
PLEASE, CAREFULLY FILL OUT THE 
QUESTIONNAIRE IN BLOCK CAPITALS

Today's date: ........./........./.........                        Card number: .................

LAST NAME ...........................................................................................
FIRST NAME ..........................................................................................

Date and place of birth .............................................................................
Profession .................................................................................................
Mobile phone ............................................................................................
Permanent adress (in Italy if you stay a long period)
...................................................................................................................

Who have suggested to you our center (name): .......................................

Have you ever received spinal adjustments or manipulations? YES  NO
By whom? ................................................................................................

Describe the disorder and draw where the symptom occurs:
...................................................................................................................
...................................................................................................................
...................................................................................................................
...................................................................................................................
      

When did it start?......................................................................................
How often does it occur? ..........................................................................
In what situation does it get worse? .........................................................
Has he consulted other professionals and / or taken medicines?
...................................................................................................................
What results have you gotten? .................................................................

      

Physical activity ..............................................................................
Frequency: ............................. times a week

SURGICAL OPERATIONS (write month/year)
      

...................................................................................................................

...................................................................................................................

...................................................................................................................

...................................................................................................................

PHYSICAL TRAUMAS (write month/year)
      

Bone fractures .......................................................................................... 
Head trauma .............................................................................................
Whiplash ...................................................................................................
Falls on the coccyx ...................................................................................
Other: ........................................................................................................
...................................................................................................................
...................................................................................................................



DRUGS (write Name and Function)
      

...................................................................................................................

...................................................................................................................

...................................................................................................................

SIGN WITH AN [X] IF YOU HAVE / HAD ONE OF THE 
FOLLOWING CONDITIONS :
       

☐ Headache
☐ Thyroid (hipo / hiper / hashimoto)
☐ Nausea/Vomiting
☐ Vertigo (spinning)
☐ Tinnitus (hearing ringing, ringing)
☐ Swollen feet/hands
☐ Loss of force (where: ..........................................................................)
☐ Loss of sensitivity (where: ..................................................................)
☐ Diabetes (type 1 / type 2)
☐ Jaw disorders (clicks, pains, bruxism)
☐ Osteoporosis
       

☐ High blood pressure
☐ Low pressure
☐ High cholesterol
☐ Stroke / TIA / blood clot
When and in which area of the body: .......................................................
☐ Other heart problems: ..........................................................................
      

☐ Gastrointestinal disorders: ...................................................................
☐ Major weight loss: ...............................................................................
☐ Urinary/faecal incontinence
☐ Difficult breathing
☐ Asthma

☐ Fever
☐ Anxiety
☐ Depression
☐ Tremors
☐ Convulsions
☐ Congenital malformations: ...................................................................
☐ Tumor (Where: ................................... Diagnosis date: .......................
     Therapy carried out: ...........................................................................)

☐ Painful menstruation
☐ Menstrual cycle alterations: .................................................................
☐ No cycle 

Significant dental work: ...........................................................................
...................................................................................................................

Do you wear orthotics? YES NO If yes, for how 
long? ..............................................

Peculiarities in the diet/nutrition: .............................................................

Other pathologies not mentioned before: .................................................
...................................................................................................................

EMOTIONAL TRAUMAS (stress, divorce, mourning, violences)
...................................................................................................................
...................................................................................................................
...................................................................................................................

                                   Signature   __________________ 



Findings (not to be filled by the patient)
...................................................................................................................
...................................................................................................................
...................................................................................................................

X-rays (not to be filled by the patient)
...................................................................................................................
...................................................................................................................
...................................................................................................................

DECLARATION OF CONSENT TO CHIROPRACTIC 
THERAPEUTIC TREATMENTS AND TO THE PROCESSING 
OF PERSONAL DATA.

According to the definition of the World Health Organization (WHO), 
chiropractic is "a health profession concerned with the diagnosis, 
treatment and prevention of mechanical disorders of the 
musculoskeletal system, and the effects of these disorders on the 
function of the nervous system and general health”.

Quotations from WHO (World Health Organization guidelines on basic 
training and safety in chiropractic, Geneva, 2005):
• Chiropractic is a safe and effective aid for citizens.
• The Doctor of Chiropractic has the duty to refer the patient to another 

specialist when he deems it necessary.
• Very few episodes were enough to defame a therapeutic procedure 

which, in expert hands, produces excellent results with few side 
effects.

• Le complicazioni gravi sono rarissime e appare improbabile che i casi 
di eventi avversi siano attribuibili al solo intervento terapeutico 
manuale. 

I DECLARE that I have received information about the nature of my 
problem and the type of chiropractic treatment suggested as helpful for 
my case.

I DECLARE that I am aware of the rules to be respected after a spinal 
treatment, namely:

CAMMINARE 20 MINUTI dopo ogni seduta, prima di salire su 
qualsiasi mezzo di trasporto.

DO NOT MAKE PHYSICAL ACTIVITY OR REPETITIVE 
MOVEMENTS BEFORE TWO NIGHTS SINCE THE 
TREATMENT.

I also declare that I am informed that failure to comply with these rules 
may cancel the effect of the treatment or worsen my situation.

Today’s date: ........./........./.........        Signature   __________________


