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Confidential Patient Health Questionnaire for patients of Jane Reynolds
Please complete the form as best you can. At your first appointment today, which lasts an hour, we will discuss
the contents. A detailed examination will then follow where I will determine your problem/s, possible reasons
for it/them and start treatment today, if your problem is suitable and there is time. I will explain the estimated
number of treatments you will need, the period of time I recommend these last for, the chance of you getting
better and whether I recommend you continue to see me once your symptoms have been resolved, to prevent
them from reoccurring. This is called “maintenance”.

Personal details
Surname:                                                            First Name:
Address:

Pref. Phone: ____________                              Email:
D.O.B.: __ / __ / __                 Age ____          Occupation -
Doctor’s details (GP)  Name__________      Address__
1


Child’s/children’s age(s) if any: N/A

What exercise and/or activities do you do?
Did you do a lot of sport in the past?
Have you ever been seen by an osteopath before?
Your problem/s
What is/are the main area(s) of your pain or discomfort?


What do you hope to gain from treatment?
What makes it worse?    Walking, sitting, driving, turning in bed, stairs, other:
What makes it better?  Rest, heat, ice, stretching, exercise, certain positions, other:
Does the pain spread and if so, where?
Is it constant or does it come and go?
Is it generally getting worse, better or staying the same?
Is there a time of day it is worse, eg. morning, evening?
Are you suffering from any of the following?
Numbness, Pins & Needles, Weakness, Burning, Aching, Stabbing pains
On a scale of 1 - 10 rate your discomfort today as (0 no pain) 1 2 3 4 5 6 7 8 9 10 (severe pain)
Medication  Are you taking prescribed/over-the-counter medication? If yes, please list below:
Operations  Please list any operations you have had and the year:

Road traffic accidents  Please list any you have had and the year:

Bad falls   Please list any you have had and the year:

Do you have headaches?
MEDICAL HISTORY
Have you ever suffered from a stroke or trans-ischaemic attack (TIA)? Y/N
Serious illnesses Please list any other serious illnesses you have had and the year:
Have you ever had, or do you have:
Cardiovascular problems
Hernia, poor Circulation, swelling, cold hands and feet   High blood pressure   Low blood pressure   Shortness of
breath   Heart disease   Heart attack   Pain in chest   Rapid heart beat   Thumping heart   Other
Thyroid Issues
Respiratory problems
Pneumonia   Asthma   Pain around ribs   Shortness of breath   Wheezing   Other

Digestive issues
Hernia / Irritable bowel syndrome (IBS) / Nervous stomach / Belching or excessive wind / Feeling full after eating small amounts / Sudden weight loss or gain / Nausea / Pain in stomach / Gall bladder trouble / Liver problems / Constipation / Diarrhoea / Colitis / Hemorrhoids/piles / Excessive hunger / Inability to lose weight / Other
Waterworks problems  Groin pain   Frequent urination   Painful urination   Difficulty starting urine   Difficultycontrolling urine   Kidney infection   Bladder infection   Prostate trouble
Women only  Painful or tender breasts   Lumps in breasts   Period pains   Excessive menstrual flow   Irregular periods   Bleeding between periods   Hot flushes   Other menopausal symptoms   Vaginal discharge   Painful in- tercourse   Pelvic pain
Neurological problems  Trapped nerve / Trigeminal neuralgia / MS / Other
Arthritis  Osteoarthritis / Swollen Joints / Rheumatoid arthritis, ankylosing spondylitis / Other
Other problems  Light headedness / Loss of balance / Hearing loss / Ringing or buzzing in ears / Allergies. Sinus trouble / Convulsions / Fainting sensation / Excessive fatigue / Fevers
Emotional disorders

Does your father, mother or siblings have similar problems?

Do you smoke Y/N
Drink over the recommended amount of alcohol Y/N
Regularly take recreational drugs? Y/N
What is your diet like?

How did you hear about me?
Is there anything else you would like me to know about that is not covered on this form?
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