
 New Pat ient  Intake Paperwork

Pat ient  Informat ion1
Leg a l Na m e: (La st)  (First)  (Mid d le In itia l)

Em a il:       Prim a ry Phone:                                         Hom e     Cell     Work

Ad d ress:       City:

Sta te: Zip :   Sex      M     F         Ag e:  Birth Da te:

Soc ia l Sec urity # or DL #      Ma rried      Sing le  Pa rtnered    Wid owed

Child ren     How m a ny:

Oc c up a tion:      Pa tient Em p loyer/ Sc hoo l:

Ad d ress:           Phone:

In c a se o f em erg ency, c onta c t:    Rela tionship :   Phone:

Whom m a y we tha nk for referring  you? Event you a ttend ed?

Va lues: Plea se list your interests in ord er o f im p orta nc e from 1 to 7 (1= m ost im p orta nt)

Fa m ily Fina nc ia l  Soc ia l  Physic a l          Menta l         Sp iritua l          Work

Payment / Insurance Informat ion2
Who is fina nc ia lly resp onsib le for th is a c c ount:   Self-Pa y     or      Other (Na m e):

If ‘Other’, wha t is rela tionship  to p a tient?
If insured , who is the m a in sub sc rib er/ p o lic y ho ld er?
Birth Da te:       Phone:   Rela tionship  to Pa tient:
Ad d ress:        City:    Sta te:     Zip :

Hea lth Insurer   Insura nc e Co Na m e:           ID #    Group  #
Governm ent Prog ra m     Na m e:            ID #

Is this p o lic y a ssoc ia ted  with a n   HSA    FSA    HRA?       Yes    No
Is p a tient c overed  by a d d itiona l/  sec ond a ry  insura nc e?      Yes    No
Insura nc e Co. Na m e:           ID #     Group  #
Sub sc rib er Na m e:         Birth Da te:   Rela tionship  to Pa tient:

Assignment  and Release
On beha lf of yourself and  any pa tient for whom you a re the pa rent or lega l gua rd ian, you 1)  certify tha t the informa tion on this form is accura te and  up -to-da te, 2)  consent to trea tment
by Chiro One, 3)  assign to Chiro One, any hea lthca re insurance or reimbursement benefits to which you a re entitled  for the ca re p rovided  by Chiro One, authorize their payment d irec tly
to Chiro One, and  authorize the use of your signa ture for this lim ited  purpose, 4)  agree to be p rimarily responsib le for a ll cha rges owed  to Chiro One (other than those inc luded  in any
p re-pa id  offer) , inc lud ing  a ttorney fees, court costs, and  other expenses of collec tion, 5)  consent to Chiro One releasing  any “ p rotec ted  hea lth informa tion,” as defined  by federa l HIPAA
regula tions, for the purposes a llowed  by law, and  6)  acknowledge receip t of Chiro One’s Notice of Privacy Prac tices.

Printed  na m e o f Pa tient, Pa rent, Gua rd ia n o r Persona l Rep resenta tive Sig na ture o f Pa tient, Pa rent, Gua rd ia n o r Persona l Rep resenta tive

Rela tionship : Da te:

Vitamins/Supplement s AllergiesMedicat ions3
1) 1)1)
2) 2)2)
3) 3)3)
4) 4)Pha rm a cy Na m e:

How often d o they oc c ur?Pha rm a cy Phone: (            ) Da ily    Weekly   Oc c a siona lly

None  None None

Family History4
Auto im m une Dis.    Yes   No Dia b etes            Yes  No     Mig ra ines      Yes  No     Other
Bleed ing  Disord er    Yes   No Hea rt Disea se            Yes  No     Osteop orosis      Yes  No
Clotting  Disord er    Yes   No Hig h Blood  Pressure      Yes  No     Stroke      Yes  No
Ca nc er    Yes   No Kid ney Disea se            Yes  No     Thyro id  Disea se      Yes  No
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Hernia  

Medical History5
Na m e a nd  a d d ress o f other d oc tor(s):

Da te o f La st: Physic a l Exa m                          Sp ina l X-ra y                         Sp ina l Exa m                          Chest X-ra y

MRI, CT-Sc a n, Bone Sc a n             Blood  Test Urine Test

Ma rk “ Yes”  or “ No”  to ind ic a te whether you ha ve exp erienc ed  ea c h o f the fo llowing  a nd  c om p lete the inform a tion b elow:

Chem ic a l Dep end ./               Yes  NoAIDS/ HIV    Yes   No Pinched Nerve  Yes  No
Alc hoho lism          Yes   NoAllerg ies    Yes   No Hernia ted Disk  Yes  No Pneum onia  Yes  No

Chic ken Pox                   Yes  NoAnem ia     Yes   No Hyp ertension  Yes  No Prosta te Prob lem Yes  No
Clotting Disorder          Yes  NoAnxiety/ Dep ression  Yes   No Kid ney Disea se  Yes  No Psyc hia tric  Ca re Yes  No
Dia b etes          Yes  NoAp p end ic itis    Yes   No Liver Disea se  Yes  No Rheum. Arthritis Yes  No
Ea ting  Disord er          Yes  NoArthritis    Yes   No Mig ra ines  Yes  No STD Yes  No
Em p hysem a           Yes  NoAsthm a     Yes   No Mononuc leosis  Yes  No Stroke Yes  No
Epilepsy/ Seizure Dis.     Yes  NoAuto im m une Dis.    Yes   No MS  Yes  No Thyro id  Disea se Yes  No
Hea d a c hes         Yes  NoBleeding Disorder     Yes   No Osteop orosis  Yes  No Tub erc ulosis Yes  No
Hea rt Disea se         Yes  NoBronc hitis    Yes   No Pa c em a ker  Yes  No Tum ors, Growths Yes  No
Hep a titis         Yes  NoCa nc er    Yes   No Pa rkinson’s  Yes  No Ulc ers Yes  No

Are you p reg na nt?  Yes   No     If yes, how m a ny weeks? Other

Denied DeniedMotor Vehicle Accident Motor Vehicle Accident6 7
Please ind ica te any motor vehic le acc idents below, making  sure to Please ind ica te any motor vehic le acc idents below, making  sure to
note any minor acc idents or those tha t have taken p lace 5+ yea rs ago. note any minor acc idents or those tha t have taken p lace 5+ yea rs ago.

Da te of Acc ident (MO - YR) :  _____ - _____ Da te of Acc ident (MO - YR) :  _____ - _____

Impac t: Impac t:Front      Rea r     Sid e/ Pa sseng er     Sid e/ Driver Front      Rea r     Sid e/ Pa sseng er     Sid e/ Driver
Sea t Belt                Airb a g (s) Sea t Belt                Airb a g (s)

Speed  a t which your ca r was traveling : Speed  a t which your ca r was traveling :

Speed  a t which the second  ca r struck your ca r: Speed  a t which the second  ca r struck your ca r:

Med ica l Ca re Desc rip tion: Med ica l Ca re Desc rip tion:

Chirop rac tic  Ca re Desc rip tion: Chirop rac tic  Ca re Desc rip tion:

Please ind ica te any physica l and / or trauma  occurences below, making  surePhysical & Trauma Informat ion to note any minor injuries as well by checking  ‘Yes’. Please desc ribe when app licab le.8
Work Ac tivities:    Sitting     Sta nd ing     Lig ht La b or    Hea vy La b or    Retired

Work Injuries:       Yes         No        If yes:

Sport Ac tivities:

Sport Injuries:      Yes         No        If yes:

Exerc ise:              None      Lig ht      Mod era te      Hea vy

Home Injuries:     Yes         No        If yes:

Hab its:                 Nic otine      Alc oho l     Coffee/ Ca ffeine Drinks     Hig h Stress Level     None

How Muc h?                                       How Often?    Da ily      Weekly     Oc c a siona lly

Fa lls:                Yes         No        If yes:

Head  Injuries:     Yes         No        If yes:

Disloca tions:       Yes         No        If yes:

Broken Bones:     Yes         No        If yes:

Surgeries:            Yes         No        If yes:

Your Birth Delivery:      Va g ina l         Cesa rea n     Comp lica tions:    Breec h          Feta l Distress       CPD               Pla c enta  Previa
Unknown                  Prem a ture     Um b ilic a l Cord     Mec onium Asp ira tion   None
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(p lease c irc le)

Please note ONE comp la int in the fo llowing  sec tion. The Primary Comp la int is DeniedPrimary Complaint your chief comp la int or most p rob lema tic  concern a t this time tha t b rought you in today.9
Prim a ry c om p la int:
Plea se d esc rib e the c ond ition:
When d id  your symptoms first appear?
Most rec ent oc c urenc e d a te:
Wha t d o you think c a used  this p rob lem?
Is this condition getting progressively worse?    Yes   No  Unknown
Ma rk a n X on the p ic ture where you ha ve p a in, num b ness or ting ling :
Ra te the severity o f your p a in ...a t its worst:              ( lea st p a in)  0 1  2  3  4  5  6  7  8  9  10 (severe p a in)

...a t its least severe:    ( lea st p a in)  0 1  2  3  4  5  6  7  8  9  10 (severe p a in)
...a t p rese nt moment: ( lea st p a in)  0 1  2  3  4  5  6  7  8  9  10 (severe p a in)

Typ e o f p a in:  Sha rp   Dull  Throbbing  Numbness Ac hing   Shooting
Burning  Tingling  Cra m p s  Stiffness  Swelling   Other

Does the p a in tra vel from one loc a tion to a nother?  From where to where?
How often d o you ha ve this p a in?    Consta ntly      Com es a nd  g oes     Infreq uently     Da ily      Weekly      Monthly
Do a c tivities m a ke it worse in the AM or PM?     AM  PM                N/ A
Whic h a c tivities a re a ffec ted  by th is?     Work  Sleep             Da ily Routine       Rec rea tion    N/ A        Other

Sitting        Sta nd ing      Wa lking                 Bend ing         Lying  Down

Pa st Trea tm ents:    Med ic a tions     Su rg e ry     Physic a l The ra p y         Chirop ra c tic  Servic es       None        Other

Were they suc c essful?      Yes          No
Pa in worsens with:  Pa in im p roves with:
Notes:

Please note ONE comp la int in the fo llowing  sec tion. The Add itiona l Comp la int I is any other DeniedAddit ional Complaint  I10 prob lem/ comp la int you may be experienc ing  tha t you would  like the office to be made aware.

Ad d itiona l c om p la int
Plea se d esc rib e the c ond ition
How often d oes it oc c ur?
Do a c tivities m a ke it worse in the AM or PM?          AM         PM         N/ A
Ra te the severity o f your p a in a t the p resent m om ent:    ( lea st p a in)  0 1  2  3  4  5  6  7  8  9  10 (severe p a in)
Typ e o f p a in:  Sha rp   Dull  Throbbing  Numbness Ac hing   Shooting

Burning  Tingling  Cra m p s  Stiffness  Swelling   Other
Does the p a in tra vel from one loc a tion to a nother?  From where to where?
Whic h a c tivities a re a ffec ted  by th is?     Work  Sleep             Da ily Routine       Rec rea tion    N/ A        Other

Sitting        Sta nd ing      Wa lking                 Bend ing         Lying  Down
Pa st Trea tm ents:    Med ic a tions     Su rg e ry     Physic a l The ra p y         Chirop ra c tic  Servic es       None        Other

Were they suc c essful?      Yes          No
Pa in worsens with:  Pa in im p roves with:
Notes:

Please note ONE comp la int in the fo llowing  sec tion. The Add itiona l Comp la int II is any other DeniedAddit ional Complaint  II prob lem/ comp la int you may be experienc ing  tha t you would  like the office to be made aware.11
Ad d itiona l c om p la int
Plea se d esc rib e the c ond ition
How often d oes it oc c ur?
Do a c tivities m a ke it worse in the AM or PM?          AM         PM         N/ A
Ra te the severity o f your p a in a t the p resent m om ent:    ( lea st p a in)  0 1  2  3  4  5  6  7  8  9  10 (severe p a in)
Typ e o f p a in:  Sha rp   Dull  Throbbing  Numbness Ac hing   Shooting

Burning  Tingling  Cra m p s  Stiffness  Swelling   Other
Does the p a in tra vel from one loc a tion to a nother?  From where to where?
Whic h a c tivities a re a ffec ted  by th is?     Work  Sleep             Da ily Routine       Rec rea tion    N/ A        Other

Sitting        Sta nd ing      Wa lking                 Bend ing         Lying  Down
Pa st Trea tm ents:    Med ic a tions     Su rg e ry     Physic a l The ra p y         Chirop ra c tic  Servic es       None        Other

Were they suc c essful?      Yes          No
Pa in worsens with:  Pa in im p roves with:
Notes:
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Is t here anyt hing else you would like t he Doctor of Chiropract ic t o know?12

FOR OFFICE USE ONLY

Clinical Comment s:

Examiner’s Name: _________________________________ Examiner’s Signa ture:  _____________________________  Da te: ______________
Physic ian/ Provider Name: _________________________ Physic ian/ Provider Signa ture: ______________________ Da te: ______________
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