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DO YOU HAVE A CURRENT WORKCOVER CLAIM FOR THIS INJURY?

�   Yes                              �   No 

Employer:

Employer’s Address:

Date of Injury:

Insurer (e.g. EML):

Claim Number:

Case Manager:

Contact Number:

DO YOU HAVE A CURRENT MOTOR ACCIDENT CLAIM FOR THIS INJURY?

�   Yes                              �   No 

Date and location of accident:

CTP Insurance Company

�   Allianz CTP �   QBE        �   SGIC            �   AAMI

�   Interstate CTP (specify)

Claim Number:

Case Manager:

Lawyer:

CLIENT REGISTRATION FORM
The following information is confi dential. Your accurate and complete 
information assists to provide the best possible service to you.

*Please note you will be liable for the cost of any treatment if your claim is not approved or accounts are not paid by the insurer within
a reasonable period. Signing this form below indicates you are aware of and accept this condition.*

*Please sign to acknowledge you have read and agree to the terms below.

• Confi dential Information Release: to assist in your management
we may need to send a report to other parties involved in your care.
This may include your doctor, case manager or lawyer. By signing this
form you authorise us to release information relevant to your treatment.

• I am happy to receive emails re practice changes

• I am happy to receive SMS appointment reminders.

• Cancellation Policy: three hours minimum notice is required
for cancellation of all appointments. A cancellation fee of $20
will be charged for failure to notify us.

• Payment Policy: all accounts with the exception of compensable
claims must be paid in full on the day of the treatment. By signing
this form you agree to pay any collection fees incurred in
recovering any unpaid monies owed to myPhysio myHealth.

SIGNATURE: 

DATE:

PLEASE TURN OVER TO COMPLETE HEALTH QUESTIONNAIRE

REASON FOR TODAY’S VISIT

�   Neck 

�   Lower Back

�   Elbow

�   Hip

�   Foot/Ankle

�   Other (specify):

�   Mid Back 

�   Shoulder

�   Wrist/Hand

�   Knee 

�   Pilates 

HOW DID YOU FIND US?

�   Yellow Pages

�   Signage

�   Health Fund

�   NDIS

�   Internet

�   Sports Club

�   Family/Friend (Name):

�   Doctor/Specialist/Physio/Chiro (Name):

�   Advertising (specify):

�   Employer/Rehab Co-Ord (Name):

�   Other (specify):

DOCTOR’S DETAILS

Doctor’s Name:

Doctor’s Address: 

CLIENT PERSONAL DETAILS

MR   /   MRS   /   MS   /   MISS   /   DR

Surname:

First Name:

Preferred Name:

Date of Birth:

Address: 

Suburb: Postcode:

Phone: 

Mobile:

Work: 

Email:

Occupation:

Health Fund:

Health Fund Number:

Medicare Number:

Emergency Contact Name:

Emergency Contact Number:



2.   When and where did this injury occur?

 �   Yes                              �   No 

(Please detail)

4.   Are you able to perform normal activities of daily living?

 �   Yes                              �   No 

 �   Yes                              �   No 

(Please detail)

6.   Pain severity (please mark an ‘X’ on the scale between 0 to 10, 

with 0 being no pain and 10 being the worst pain imaginable). 

What is your pain severity right now?

CURRENT SYMPTOMS

1.   Please mark on the body chart your current areas of concern:

MEDICAL HISTORY

Do you or have you ever had any of the following?

Allergies      �   Yes          �   No 

Asthma      �   Yes          �   No 

Arthritis      �   Yes          �   No 

Blood Clots     �   Yes          �   No 

Cancer      �   Yes          �   No 

Cardiac Problems     �   Yes          �   No 

Diabetes      �   Yes          �   No 

Digestive Problems (Ulcer, Refl ux)   �   Yes          �   No 

Dizziness      �   Yes          �   No

Epilepsy      �   Yes          �   No

Headaches/Migraines    �   Yes          �   No

Hearing Problems     �   Yes          �   No

Hepatitis A     �   Yes          �   No

Hepatitis B     �   Yes          �   No

Hernia      �   Yes          �   No

High Blood Pressure     �   Yes          �   No

Incontinence     �   Yes          �   No

Joint Replacement     �   Yes          �   No

Low Blood Pressure     �   Yes          �   No

Neurological Events (Stroke, TIA, Tumour)   �   Yes          �   No

Osteoporosis      �   Yes          �   No

Unexplained Weight Loss    �   Yes          �   No

Vision Problems     �   Yes          �   No

Other (please specify)

PREGNANCY HISTORY

1.   Are you or could you currently be pregnant?

 �   Yes                              �   No 

2.   Have you had any previous pregnancies?

 �   Yes                              �   No 

If yes how many and when?

3.   If pregnant, have you been advise of any physical restrictions 

by your obstetrician/ midwife?

 �   Yes                              �   No

0 5 10

MEDICATIONS


	Surname: 
	First Name: 
	Preferred Name: 
	Date of Birth: 
	Address: 
	Suburb: 
	Postcode: 
	Phone: 
	Mobile: 
	Work: 
	Email: 
	Occupation: 
	Health Fund Number: 
	Medicare Number: 
	Emergency Contact Name: 
	Emergency Contact Number: 
	Doctor's Address: 
	Doctor's Name: 
	Doctor/Specialist/Physio/Chiro (Name): 
	Advertising (specify): 
	Employer/Rehab Co-Ord (Name): 
	Other (specify): 
	Health Fund: 
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Contact Number: 
	Insurer: 
	Date of Injury: 
	Employer's Address: 
	Lawyer: 
	Case Manager: 
	Claim Number: 
	Interstate CTP: 
	Date & location of Accident: 
	Family/Friend (Name): 
	Signature: 
	Employer: 
	Date: 
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Other: 
	Please Detail: 
	Injury Occurance 2: 
	Check Box53: Off
	Check Box82: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Injury Occurance: 
	Medication 9: 
	Medication 8: 
	Medication 7: 
	Medication 6: 
	Medication 5: 
	Medication 4: 
	Medication 3: 
	Medication 2: 
	Medication 1: 
	Medication 10: 
	Medication 11: 
	Medication 12: 
	Medication 13: 
	Medication 14: 
	Medication 15: 
	Medication 16: 
	Medication 17: 
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	How Many: 
	Medication 18: 
	Medication 19: 
	Check Box101: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box43: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box155: Off
	Check Box154: Off
	Check Box156: Off
	Check Box160: Off
	Check Box164: Off
	Check Box159: Off
	Check Box161: Off
	Check Box157: Off
	Check Box158: Off
	Check Box162: Off
	Check Box163: Off
	Check Box167: Off
	Check Box166: Off
	Check Box171: Off
	Check Box170: Off
	Check Box175: Off
	Check Box174: Off
	Check Box178: Off
	Check Box177: Off
	Check Box180: Off
	Check Box179: Off
	Check Box182: Off
	Check Box181: Off
	Check Box184: Off
	Check Box183: Off
	Check Box186: Off
	Check Box185: Off
	Check Box188: Off
	Check Box187: Off
	Check Box190: Off
	Check Box189: Off
	Check Box172: Off
	Check Box168: Off
	Check Box176: Off
	Check Box173: Off
	Check Box169: Off
	Check Box165: Off
	Check Box1722: Off
	Check Box1733: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box196: Off
	Check Box195: Off
	Check Box197: Off
	Check Box201: Off
	Check Box205: Off
	Check Box200: Off
	Check Box202: Off
	Check Box198: Off
	Check Box199: Off
	Check Box203: Off
	Check Box204: Off
	Check Box208: Off
	Check Box207: Off
	Check Box212: Off
	Check Box211: Off
	Check Box216: Off
	Check Box215: Off
	Check Box219: Off
	Check Box218: Off
	Check Box221: Off
	Check Box220: Off
	Check Box223: Off
	Check Box222: Off
	Check Box225: Off
	Check Box224: Off
	Check Box229: Off
	Check Box228: Off
	Check Box231: Off
	Check Box230: Off
	Check Box213: Off
	Check Box209: Off
	Check Box217: Off
	Check Box214: Off
	Check Box210: Off
	Check Box206: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box227: Off
	Check Box226: Off
	Check Box236: Off
	Check Box237: Off


