New Patient Intake Paperwork

Jeffrey Devine, D.C., P.C.,

Chiropractic Director
Devine Chiropractic

Patient Information

Portland, OR, 97225, US
Office: (503) 245-8445

8225 SW Apple Way, Suite 100

Legal Name: (Last) (First) (Middle Initial)
Email: Primary Phone: CHome [cen CIwork
Address: City:
State: Zip: Sex M OF Age: Birth Date:
Social Security # or DL# [COmarried [Osingle [JPartnered [Jwidowed
[Ichildren  How many:
Occupation: Patient Employer/ School:
Address: Phone:
In case ofemergency, contact: Relationship: Phone:
Whom may we thank for referring you? Event you attended?
Values: Please list yourinterestsin order ofimportance from 1to 7 (1= most important)
Family Fnancial Social Physical Mental Spiritual Work
Payment/Insurance Information
Who isfinancially responsible for thisaccount: Oself-Pay or [Other(Name):
If ‘Other’, what is relationship to patient?
Ifinsured, who isthe main subscriber/policy holder?
Birth Date: Phone: Relationship to Patient:
Address: City: State: Zp:
[ Health Insurer Insurance Co Name: ID # Group #
O Government Program Name: ID #
Isthis policy associated with an OHsa Cdrsa CHRA? |:|Yes |:|No
Ispatient covered by additional/ secondary insurance? DYes DNO
Insurance Co. Name: ID # Group #

Subscriber Name: Birth Date:

Assignment and Release

Relationship to Patient:

On behalf of yourself and any patient for whom you are the parent or legal guardian,you 1) certify that the information on this form is accurate and up-to-date,2) consent to treatment
by Chiro One, 3) assign to Chiro One,any healthcare insurance or reimbursement benefits to which you are entitled for the care provided by Chiro One,authorize their payment directly
to Chiro One,and authorize the use of your signature for this limited purpose, 4) agree to be primarily responsible for all charges owed to Chiro One (other than those included in any
pre-paid offer),including attorney fees,court costs,and other expenses of collection,5) consent to Chiro One releasing any“protected health information,” as defined by federal HIPAA

regulations, for the purposes allowed by law,and 6) acknowledge receipt of Chiro One’s Notice of Privacy Practices.

Printed name of Patient, Parent, Guardian or Personal Representative

Relationship: Date:

Signature of Patient, Parent, Guardian or Personal Representative

Medications Vitamins/Supplements Allergies
1) 1) 1)
2) 2) 2)
3) 3) 3)
Pharmacy Name: 4) 4)
Pharmacy Phone: ( ) ODaily Oweekly [OOccasionally How often do they occur?
ONone ONone O None
Family History
Autoimmune Dis. [JYes[CJNo  Diabetes [Cdves CONo  Migraines [Jyes[CINo []other
Bleeding Disorder |:|Yes|:| No Heart Disease |:|Yes |:| No Osteoporosis |:|Yes |:|No

O
O

[yes[INo
[Cyes[INo

High Blood Pressure [JYes []No
Kidney Disease [Jves [INo

Stroke
Thyroid Disease

Clotting Disorder
Cancer

ves [INo
Yes []No
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Jeffrey Devine, D.C,, P.C.,
Chiropractic Director
Devine Chiropractic

Medical History

8225 SW Apple Way, Suite 100
Portland, OR, 97225, US
Office: (503) 245-8445

Name and address of other doctor(s):

Date of Last: Physical Exam

Spinal X-ray

MRI, CT-Scan, Bone Scan

Blood Test

Spinal Exam

Chest X-ray

Urine Test

Mark “Yes” or “No” to indicate whether you have experienced each of the following and complete the information below:

AIDS HIV [OYes[JNo ChemicalDepend./ Hernia [OJYes[JNo Pinched Nerve [JYes[]No
Allergies [ves[INo Alchoholism [OYes[ONo  Herniated Disk [JYes[JNo Pneumonia OYes[No
Anemia [OYes[JNo Chicken Pox [Oves [ONo  Hypertension [JYes[JNo Prostate Problem [JYes[]No
Anxiety/ Depressio_]Yes[JNo Clotting Disorder [OYes[No «kidney Disease []Yes [JNo Psychiatric Care []Yes[]No
Appendicitis [JYes[JNo Diabetes [JYes[No Liver Disease [JYes[JNo Rnheum.Arthritis []Yes[]No
Arthritis [CJYes[JNo Eating Disorder [JYes[JNo Migraines [JYes[JNo s [OYes[No
Asthma [CJYes[JNo Emphysema [JYes[JNo Mononucleosis [JYes[JNo Stroke [JYes[]No
Autoimmune Dis. [JYes[JNo Epilepsy/ Seizure Dis. []JYes[ JNo MS [JYes[No Thyroid Disease []Yes[]No
Bleeding Disorder [JYes[JNo Headaches [QYes[JNo oOsteoporosis [OYes[JNo Tuberculosis OYes[No
Bronchitis [Jyes[JNo Heart Disease [JYes[JNo Pacemaker [Jyes[JNo Tumors, Growths []Yes[]No
Cancer [OJYes[JNo Hepatitis Oves [INo Parkinson’s [JYes[No Ulcers Oyes[INo
Are you pregnant? [_]Yes[_|No Ifyes, how many weeks? [other
Motor Vehicle Accident ODenied Motor Vehicle Accident ODenied

Please indicate any motor vehicle accidents below, making sure to
note any minor accidents or those that have taken place 5+ years ago.

Date of Accident (MO -YR): -

Impact: JFRont [ORear [dSide/Passenger
[ Seat Belt OAirbag(s)
Speed at which your carwas traveling:

O side/ Driver

Speed at which the second car struck your car:

Medical Care Description:

Please indicate any motor vehicle accidents below, making sure to
note any minor accidents or those that have taken place 5+ years ago.

Date of Accident (MO -YR): -

Impact: JFRont [ORear [dSide/Passenger
[ Seat Belt OAirbag(s)
Speed at which your carwas traveling:

O side/ Driver

Speed at which the second car struck your car:

Medical Care Description:

Chiropractic Care Description:

Chiropractic Care Description:

Physical & Trauma Information

Please indicate any physical and/ortrauma occurences below, making sure
to note any minor injuries as well by checking ‘Yes'. Please describe when applicable.

Work Activities: []Sitting []Standing [JLight Labor [JHeavy Labor []Retired

Work Injuries:  []Yes [Ono Ifyes:

Sport Activities:

Sport Injuries: |:|Yes |:|No If yes:

Exercise: [INone [Jught [JModerate []Heavy
Home Injuries: []Yes [INo Ifyes:

[JHigh Stress Level [JNone

[Opaily [Jweekly [Joccasionally

\

Complications: [ ]Breech

Habits: [ONicotine [JAlcohol [JCoffee/ Caffeine Drinks
How Much? How Often?
Falls: [Jyes [No If yes:

Head Injuries: [JYes [ ]No Ifyes:

Dislocations: [ _]JYes [ ]No If yes:

Broken Bones: |:|Yes |:|No If yes:

Surgeries: |:|Yes |:|No Ifyes:

Your Birth Delivery: [ Jvaginal  [JCesarean

|:| Unknown

[JFetal Distress [JcPD [JPlacenta Previa
[JPremature [Jumbilical Cord [ JMeconium Aspiration [_JNone

J
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Jeffroy Devine, D.C., P.C
Chiropractic Director

Devine Chiropractic

8225 SW Apple Way, Suite 100
Portland, OR, 97225, US

Office: (503) 245-8445

0 . . Please note ONEcomplaint in the following section.The Primary Complaint is
y P”mary Comp|alnt your chief complaint or most problematic concern at this time that brought you in today.

ODenied )

Primary complaint:

Please describe the condition:

When did your symptoms first appear?

Most recent occurence date:

What do you think caused thisproblem?

Is this condition getting progressively worse? [yes  [CINo CJunknown
Mark an X on the picture where you have pain, numbnessortingling:

Rate the severity of your pain ...at its worst: (least pain)[OJCIEIBJE]E]EIFIBIR] Ol (severe pain)

..atitsleast severe: (least pain[OLIZIBIEIEIEIZIBIBIED (severe pain)
(please circle) ..at present moment: (least pain)[QEZIBIAEIGI7IEBICI LT (severe pain)
Type of pain: Csharp  [Dull OThrobbing ONumbness [Aching O shooting

OBurning OTingling O Cramps O stiffness Oswelling OOther
Doesthe pain travel from one location to another? From where to where?
How often do you have thispain? [ Constantly [Comesand goes [Oinfrequently [ODaily Oweekly [OMonthly

Past Treatments: [DMedications [ Surgery [Physical Therapy Ochiropractic Services [ONone  [Other

Do activities make it worse in the AM orPM? [JAM OpPm ONA
Which activities are affected by this? Owork OSleep ODaily Routine  ORecreation ON/A  OOther
[ sitting Ostanding [Wwalking [OBending O Lying Down

O sitting Ostanding [Owalking OBending O Lying Down
Past Treatments: [DMedications [ Surgery [Physical Therapy Ochiropractic Services [None  [Other
Were they successful? [ ]Yes
Pain worsens with: Pain improves with:

Were they successful? [Yes [CINo
Pain worsens with: Pain improves with:
Notes:
Additional Complaint | e e e e e e e S DDl
Additional complaint
Please describe the condition
How often doesitoccur?
Do activities make it worse in the AM or PM? OAm OpPwm OnN/A
Rate the severity of your pain at the present moment: (least pain)[QEIZIBIEIEIEIABIR] [ (severe pain)
Type of pain: Osharp  [Dull OThrobbing O Numbness [OAching Oshooting
OBurning OTingling OCramps [ stiffness Oswelling OOther
Doesthe pain travel from one location to another? From where to where?
Which activities are affected by this? Owork Osleep ODaily Routine  [Recreation CN/A  [oOther
[ sitting Ostanding [Owalking O Bending O Lying Down
Past Treatments: [OMedications [ Surgery [Physical Therapy OChiropractic Services [None  [Other
Were they successful? []Yes [INo
Pain worsens with: Pain improves with:
Notes:
Additional Complaint Il FeiasShanmenty s eion he ooyl conpany e, Dioenied
Additionalcomplaint
Please describe the condition
How often doesitoccur?
Do activities make it worse in the AM or PM? OAm OpPwm OnN/a
Rate the severity of your pain at the present moment: (least pain)[QCEIBIEIEIEIZIBIC] LT (severe pain)
Type of pain: OSharp  ODull O Throbbing ONumbness [OAching O shooting
OBurning OTingling OCramps O stiffness Oswelling OOther
Doesthe pain travel from one location to another? From where to where?
Which activities are affected by this? Owork OsSleep ODaily Routine  [Recreation CON/A  [Other

[Cno

\Notes:
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evine Chiropractic
8225 SW Apple Way, Suite 100
Portland, OR, 97225, US
Offce: (503) 245-8445

f_@ Is there anything else you would like the Doctor of Chiropractic to know?

FOR OFFICE USE ONLY

Clinical Comments:

Examiner's Name: Examiner’'s Signature: |—| Date:

Physician/ Provider Name: DI Jeff Devine Physician/ Provider Signature:| |pate:

New Patient Intake Paperwork : Version 3.8© Page 4 of 4


Abigail.Kraft
Dr. Jeff Stamp


	PatLName: 
	PatFName: 
	PatMNameInt: 
	PatPriEmail: 
	PatPriPhone: 
	Check Box9: 
	0: Off
	1: 
	0: Off
	1: Off


	PatAddress: 
	PatCity: 
	PatState: 
	PatZip: 
	Check Box10: 
	0: Off
	1: Off

	PatAge: 
	PatBirthDate: 
	PatSSN: 
	Check Box11: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off


	1: 
	0: Off


	How many: 
	PatOccupation: 
	PatEmplName: 
	PatEmplAddr: 
	Phone: 
	In case of emergency contact: 
	Relationship: 
	Phone_2: 
	Whom may we thank for referring you Event you attended: 
	Family: 
	Financial: 
	Social: 
	Physical: 
	Mental: 
	Spiritual: 
	Work_2: 
	SelfPay: Off
	OtherPay: Off
	Names of responsible parties: 
	Relationship to patient: 
	Name: 
	Birth Date_2: 
	phone_3: 
	Relationship to patient 2: 
	insurance_address: 
	insurance_city: 
	insurance_state: 
	insurance_zip: 
	Health Insurer: Off
	Insurance Co Name: 
	ID_2: 
	Group: 
	Government Program: Off
	Subscriber Name: 
	Check Box12: 
	0: Off
	1: Off
	2: Off

	Check Box13: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off


	Insurance Co Name_2: 
	ID_3: 
	Group_2: 
	Subscriber Name_2: 
	Birth Date_3: 
	Relationship to Patient_2: 
	Printed name of Patient Parent Guardian or Personal Representative: 
	Relationship_2: 
	1: 
	2_2: 
	3: 
	Pharmacy Name: 
	Text1: 
	0: 
	1: 

	None: Off
	1_2: 
	2_3: 
	3_2: 
	4: 
	Daily: Off
	Weekly: Off
	Occasionally: Off
	None_2: Off
	1_3: 
	2_4: 
	3_3: 
	4_2: 
	How often do they occur: 
	None_3: Off
	Check Box14: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off


	Check Box15: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off


	Check Box16: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off
	2: Off



	1: Off
	2: Off
	3: Off

	undefined: 
	Date of Last: 
	Physical Exam: 
	Spinal Xray: 
	Spinal Exam: 
	Chest Xray: 
	MRI CTScan Bone Scan: 
	Blood Test: 
	Urine Test: 
	Check Box1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off




	1: 
	0: Off

	2: 
	0: Off

	3: 
	0: Off

	4: 
	0: Off

	5: 
	0: Off

	6: 
	0: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off




	Check Box2: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: Off




	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off




	Check Box6: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off





	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: 
	0: Off
	1: Off
	2: Off




	Check Box7: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: 
	0: Off
	1: Off
	2: Off




	Check Box8: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: 
	0: Off
	1: Off
	2: Off




	If yes how many weeks: 
	Other Box3: Off
	undefined_4: 
	Denied: Off
	Date of Accident MO  YR: 
	undefined_5: 
	Front: Off
	Rear: Off
	SidePassenger: Off
	SideDriver: Off
	Seat Belt: Off
	Airbags: Off
	Speed at which your car was traveling: 
	Speed at which the second car struck your car: 
	Medical Care Description 1: 
	Medical Care Description 2: 
	1_4: 
	2_5: 
	Denied_2: Off
	Date of Accident MO  YR_2: 
	undefined_6: 
	Front_2: Off
	Rear_2: Off
	SidePassenger_2: Off
	SideDriver_2: Off
	Seat Belt_2: Off
	Airbags_2: Off
	Speed at which your car was traveling_2: 
	Speed at which the second car struck your car_2: 
	Medical Care Description 1_2: 
	Medical Care Description 2_2: 
	1_5: 
	2_6: 
	Check Box17: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: Off
	1: Off
	2: 
	0: Off
	1: Off


	1: Off


	undefined_7: 
	If yes: 
	Sport Activities: 
	Check Box22: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	2: 
	0: Off
	1: Off

	3: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off




	If yes_2: 
	undefined_9: 
	If yes_3: 
	Check Box21: 
	0: 
	0: 
	0: Off
	1: Off


	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off




	How Much: 
	Check Box18: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off


	If yes_4: 
	If yes_5: 
	If yes_6: 
	If yes_7: 
	If yes_8: 
	Check Box19: 
	0: Off
	1: Off
	2: Off

	Check Box20: 
	0: 
	0: 
	0: Off
	1: Off

	1: Off
	2: Off
	3: Off

	1: 
	3: Off
	4: Off
	5: Off


	Denied_3: Off
	Primary complaint: 
	Please describe the condition: 
	When did your symptoms first appear: 
	Most recent occurence date: 
	What do you think caused this problem: 
	Check Box25: 
	0: Off
	1: Off
	2: Off

	Check Box3: 
	0: 
	0: Off
	1: 
	0: 
	0: 
	0: 
	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off


	1: 
	0: Off
	1: 
	0: Off
	1: Off





	0: Off

	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off




	1: Off


	1: Off





	1: 
	0: 
	0: Off
	1: Off

	1: Off



	1: Off

	Check Box4: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off



	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off

	2: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off


	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off


	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off


	Sharp: Off
	Dull: Off
	Throbbing: Off
	Numbness: Off
	Aching: Off
	Shooting: Off
	Burning: Off
	Tingling: Off
	Cramps: Off
	Stiffness: Off
	Swelling: Off
	undefined_11: Off
	Other_3: 
	Does the pain travel from one location to another  From where to where: 
	Constantly: Off
	Comes and goes: Off
	Infrequently: Off
	Daily_3: Off
	Weekly_3: Off
	Monthly: Off
	AM: Off
	PM: Off
	NA: Off
	Work_3: Off
	Sleep: Off
	Daily Routine: Off
	Recreation: Off
	NA_2: Off
	undefined_12: Off
	Other_4: 
	Sitting_2: Off
	Standing_2: Off
	Walking: Off
	Bending: Off
	Lying Down: Off
	Medications: Off
	Surgery: Off
	Physical Therapy: Off
	Chiropractic Services: Off
	None_6: Off
	undefined_13: Off
	Other_5: 
	Check Box26: 
	0: Off
	1: Off

	Pain worsens with: 
	Pain improves with: 
	Notes: 
	Denied_4: Off
	Additional complaint: 
	Please describe the condition_2: 
	How often does it occur: 
	AM_2: Off
	PM_2: Off
	NA_3: Off
	Sharp_2: Off
	Dull_2: Off
	Throbbing_2: Off
	Numbness_2: Off
	Aching_2: Off
	Shooting_2: Off
	Burning_2: Off
	Tingling_2: Off
	Cramps_2: Off
	Stiffness_2: Off
	Swelling_2: Off
	undefined_14: Off
	Other_6: 
	Does the pain travel from one location to another  From where to where_2: 
	Work_4: Off
	Sleep_2: Off
	Daily Routine_2: Off
	Recreation_2: Off
	NA_4: Off
	undefined_15: Off
	Other_7: 
	Sitting_3: Off
	Standing_3: Off
	Walking_2: Off
	Bending_2: Off
	Lying Down_2: Off
	Medications_2: Off
	Surgery_2: Off
	Physical Therapy_2: Off
	Chiropractic Services_2: Off
	None_7: Off
	undefined_16: Off
	Other_8: 
	Check Box24: 
	0: Off
	1: Off

	Pain worsens with_2: 
	Pain improves with_2: 
	Notes_2: 
	Denied_5: Off
	Additional complaint_2: 
	Please describe the condition_3: 
	How often does it occur_2: 
	AM_3: Off
	PM_3: Off
	NA_5: Off
	Sharp_3: Off
	Dull_3: Off
	Throbbing_3: Off
	Numbness_3: Off
	Aching_3: Off
	Shooting_3: Off
	Burning_3: Off
	Tingling_3: Off
	Cramps_3: Off
	Stiffness_3: Off
	Swelling_3: Off
	undefined_17: Off
	Other_9: 
	Does the pain travel from one location to another  From where to where_3: 
	Work_5: Off
	Sleep_3: Off
	Daily Routine_3: Off
	Recreation_3: Off
	NA_6: Off
	undefined_18: Off
	Other_10: 
	Sitting_4: Off
	Standing_4: Off
	Walking_3: Off
	Bending_3: Off
	Lying Down_3: Off
	Medications_3: Off
	Surgery_3: Off
	Physical Therapy_3: Off
	Chiropractic Services_3: Off
	None_8: Off
	undefined_19: Off
	Other_11: 
	Check Box23: 
	0: Off
	1: Off

	Pain worsens with_3: 
	Pain improves with_3: 
	Notes_3: 
	12 1: 
	12 2: 
	12 3: 
	12 4: 
	12 5: 
	Clinical Comments 1: 
	Clinical Comments 2: 
	Clinical Comments 3: 
	Clinical Comments 4: 
	Clinical Comments 5: 
	Clinical Comments 6: 
	Clinical Comments 7: 
	Clinical Comments 8: 
	Clinical Comments 9: 
	Clinical Comments 10: 
	Clinical Comments 11: 
	Clinical Comments 12: 
	Clinical Comments 13: 
	Clinical Comments 14: 
	Clinical Comments 15: 
	Clinical Comments 16: 
	Clinical Comments 17: 
	Clinical Comments 18: 
	Clinical Comments 19: 
	Clinical Comments 20: 
	Clinical Comments 21: 
	Clinical Comments 22: 
	Clinical Comments 23: 
	Clinical Comments 24: 
	Clinical Comments 25: 
	Clinical Comments 26: 
	Clinical Comments 27: 
	Clinical Comments 28: 
	Clinical Comments 29: 
	Clinical Comments 30: 
	Clinical Comments 31: 
	Examiners Name: 
	Date: 
	ProvFullName: Dr. Jeff Devine 


