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Welcome to Chirosports Northern Beaches.  
Please complete the following pages as accurately as possible, to help us provide the best service for your healthcare needs. 
       
Preferred Name: Dr/Mr/Mrs/Ms/Miss____________________________________________________________ Initial Consultation Date: ___________ 
Best Maling Address: ___________________________________________________________________________________________________________ 
Mobile: _______________________________________   Home Phone: ______________________________ Work: ______________________________     
Email: ________________________________________  Skype: _____________________________ LinkedIn: ___________________________________  
Facebook: ___________________________ Twitter: _________________________ Other: _____________________ Date of Birth: _________________  
Current Occupation: __________________________________  Previous Occupations: _________________________________________________ 
Next of Kin: __________________________________________   Children's Name & Ages_______________________________________________ 
Health Fund?  Yes [  ] No [  ] Name  ______________________  Is this a Workers Comp [  ] or Third Party Claim [  ]?  
 
Over 90% of our clients are recommended by ‘word of mouth’, where many of our clients reach out to help others discover better 
health with Chirosports. If you were referred, who can we ‘personally’ thank for recommending our practice and professional team as 
‘trusted advisors?’ Note: If referred to a particular practitioner, please also note the name of the practitioner to whom you were 
recommended.  
Thank you to (name) __________________________________ (mobile and/or email) ______________________________________________________ 
 
If you were not personally recommended, how did you find us and why Chirosports?   
Drive-By [  ] Facebook [  ] Google Search [  ]  If a Google Search was it (a) Our Webiste [  ] (b) Natural Therapies [  ] (c) Google Adwords [  ]       
(d) True Local [  ] (e) YourLocalChiro [  ]  (f) Other  [  ]   ______________________________________ Why? ___________________________________ 
 
 
How does your pain or current concerns stop you functioning normally, and limiting what you enjoy what you like doing most! Describe your 
realistic, but best outcomes you expect In 1 weak, 1 month and 12 months from today if you could ‘wave a magic wand?’ 
_______________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________ 
 
PRIMARY COMPLAINT 1  (Describe)  ____________________________________________________________________________________________ 
 

Please identify your level of pain or the severity of the problem 
 

 
 
When did it start? ______________      What do you believe caused it?  ________________________________________________________________ 
Is the problem:   Getting better / same / worse?   What have you done to help? ________________________________________________________ 
What aggravates or relieves your complaint?  ______________________________________________________________________________________ 
 
RELATED SECONDARY COMPLAINT 2  (Describe)   ______________________________________________________________________________ 
 

Please identify your level of pain or the severity of the problem 
 

 
 
When did it start? ______________      What do you believe caused it?  ________________________________________________________________ 
Is the problem:   Getting better / same / worse?   What have you done to help? ________________________________________________________ 
What aggravates or relieves your complaint?  ______________________________________________________________________________________ 
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YOUR BODY MAP 

 
 
 
 
Using the diagram mark the area/s of 
your concerns and any additional 
comments. You can use the symbols to 
identify pain (o), tingling sensations(+), 
numbness (-) , weakness (w) or ‘odd 
sensations (#). 
 
 
Are any of your symptoms worse at night or any specific time of the day?  N / Y  (If Y, describe) 
_______________________________________________________________________________________________________________________________ 
List activities you enjoy or participate in from most often to least either currently or past few years ? 
Activity 1:  _________________________________________________________________________________  Frequency:  _________ Intensity (1-10)  
Activity 2:  _________________________________________________________________________________  Frequency:  _________ Intensity (1-10)  
Activity 3:  _________________________________________________________________________________  Frequency:  _________ Intensity (1-10)  
 
Do any activities of daily living as above or work, sleep, relaxation, sex or otherwise influence your symptoms in any way? If so, describe.   
_______________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________ 
Have you had any other treatment for your current problem?  N / Y If ‘YES’ what type of treatment? How would you rate the level of success?  
(0 - 100% Success) Why do you believe these goals weren’t achieved?  
_______________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________ 
Medical History 
Did you / Do you smoke?     N / Y  No. per day __________________________________________________________________ 
Did you / Do you drink alcohol?    N / Y  No. standard drinks per day ___________________________________________________                        
Did / Do you take recreational drugs?  N / Y  _____________________________________________________________________________ 
Do you take vitamin supplements?   N / Y  _____________________________________________________________________________ 
Do you exercise regularly?       N / Y  _____________________________________________________________________________ 
Do you suffer from fatigue?     N / Y  Reason? _____________________________________________________________________ 
 
Please list all current medications: 
_______________________________________________________________________________________________________________________________ 
Please list all previous surgical operations: 
_______________________________________________________________________________________________________________________________ 
Have you ever had any form of cancer?  N / Y  (what type and when?) 
_______________________________________________________________________________________________________________________________ 
Have you had any broken bones?  N / Y  (If yes, which ones and how?)  
_______________________________________________________________________________________________________________________________ 
Have you ever had a whiplash or other form of spinal injury?  N / Y  ( If yes, when and describe) 
_______________________________________________________________________________________________________________________________ 
Have any of your family members suffered from any serious or hereditary diseases? (e.g. cancer, diabetes, heart disease or any 
other major health problem)  N / Y  (family member and type) 
_______________________________________________________________________________________________________________________________ 
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Have you had any known or suspected health concerns with the following body systems: 

1. Endcrinological (eg Hormones) _______________________________________________________________________________________                 
2. Cardiovascular (eg Heart, Blood Vessels, Blood Pressure) _______________________________________________________________ 
3. Respiratory (eg Lungs, Asthma, Airways)_______________________________________________________________________________                   
4. Gastrointestinal (eg Digestive, Gut, Bowels) ____________________________________________________________________________                 
5. Urogenital (e.g. Kidneys, Bladder, Prostate, Sex Organs)_________________________________________________________________ 
6. Dermatological (eg skin cancers, psoriasis, rash) ________________________________________________________________________ 
7. Neurological (eg tremors, strokes, weakness) ___________________________________________________________________________                   
8. Musculoskeletal (eg joint, tendon,ligament, arthritis)______________________________________________________________________ 
9. Psychological (eg anxiety, depression, ADHD, breakdown) _______________________________________________________________ 
10. Miscelleneous_______________________________________________________________________________________________________ 

 
****   Informed Consent (Note: The informed consent must be signed off before being accepted for care at Chirosports)  **** 
 
At Chirosports we aim to provide the highest quality care and we are proud of our 100% track record over the past 25 years, which is 
testament to the quality of care delivered and clinical experience of these many years. However, despite the greatest care possible and relief 
provided, one of our many techniques includes spinal manipulation which includes the cervical (neck) spine.  As our duty of care, we feel it is 
important that you are aware that as with any healthcare procedure there is some risk associated with cervical manipulation. This risk is 
currently estimated at 1 in 1,000,000 for stroke or stroke like symptoms. This is a rare and unpredictable event. Other risks that can be 
associated with spinal manipulation/adjustments include disc injuries, rib fractures, sprains/strains or pre-existing conditions may be 
aggravated. We take every precaution to ensure that this risk is minimized through thorough testing, examination and the use of gentle and 
specific techniques. If you have any concerns, please let your chiropractor know immediately. 
 
I acknowledge that I have been informed of the risks involved and understand that if at any time I have concerns they can be discussed with 
my chiropractor. I appreciate that I will receive the best care possible at Chirosports, but that results cannot be guaranteed. 
 
I consent to a professional and complete chiropractic examination and to any radiographic examination that the Chiropractor deems 
necessary. 
 
I understand that any fee for service rendered is due at the time of service and cannot be deferred to a later date. I also understand that if non-
payment from a third party provider is not forthcoming, within 30 days of the practices invoice, than I am responsible to settle the balance 
within 7 days of an issued invoice, and you, the client will responsible for any effort, actions or costs associated with the financial recovery 
from the non-paying third party.  
 

● Signature ___________________________________  Date       /      /       Witness___________________________                                                                   
 
This practice specialises in managing spine, sport and work-related problems and associated disorders of the nervous system.  A large 
proportion of our clients are referred by their medical practitioner or other affiliated practitioners within your healthcircle.  As such, it is 
standard practice to correspond with your practitioner where appropriate. To communicate with your others we require your written 
consent. 
 
I give / do not give consent for my clinical information to be communicated to my healthcare providers where appropriate. 
 

● Signature ___________________________________ Print Name_______________________________  Date        /      / 
 
Chirosports provides an appointment reminder service by SMS and may also communicate with you by SMS and email from time to time with 
various practice updates. You will not be spammed, nor will your details be revealed to any third party other than that in relation to Dr. Alfie 
Arcidiacono and entities. All clients are automatically enrolled in this service. If you do not wish to have this service please indicate below. 
Please do not send me appointment reminders and communications by SMS and email □  
 
Professional Clinical, Assessment, Diagnostic & Treatment Notes Only 
_______________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________________ 


