
Surname: …………………..……….…………..… Given Name: …………..…..……………………………….….. 

Preferred Name: …………………….……………             Sex:                                       DOB: ……./……../……….                     
Mobile No.: ……………………………….… Email: …………………………………………………………….…. 

Emergency Contact (Name & Phone): ………………………………………………………………………………. 

Seen another chiropractor before? …………..      If yes, who: …………….……………When? …………..……  

Your Injury/Concern: 

Where: ………………………………………………… How Long: ……………………………………………….…  

What makes it: Worse? …………………………………………… Better? ………………………………………… 

How severe? ……/10 (10 is worst)  How does it affect you? ……..………………………………………….…….  

Medical History: Include all past surgeries, hospitalisations, traumas, serious illnesses and medications: 

……………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………

Is there any reason why you can’t undergo chiropractic treatment? 

…………………………………………………………………………………………………………………………… 

 Policies on Fees, Guarantees, Risks, Disclosed Information:  

1) I understand that this free adjustment involves only a targeted assessment and any treatment rendered is 
based on that assessment only. The time allocated is between 5-10 minutes and will be spent on the 
assessment and treatment, not on education or consultation.  

2) I have accurately disclosed any past or current illness, surgery, previous trauma, medications, drug use and any 
known health risks in the questionnaire above.  

3) Chiropractic and other techniques used at this clinic are well recognized as being extremely safe health care 
interventions for people of all ages. However, as with all health care disciplines there is a risk of complications. 
This may include, but are not limited to: soreness; muscle, bone or joint injury; worsening of symptoms; 
intervertebral disc injuries; nerve injuries; dizziness / light headedness; nausea; vision, hearing or balance 
problems; stroke (estimated at less than 1 per million). I will discuss any concerns prior to treatment.   

4) I understand that the above-mentioned risks of treatment exist. However, I do not expect the practitioner to 
be able to anticipate all potential risks and complications associated with the proposed care.  

5) I hereby acknowledge my consent to undergo the free assessment and treatment, photographic &/or video 
recording and offer my video testimonial where necessary.   

By signing below, I acknowledge that I have carefully read all of the above information and that I understand and 
agree to each point that is made.  

Patient’s Signature (if 16 or older): …………………………………….…………. Date: …………….……… 

Parent’s Signature (if patient is under 18): …………………….…………………… Date: …………………….. 

Please write parent and child’s name/s here: ………………………………………………………………….…… 

Chiropractic Works.  360 Orchard Road #05-10 International Building, Singapore 238869

Registration & Consent Form
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