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AI-generated content may be incorrect.]	ADULT HEALTH QUESTIONNAIRE	

Name: _____________________________________________________   D.O.B: __________________________
Address: __________________________________________________________   Postcode: ______________
Tel (H): _____________________________ Email Address: ________________________________________
How did you hear about us?_________________________________________________________________
ABOUT YOUR HEALTH
The human body is designed to be healthy. Throughout life, events occur which damage health expression. This case history uncovers  layers of damage, especially to your nerve system, which have resulted in reduced health. Following your examination, your practitioner will outline a course of care to begin to correct these layers of damage and recover your innate health potential.
GROWTH AND DEVELOPMENT (Birth - Age 5)
Let’s begin at birth when you may have first damaged your nerve system.
Please circle Yes/No where applicable:				  Comments
Was the delivery long or difficult?        Yes / No / Unknown        _________________________________
Did you roll out of bed as a child?         Yes / No / Unknown        _________________________________
Childhood sicknesses?                             Yes / No / Unknown       	  _________________________________
Any significant falls?                                 Yes / No / Unknown      	  _________________________________
Other physical or emotional trauma? Yes / No / Unknown       	  _________________________________
What and when? _____________________________________________________________________________________
 ________________________________________________________________________________________________________
WHOLE BODY HEALTH (Age 5 – Present)
As you increase the layer of damage you probably begin to experience symptoms and random bouts of sickness.
									Comments
Smoking?                             		     Yes / No		_________________________________
Alcohol?                         		                    Yes / No		_________________________________
Healthy diet?                                 		     Yes / No		_________________________________
Accidents?                                		     Yes / No		_________________________________
								_________________________________
Surgery or organs removed?                	   Yes / No		_________________________________
Drugs (prescribed or non)?                	   Yes / No		_________________________________
Exercise regularly?              	                  Yes / No		_________________________________
Sleeping issues / nightmares?                    Yes / No		_________________________________
------------------------------------------------------------
STRESS								Comments
Occupation: 							_________________________________
Occupational stress?                   		   Yes / No		_________________________________
Physical / Mental stress?             	   Yes / No		_________________________________
Sports / hobby injuries?               	   Yes / No		_________________________________
Other trauma or problems?                 	   Yes / No		_________________________________
Sleeping posture:
Side ____   Stomach ____   Back ____
PRESENT STATE OF HEALTH
Major Complaint(s): ________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
When did pain/problem start? ____________________________________________________________________
________________________________________________________________________________________________________
Pain Type:
Sharp ____   Dull ____   Constant ____   Intermittent ____
Aggravated by: ______________________________________________________________________________________
Relieved by: __________________________________________________________________________________________
Does it interfere with:
Work ____   Sleep ____   Routine ____   Other ____

OTHER SYMPTOMS (Please check all that apply)
Neck Pain ____		Numbness in Fingers ____ 	Nervousness ____
Stiff Neck ____		Shoulder Pain ____		Tension & Irritability____
Headaches ____		Cold Feet/Hands____		Fatigue/Sleeping problems
Dizziness____		Loss of smell/Taste ____	Depression____
Fainting____		Cold / Flu____			Chronic Fatigue ____
Ears Ring____		Allergies____			Pins & Needles in Legs____
Balance Loss ____	Pain in mid-spine____		Shortness of Breath____
Numb Toes____		Cold Sweat____			Weight Problems____ 
Chest pain____		Hearing problems____		Stomach/Digestive Problems____
Fever____		Lights bother eyes____		Constipation/Diarrhea____
Loss of Memory____	Menstrual Pain____		Pins & Needles in Arms ____
Migraines____		Stress____			Difficulty Breathing ____
Thyroid Issues____	Not Sleeping____		Lower Back Pain____
Sciatica____		Fibromyalgia____		Knee Pain____

ABOUT YOUR CARE
The aim of our health care is not to treat your symptoms, but to get to the cause of your problem and correct it properly. This is done through natural means, without the use of drugs or surgery. By signing this form, I agree and consent to the healing work.

Client Signature: _______________________________________________________   Date: ______________
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