
Medical History Form
Confidential

Dr/Mrs/Ms/Mr ___________________________________________________________________
Surname Given Name

Date of Birth _____________________  Occupation _____________________________________

Address _________________________________________________________________________

______________________________________________________ Postcode __________________

Phone (Home) _______________ Work _________________ Mobile _______________________

Parent's Mobile (U18s) ____________________ Email ___________________________________

Health Fund _____________________________________________ ________________________

Doctor/GP _____________________________________ Phone ____________________________

Is this a Workers Compensation Claim? Yes/No Claim # _________________________

Is this a Motor Vehicle Accident Claim? Yes/No Claim # _________________________

Date of Accident? _______________________ Employer _________________________________

Address ____________________________________________________ Postcode _____________

Have you ever had: No Yes If yes please state

A serious illness?

Any heart complaints or heart surgery?

Cortisone or steroid treatment?

An allergic reaction?

Are you taking any medications?

Blood thinners?

Dizziness/Nausea /Ringing in the ears?

HOW DID YOU HEAR ABOUT US? (please circle)

Doctor Word of Mouth Yellow Pages Advertisement
Signage on building Other _____________________


