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Personal Details: 

Name: Male:      □ Female:    □ 

Home Address: Town/City: 

State: Postcode: Phone: Fax: 

Mobile: Email: Date of Birth:               /             / 

Health Fund: Spouse/Partner Name: No. of Children: 

Child Name Age of Child Gender  

  Male      □               Female    □ 

  Male      □               Female    □ 

  Male      □               Female    □ 

  Male      □               Female    □ 

Number of siblings: Your place in family: Are you pregnant:  Yes □   No  □ How many weeks gestation: 

How did you hear about this clinic: 

Emergency – Next of Kin Details 

Name: Relationship: 

Home Address: Town/City: 

State: Postcode: Phone: Mobile: 

Family Doctor:   Phone: (      ) 

Other health professionals you see: 

Emergency Authorisation: 
In case of an emergency I hereby authorise any member of My Health Therapist staff (including contract staff) to call an ambulance on my behalf and/or send me to the appropriate 
medical practitioner as well as notify my next of kin. I accept that I will be responsible for any costs incurred. 
 
Signed: ...................................................................................... Name: ....................................................................................... Date: ............/............/............. 

 

Employment Details: 

Current Position: Organisation/Company: 

Postal Address: Town/City: 

State: Postcode: Phone: 

CLIENT HISTORY  



 

 

MY HEALTH THERAPIST PTY LTD 
ABN 12 123 123 123 

PO Box 2108, Bathurst, NSW 2795 
www.myhealththerapist.com.au 

Page 2 of 4 

 

 

 

 

 

 

 

 
Past health History 
 
Please (✓) any of the following conditions that you are currently experiencing or have a history of;  

 

Back Pain   Ringing in ears   Anxious  Visual Disturbance             

Pain between shoulder blades  Tattoos  Body Piercings                        Osteoporosis  

Colds, flu, fever  Numbing/Tingling in legs or feet                 Heart conditions  PMS syndrome  

Phlebitis  Constipation  psoriasis  Herpes  

Difficulty sleeping  Muscle cramps/sprains  Major Scars               Shingles  

Joint replacement   Asthma  phlebitis  Eczema  

Tension across top of shoulders  Neck Pain  Varicose Veins    Epilepsy  

Numbing/Tingling in arms or hands                 Allergies  Miscarriages              Chest pain  

Low blood pressure  Diabetes  Pregnancy Termination           Depression  

Tired, Fatigued  Tension/Headaches  Digestive problems                   Diarrhoea            

Dizziness  HIV  Haemophilia  TMJ syndrome  

Cancer                                          Arthritis  Infectious Conditions                Weight trouble  

High blood pressure              Chronic Pain                                  Kidney Condition                          Addictions  

Any other conditions or ailments that it would be important for me to know about: 
 
 
 

Have you had any surgery:                                                      Yes □     No  □                          

 

 
Details: 

Have you had any dental work in the past 5 years:               Yes □     No  □                          

Have you had any recent fractures, falls or accidents:         Yes □     No  □ 

Have you suffered any illnesses:                                             Yes □     No  □ 

Please give brief details of your family’s past and present health history: 

Name  Relation Health Condition 
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Diet History 
 
Please indicate what you eat and drink during your NORMAL daily routine: 
 
Your food preferences:   

Meat & 3 Veg   □  High Protein □ 

Vegetarian   □  Macrobiotic □ 

Vegan    □  Gluten Free □   

Wheat Free   □  Other:   □ (give details below) 

Dairy Free   □ 

 
 

Please indicate below your daily intake of the following; 

Sugar (t/spoons): Coffee (cups): Tea (cups): Alcohol (drinks): 

Water (glasses): Other: 

 
NOTE: be sure to fill in all the sections carefully as this information aids in determining the type of treatment to be received. 

 

 

 

 

Drugs Medication & Supplements 

How many hours do you sleep each night: Time you retire: Time you awake: 

Do you exercise:   Daily   □   Twice or more weekly     □     Weekly   □   Never □      Other    □      

What sort of exercise do you do: 

For how long: Do you smoke:   Yes □     No  □ 

How many cigarettes per day: How long have you smoked: 

Do you take recreational drugs:  Yes □     No  □ How often: Quantity: 

Name of Drugs: 

 

Are you currently on medication:             Yes □     No  □ 

Name of medication Dosage Length of time taking it Condition it is treating 

    

    

    

    

Do you take any vitamin or mineral supplements:           Yes □     No  □ 

Name of supplement Dosage Length of time taking it Why you take it 
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Declaration 
 
I declare that the above information is true and correct and indemnify staff of My Health Therapist Pty Ltd of any liability for any false or misleading 
statements given. It is understood and accepted that the treatment received by staff of My Health Therapist Pty Ltd is of remedial therapeutic nature and 
not of a diagnostic/curative approach. It is also understood and accepted that the results of the treatment are not guaranteed in any way and that the 
amount paid to My Health Therapist Pty Ltd for any tests, if required, is for analysis only, and the data taken will remain the property of My Health Therapist 
Pty Ltd as part of case history records, as are all notes and data taken in every session. In addition, I understand that I may view my personal records 
which will be made available to me within 48 hours upon request. I understand no records may be removed or copied.  
All records are securely stored to maintain your confidentiality. Your written permission is required to consent to any other party viewing your confidential 
records.   
No account is rendered by My Health Therapist Pty Ltd and payment must be made at the time of service by cash, or credit card.  
 
Please note:  
Please give at least 24 hours’ notice if you are unable to attend your appointment. If less than 24 hours’ notice is given you will be charged the 
full session fee.  

 
 
 
Signature of Client (Parent or Guardian)  …………………………………… Date:……………………… 
 

 
Please print your name ……………………………………………………………… 

 

 

 
C:\Users\Rose Whelan\Documents\My Health Therapist\Forms\MHT Client History Form Version 1.1 30 Oct 2019.docx 

 

 

 

Reason Why You Are Here (What would you like to get out of this session) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


