
I consent to the collection and passing of information between other health professionals if necessary in terms of the Privacy Act 1993 and the Health 
Information Privacy Code 1994.  
I confirm that I have received and understood the information above and regarding my case, the proposed care plan and the implications and that I hereby give 
my consent to chiropractic care.  
I give consent to access and acquire copies of any relevant information from other healthcare professionals, also to discuss my case where necessary with other 
healthcare professionals. 
I have read and understood the important patient information and patient declaration 
 
 
……………………………………………………………………..……                   ………………………………………………………..                   ……………………………………. 
 Patient Name                                                                         Signature of Patient/Guardian                             Date    
 
 
………………………………………………………………………..                      ……………………………………. 
Parent/Guardians Name                                                         Relationship to patient 


