
 

Synergy Clinic . Com NEW CLIENT Information Form 

 

How did you hear about Synergy Clinic. Com? (please tick) 

       Referred by________________________________         Internet                       Yellow Pages                         Expo 
 

       Other, please specify__________________________________________________________________________________ 
 

Surname_________________________________________     First Name____________________________________________ 

Address___________________________________________________________________________________________________ 

_______________________________________________________________________  Postcode_________________________ 

Phone (h)________________  Phone (mobile)______________________________ Phone (w)________________________ 

Email__________________________________________________________________ HEALTHFUND______________________ 

Date of Birth______________ Age_________________________________________ Sex  Male  /  Female   circle 

Marital status   Single /  Married  / De Facto / In Relationship / Separated / Divorced / Widowed   circle 

Children_________________  Names + Ages__________________________________________________________________ 

Occupation________________________________________  General Duties/Activities______________________________ 

__________________________________________________________________________________________________________ 
 

HOW WOULD YOU LIKE SYNERGY CLINIC . COM TO HELP YOU? _______________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
 

Would you like to receive our free monthly e-newsletter?        YES  /  NO 
 

PERSONAL/MEDICAL HISTORY 

Are you pregnant?  YES  / NO  /  UNSURE 

Please list all past surgery in detail (with dates, outcome) ___________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Chronic Illness:____________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Allergies:__________________________________________________________________________________________________ 

Were you breast fed?         YES  /  NO  /  UNSURE           If yes, for how long?_______________ months 

Immunisations (include travel) + dates: _____________________________________________________________________ 

__________________________________________________________________________________________ 
 

CURRENT MEDICATIONS (include prescription, contraceptives + NATURAL medicines): 
Medication name                                                       Prescribed by                                 Dosage (tabs per day)                   Date commenced 

 

 

 

 

 

 

 

 

 



 

ALL OF THE ABOVE INFORMATION IS TRUE + CORRECT + I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO  
INFORM MY PRACTITIONER OF ANY CHANGES TO THIS. 
 

SIGNED _______________________________________________                       DATE_______________________ 

 

Synergy Clinic . Com NEW CLIENT Information Form 

 

FAMILY MEDICAL HISTORY 
 

Has ANYONE in your family had any of the following? (tick box for yes) 
                                                                                              Please Specify Who (mum, dad, grandad) + Age of onset 

      Allergies/Hayfever____________________________________________________________________________________ 

        Alcoholism___________________________________________________________________________________________  

       Alzheimer's __________________________________________________________________________________________ 

       Arthritis ______________________________________________________________________________________________   

       Asthma_______________________________________________________________________________________________ 

       Cancer– Bowel _______________________________________________________________________________________  

       Cancer–  Breast ______________________________________________________________________________________  

       Cancer– Liver ________________________________________________________________________________________  

       Cancer–  Lung _______________________________________________________________________________________  

       Cancer–  Prostrate ___________________________________________________________________________________    

       Other Cancer ________________________________________________________________________________________  

       Diabetes _____________________________________________________________________________________________ 

       Epilepsy______________________________________________________________________________________________ 

       Heart Disease ________________________________________________________________________________________  

       High Blood Pressure __________________________________________________________________________________  

       High Cholesterol _____________________________________________________________________________________    

       Infertility _____________________________________________________________________________________________ 

       Low Blood Pressure ___________________________________________________________________________________   

       Menstrual/Menopausal Problems _____________________________________________________________________     

       Mental Conditions ___________________________________________________________________________________  

      Obesity______________________________________________________________________________________________ 

      Sinus_________________________________________________________________________________________________ 

      Skin Complaints ______________________________________________________________________________________  

      Thyroid Conditions ___________________________________________________________________________________ 
 

 

EMERGENCY CONTACT DETAILS 

In case of emergency, please contact __________________________________________________ (full name) 

Phone (w) ____________________    Phone (mobile)___________________________  Phone (h)_____________________ 

GP name:_________________________________________________________________  Phone _______________________ 

Other health practitioners (please specify profession) 

Name________________________________   Profession__________________________ Phone________________________ 
Name________________________________   Profession__________________________ Phone________________________ 
 

 

LATE/CANCELLATION POLICY 
I understand that all consults will end at their scheduled time (even if I arrive late). I understand that a minimum of 48 hours notice is  

required for cancellations of health appraisals + repeat visits and that 3 working days notice is required for contraception or natural  

fertility program appointments and that cancellation fees may be charged if I give less than the required notice. 


