
PATIENT INTAKE FORM

Last Nome First Nome Middle Initial Preferred First Name.

Address: City State Zip

Cell Ptione Home Phone Work Phone

Email *Email will not be shared and will only be used for
occasional office announcements and appointment reminders*

Sex □ M □ F Date of Birth Age Social Security #

Marital Status # Children Occupation Employer

Spouse's Name Spouse's Dote of Birth Spouse's Employer

In Case of An Emergency Contact Phone #

How did you hear about our office? Name of person who referred you:

Current Complaints
Nature of Injury: □ Automobile □ Work □ Other

Please describe your Complaints.

What caused the problem?

Dote of Injury Date symptoms appeared

Did your pain come on: □ Suddenly □ Gradually Is the pain: □ Mild □ Moderate □ Severe

Do you experience pain every day? □ Yes □ No Do changes in the weather affect your symptoms? □ Yes □ No

Do your symptoms affect your daily life? □ Yes □ No Do You wear Orthotics? □ Yes □ No

Does your pain wake you up at night? □ Yes □ No Do you take vitamins or supplements? □ Yes □ No

Are your symptoms worse at certain times of the day? oYes □ No If so, when?

What activities aggravate your symptoms?

Hove you had this same condition before? □ Yes □ No If yes, how long ago?

Indicate on the drawings below where you have pain/symptoms



How often do you experience your symptoms?
□ Constantly (76-100% of the time)
□ Frequently (51-75% of the time)

□ Occasionally (26-50% of the time)
□ Intermittently (1-25% of the time)

How would you describe the type of pain?
□ Burning □ Dull Ache n Radiating □ Sharp □ Stabbing
□ Tightness □ Tingly □ Numbness □ Throbbing □ Shooting

□ Other:

Using a scale from 0-10(10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 9 10 (Please circle)

Who else have you seen for your problem?
□ Chiropracfor □ Neurologist
□ ER physician □ Orthopedist

□ Primary Care Physician
□Other:

□ Massage Therapist □ Physical Therapist □ No one

What is your current: Height: Weight: Occupation:

List all prescription medications you are currently taking:

List all over-the-counter medications you ore currently taking:

List all surgical procedures you have had:

List any allergies you may have

For each of the conditions listed below, place a check in the "PAST" column if you have had the condition
in the PAST. If you CURENTLY hove a condition listed below, place a check in the "CURRENT" column.

PAST CURRENT PAST CURRENT PAST CURRENT

□ □ Neck □ □ Diabetes □ □ High Cholesterol
□ □ Upper Back □ □ Pre-Diabetes □ □ Congestive Heart Failure
□ □ Middle Back □ □ High Blood Pressure □ □ Lupus
□ □ Low Back □ □ Cancer □ □ Parkinson's
□ □ Shoulder □ □ Arthritis □ □ Neuropathy
□ □ Arm □ □ Fibromyalgia □ □ Liver/Gallbladder
□ □ Elbow □ □ Epilepsy □ □ Multiple Sclerosis
□ □ Wrist □ □ Depression/Anxiety □ □ Stomach Problems
□ □ Hand □ □ ADD/ADHD □ □ Ulcers
□ □ Fingers □ □ PTSD □ □ Kidney Stones
□ □ Hip □ □ Neurological Disorder □ □ Hepatitis
□ □ Leg □ □ AIDS/HIV □ □ Endometriosis
□ □ Knee □ □ Neuropathy □ □ Menstrual Issues
□ □ Ankle □ □ Scoliosis □ □ Pacemaker/Defibrillator
□ □ Foot □ □ Epidural Steroid Injections □ u Prosthetics
□ □ Toes □ □ Pregnancy/Infertility □ □ Incontinence/Freq.
□ □ Headaches □ □ Smoking/Tobacco □ □ Allergies
□ □ Migraines □ □ Drug Dependence □ □ Birth Control
□ □ Ribs □ □ Hormone Replacement
□ □ Chest
□ □ Jaw Other




















