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Adult Health Questionnaire (Pregnancy)

In order for us to discover whether you have any malfunctions or misalignments to the spine, please fill in all the details on this form to the best of your ability.
Surname: _______________________   Given Names: _________________________________________________________
Address: ________________________ Suburb: ________________ Postcode: ______________________________________
Home Phone: ____________ Work Phone: ____________ Mobile: ______________________________________________
Email: ___________________________________________________________________________________________________
Preferred method of contact:_____________________________________________________________________________
Age: ________ Weight: ​​​____________ Height: ___________ Date of Birth: _______________________________________
Marital Status: ____________ No of Children: ________________________________________________________________
Occupation_____________________________ Employer_______________________________________________________
Who recommended you to us? ___________________________________________________________________________
Pregnancy
Estimated Due Date: ___ / ___ / ______
Current weeks of gestation: ___________________________________
Have you experienced any complications thus far? ________________________________________________________
Where will you be birthing your baby? _____________________________________________________________________
Is this your first pregnancy? _______________________________________________________________________________
Have you given birth before? _____________________________________________________________________________
Do you have a Midwife     □ 
   or
Obstetrician      □?
Why are you here today?
1. For advice on a particular health issue? (Include how long you have been experiencing it for)

______________________________________________________________________________________________________
2. To prevent a particular health issue? (Include whether you have experienced it before)

______________________________________________________________________________________________________
3. To strengthen your health for optimal birthing?

______________________________________________________________________________________________________
Have you seen a chiropractor previously?

Yes
□
No
□
If yes, with whom? ___________________________________________________________
When was your last adjustment? __________________________________________________________________________
Are you currently taking any medications/herbs/tonics during pregnancy? Please list.

__________________________________________________________________________________________________________
Have you had any vaccines during pregnancy? If yes, Please list. __________________________________________________________________________________________________________
Have you experienced any of these in previous pregnancies? ______________________________________________
Have you had any accidents and/or falls? (e.g. car, sporting etc) __________________________________________
__________________________________________________________________________________________________________
What surgery have you had? Please list all. ________________________________________________________________
__________________________________________________________________________________________________________
Are you aware of the current position of your baby? (e.g. head down, breech, transverse) __________________
__________________________________________________________________________________________________________
Have you had any advice on optimal posture during your pregnancy? If so, what advise? ___________________
__________________________________________________________________________________________________________
Are you planning to attend any birth classes? Which ones? ________________________________________________
Do you have a birth plan? ________________________________________________________________________________
How do you feel about your pending birth?

□Frightened

□Anxious

□Excited

How can we support you best during your pregnancy? ____________________________________________________
__________________________________________________________________________________________________________
Do you smoke?

□ Yes


□ No


Do you drink alcohol?

□ Yes


□ No


Do you exercise?

□ Yes


□ No

Please tick any of the following which relate to your current pregnancy:

□ Medications

□ Heart problems


□ Gestational diabetes

□ Anemia

□ Low blood pressure


□ Swollen ankles

□ Excessive fatigue
□ Placental issues
 

□ Indigestion

□ Mood Swings
□ Pelvic inflammatory disease
 
□ Eclampsia

□ Depression

□ Abnormal bleeding


□ other illness

□ Pre-Eclampsia
□ Circulatory problems


Malfunctions in the spine and nerves can affect all the systems of the body.  Please tick to indicate if you have noticed the following problems in either the past or present.

	Eye disorder
	
	
	
	
	
	Nausea
	
	
	
	
	
	Soreness in Neck
	
	
	
	
	

	
	
	
	
	
	
	Heartburn
	
	
	
	
	
	Shoulder Pain
	
	
	
	
	

	Migraines
	
	
	
	
	
	Allergies
	
	
	
	
	
	Shoulder Stiffness 
	
	
	
	
	

	
	
	
	
	
	
	Vomiting
	
	
	
	
	
	Shoulder Tension
	
	
	
	
	

	Headaches
	
	
	
	
	
	
	
	
	
	
	
	Arm Pain
	
	
	
	
	

	Nervousness
	
	
	
	
	
	Constipation
	
	
	
	
	
	Tennis Elbow
	
	
	
	
	

	Insomnia
	
	
	
	
	
	Diarrhoea
	
	
	
	
	
	Loss of Arm Power
	
	
	
	
	

	Dizziness
	
	
	
	
	
	Abdominal Pain
	
	
	
	
	
	Pins & Needles in Hand
	
	
	
	
	

	Loss of Smell
	
	
	
	
	
	Regurgitation
	
	
	
	
	
	Mid Back Pain 
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	Mid Back Tension
	
	
	
	
	

	Sinus Trouble
	
	
	
	
	
	Urinary Disorders
	
	
	
	
	
	Pain in Ribs
	
	
	
	
	

	Ear Disorder
	
	
	
	
	
	Bed Wetting
	
	
	
	
	
	Low Back Pain
	
	
	
	
	

	Hay Fever
	
	
	
	
	
	Menstrual Disorders
	
	
	
	
	
	Low Back Weakness
	
	
	
	
	

	Recur Sore Throats
	
	
	
	
	
	Sexual Disorders
	
	
	
	
	
	Low Back Stiffness
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	Buttock Pain
	
	
	
	
	

	Asthma
	
	
	
	
	
	Chronic Irritability
	
	
	
	
	
	Leg Pain
	
	
	
	
	

	
	
	
	
	
	
	Chronic Fatigue
	
	
	
	
	
	Leg Cramps
	
	
	
	
	

	Chronic Cough
	
	
	
	
	
	Sleeping Disorders
	
	
	
	
	
	Pins & Needles in Legs
	
	
	
	
	

	Stomach Tension
	
	
	
	
	
	
	
	
	
	
	
	Knee Trouble
	
	
	
	
	

	Indigestion
	
	
	
	
	
	Scalp Disorder
	
	
	
	
	
	Foot Trouble
	
	
	
	
	

	Chest Pain
	
	
	
	
	
	Pain in Head
	
	
	
	
	
	Pins & Needles of Feet
	
	
	
	
	


PAST      PRESENT 


PAST
PRESENT


       PAST      PRESENT
Do you have any other comments or questions? ​​​​​​​​​​​​​​​​​​​​​___________________________________________________________

I, the undersigned, understand this clinic functions on a cash basis and I am financially obligated for any fees.

	Signature:
	
	Date:
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WELLNESS SURVEY

Date ____________________            Name ____________________________________________
Please mark on the line below with a vertical dash “I” to show how you would rate these questions.

Please think about how you are feeling right now, your general sense of health and well-being.

Worst you could possible feel         
Best you could possibly feel
        1___________________________________________________10

Please think about how energetic or vital you have felt over the last week.

No energy at all
        
Most energetic you could possibly feel
1___________________________________________________10

Think about how good your ability to concentrate has been over the last week.

No ability to concentrate


Best possible ability to concentrate
1___________________________________________________10

Please think about how your mood has been over the last week.

Worst mood possible


Best mood possible

1___________________________________________________10

Please think about how well you have slept over the last week.

Worst sleep possible



Best sleep possible

1___________________________________________________10

Please think about how strong your resistance to coughs, colds and other infections has been over the last 3 months.

Worst resistance possible


Best resistance possible

1___________________________________________________10

If you didn’t know how old you are, how old do you feel? __________________________
Is there any reason that this is not an accurate reading of how you usually feel

__________________________________________________________________________________
