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                                                  MEDICAL HISTORY QUESTIONNAIRE       





Please complete by ticking the appropriate boxes and answering all questions. Please make any  extra notes in the indicated area. All information received is treated with complete confidentiality  in keeping with the `1998 Data Protection Act` and the `Osteopaths Act` of 1993.














Do you have, or have you ever suffered from:                                                      YES       NO 





	Rheumatic fever?…………………………………..             		(	(


 	Heart complaints?………………………………….	         		(	(


	Diabetes?………………………………………….	         		(	(


	Epilepsy? ………………………………………….            		(	(


	Chronic bronchitis or asthma?………………………		(	(


	Hepatitis?…………………………………………..			(	(


	Excessive bleeding?…………………………………		(	(


	High blood pressure?…………………………….…			(	(


	Any other serious illness?……………………………		(	(


	


Are you allergic to any medicine or tablets? (Please list below)…………………….		(	(


Are you at present taking any medicine or tablets? (Please list below)……………		(	(


Are you pregnant?………………………………………………………………………….	(	(





In the past 3 years have you undergone any operations?……………………………		(	(


	Been treated with hydro-cortisone or corticosteroids?………………….		(	(





In the past 10 years have you had any road traffic accidents, other accidents……		(	(


Including any information relating to injuries sustained?…………………………….		(	(


Are you currently involved in litigation relating to accident or health matters….		(	(


Have you ever had a joint replacement operation?……………………………………		(	(


Are you involved in any relevant litigation processes relating to health matters?.		(	(


Please tick if you are HIV postive?……………………………………………………….		(	(


What is your average weekly consumption of alcohol?……………………………….		(	(


If you smoke, what is your average per week?………………………………………….		(	(





If `yes` is the answer to any of these questions please supply details 


in “notes” below or use back of form.





Notes………………………………………………………………………………………………………..………………………………………………………………………………………………………I fully understand and have had explained to me the treatment that I will be receiving and give my consent for soft tissue work, deep friction, articulation, manipulation, ultrasound, and cupping to be used as key components in my treatment program:


    





Signature………………………………………..                                    Date…………………..








Surname   (Mr/Mrs/Miss/Ms/Other)   ………………………………………………..


Forename(s)  ……………………………………………………………………………


Address   ………………………………………………………………………………..


   …………………………………………………………………. Postcode…………...


Tel.No.(Home)………………………………. Tel.No.(Business)……………………..


Date of Birth………………………………… Occupation……………………………








