
 
New Patient Intake Form                              

 First Name ___________________ Middle Initial ____ Last Name __________________________ 

Cell Phone (_____) ________-___________ Email ___________________________________ 

Date of Birth ______/______/_______  Sex:  Male          Female 

Emergency Contact_________________________________________________________________ 

Contact Name ____________________________ Relationship to Patient ___________________ 

Cell Phone (_____) ________-______________ 

How did you hear about our office? ___________________________________________________ 

Medical Conditions: (Circle all that apply to you) 
Arthritis     
Cancer   
Diabetes   
Heart Disease 

 Hypertension  
 Psychiatric     
Illness   

Skin Disorder  
Stroke 
Other_________       
Fibromyalgia                           

Asthma                       
Osteoporosis 

Surgeries: (Circle all that apply to you) 
 Appendectomy   
Cardiovascular 
procedure  Cervical 
spine  Hysterectomy 

 Joint Replacement.        
Prostate    
 Lumbar spine  Gall 
Bladder 

 Brain    
Shoulder   
 Thoracic spine  Knee 
 Carpal Tunnel   
Gastro-intestinal  

 Uro-genital   
Hernia 
Breast Augmentation      
Other ______________ 

Allergies: (Circle all that apply to you) 
 Mold    Seasonal          Milk or Lactose  Animal 
 Chemical ___________          Sulfites    Wheat/Glutens  Other _________ 

Social History: (Circle all that apply to you) 
Caffeine use:       occasional   often   never   
Drink Alcohol:      occasional     often               never 
Exercise:   occasional   often   never 
Drink Water:        <64 oz/day  >64 oz/day.        never 
Cigarettes:       <1 pack/day   >1 pack/day  never    
Sleep:    <8 hours/night   >=8 hours/night   Insomnia   
Other ________________ 

Family History: (Circle all that apply) 
Arthritis:  Parent  Sibling  
Cancer:               Parent  Sibling 
Diabetes:  Parent  Sibling 
Heart Disease    Parent  Sibling  
Hypertension  Parent  Sibling 
Stroke    Parent  Sibling 
Thyroid   Parent  Sibling 
Other _________________ 

Occupational Activities: (Circle one that best describes your job description) 
 Administration   
Business Owner  

 Clerical/Secretary  
Computer User 

Heavy Equipment 
operator  

Daycare/Childcare  
Construction   
Health Care  
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Food Service Industry  
Medium Manual Labor  

Manufacturing  Home 
Services 

Heavy Manual Labor  
Light Manual Labor  

Executive/Legal  
Housekeeper 

Other ________________  

Review of Systems – (Check box if you have had trouble with any of the following) 

Cardiovascular No Respiratory No Allergic/
Immunologic

No

Past Present Past Present Past Present

Poor Circulation Asthma Hives

Hypertension Tuberculosis Immune Disorder

Aortic Aneurism Short  Breath HIV/AIDS

Heart Disease Emphysema Allergy Shots

Heart Attack Cold/Flu Cortisone Use

Chest Pain Cough

High Cholesterol Wheezing

Pace Maker Ear, Nose and 
Throat

No

Jaw Pain Eyes No Past Present

Irregular Heartbeat Past Present Difficulty Swallowing

Swelling of legs Glaucoma Dizziness

Double Vision Hearing Loss

Genitourinary No Blurred Vision Sore Throat

Past Present Nosebleeds

Kidney Disease Psychiatric No Bleeding Gums

Burning Urination Past Present Sinus Infections

Frequent Urination Depression

Blood in Urine Anxiety Gastrointestinal No

Kidney Stones Stress Past Present

Lower Side Pain Gall Bladder Problems

Endocrine No Bowel Problems

Neurologic No Past Present Constipation

Past Present Thyroid Liver Problems

Stroke Diabetes Ulcers

Seizures Hair Loss Diarrhea

Head Injury Menopausal Nausea/Vomiting

Brain Aneurysm PMS Bloody Stools

Numbness Poor Appetite
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Please list all current medications being taken ________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

How are your symptoms changing?   Getting better  Not changing      Getting worse 

Are You Pregnant?   (Circle)  Yes    No 

By Using the key below, indicate on the body diagram where you are experiencing the following symptoms: 
N=Numbness  B=Burning  S=Sharp  T=Tingling  A=Dull Ache 

 
Average Pain Intensity: 
  
 Last 24 hours:    no pain   0    1    2    3    4    5    6    7    8     9     10   worst pain 
 Past week:         no pain   0    1    2    3    4    5    6    7    8     9     10   worst pain 

When did your symptoms begin?         ________________________________________________ 

How did your symptoms begin? _________________________________________________________ 
_____________________________________________________________________________________ 

Signature of patient:_____________________________________________      Date______________

Severe Headaches Hematologic No

Pinched Nerves Past Present Musculoskeletal No

Parkinson’s Hepatitis Past Present

Carpal Tunnel Blood Clots Gout

Vertigo Cancer Arthritis

Bruising Joint Stiffness

Constitutional No Bleeding Muscle Weakness

Past Present Fever, Chills Osteoporosis

Sweating Broken Bones

Weight Loss/Gain Varicose Vein Joints Replaced

Low Energy Level Neck Pain

Difficulty Sleeping Low Back Pain

Upper Back Pain
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Informed Consent to Chiropractic Treatment 

The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in order 
to move your joints.  You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and 
you may feel movement of the joint.  Various ancillary procedures, such as hot or cold packs, electric 
muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used. 

Possible Risks:  As with any health care procedure, complications are possible following a chiropractic 
manipulation.  Complications could include fractures of bone, muscular strain, ligamentous sprain, 
dislocations of joints, or injury to intervertebral discs, nerves or spinal cord.  Cerebrovascular injury or 
stroke could occur upon severe injury to arteries of the neck.  A minority of patients may notice stiffness or 
soreness after the first few days of treatment.  The ancillary procedures could produce skin irritation, burns 
or minor complications. 

Probability of risks occurring:  The risks of complications due to chiropractic treatment have been 
described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet.  The 
risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, 
and can be even further reduced by screening procedures.  The probability of adverse reaction due to 
ancillary procedures is also considered “rare”. 

Other treatment options which could be considered may include the following: 

• Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver 
and kidneys, and other side effects in a significant number of cases. 

• Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics.  Risks of these 
drugs include a multitude of undesirable side effects and patient dependence in a significant 
number of cases. 

• Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable 
disease in a significant number of cases. 

• Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well 
as an extended convalescent period in a significant number of cases. 

Risks of remaining untreated:  Delay of treatment allows formation of adhesions, scar tissue and other 
degenerative changes.  These changes can further reduce skeletal mobility, and induce chronic pain cycles.  
It is quite probable that delay of treatment will complicate the condition and make future rehabilitation 
more difficult. 

Unusual risks:  I have had the following unusual risks of my case explained to me. 

I have read the explanation above of chiropractic treatment.  I have had the opportunity to have any 
questions answered to my satisfaction.   I have fully evaluated the risks and benefits of undergoing 
treatment.  I have freely decided to undergo the recommended treatment, and herby give my full 
consent to treatment. 

_______________________  _______________________  ___________ 
Printed Name    Signature    Date 
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Notice of Privacy Practices 
 

Purpose: This form, Notice of Privacy Practices, presents the information that federal law requires us to 
give our patients regarding our privacy practices. {Note: this form may need to be changed to reflect the 
chiropractic practice's particular privacy policies and/or stricter state laws.  

INTEGRATED HEALTH SOLUTIONS CLINICS, LLC 

NOTICE OF PRIVACY PRACTICES 
__________________________________________________________________________________ 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

__________________________________________________________________________________ 

OUR LEGAL DUTY 

We are required by applicable federal and state law to maintain the privacy of your health information. We 
are also required to give you this Notice about our privacy practices, our legal duties, and your rights 
concerning your health information. We must follow the privacy practices that are described in this 
Notice while it is in effect.  

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided 
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy 
practices and the new terms of our Notice effective for all health information that we maintain, including 
health information we created or received before we made the changes. Before we make a significant 
change in our privacy practices, we will change this Notice and make the new Notice available upon 
request. 

You may request a copy of our Notice at any time. For more information about our privacy practices, 
or for additional copies of this Notice, please contact us using the information listed at the end of this 
Notice. 
 
___________________________________________________________________________________________ 

USES AND DISCLOSURES OF HEALTH INFORMATION 

We use and disclose health information about you for treatment, payment, and healthcare operations. For 
example: 
Treatment: We may use or disclose your health information to a physician or other healthcare provider 
providing treatment to you. 

Payment: We may use and disclose your health information to obtain payment for services we provide to 
you. 



Healthcare Operations: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include quality assessment and improvement 
activities, reviewing the competence or qualifications of healthcare professionals, evaluating 
practitioner and provider performance, conducting training programs, accreditation, certification, 
licensing or credentialing activities. 

Your Authorization: In addition to our use of your health information for treatment, payment or 
healthcare operations, you may give us written authorization to use your health information or to disclose 
it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your 
revocation will not affect any use or disclosures permitted by your authorization while it was in effect. 
Unless you give us a written authorization, we cannot use or disclose your health information for any 
reason except those described in this Notice. 

To Your Family and Friends: We must disclose your health information to you, as described in the 
Patient Rights section of this Notice. We may disclose your health information to a family member, friend 
or other person to the extent necessary to help with your healthcare or with payment for your healthcare, 
but only if you agree that we may do so. 

Persons Involved In Care: We may use or disclose health information to notify, or assist in the 
notification of (including identifying or locating) a family member, your personal representative or another 
person responsible for your care, of your location, your general condition, or death. If you are present, 
then prior to use or disclosure of your health information, we will provide you with an opportunity to object 
to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose 
health information based on a determination using our professional judgment disclosing only health 
information that is directly relevant to the person's involvement in your healthcare. We will also use our 
professional judgment and our experience with common practice to make reasonable inferences of 
your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other 
similar forms of health information. 

Marketing Health-Related Services: We will not use your health information for marketing 
communications without your written authorization. 

Required by Law: We may use or disclose your health information when we are required to do so 
by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we 
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the 
possible victim of other crimes. We may disclose your health information to the extent necessary 
to avert a serious threat to your health or safety or the health or safety of others. 

National Security: We may disclose to military authorities the health information of Armed Forces 
personnel under certain circumstances. We may disclose to authorized federal officials health 
information required for lawful intelligence, counterintelligence, and other national security 
activities. We may disclose to correctional institution or law enforcement official having lawful 
custody of protected health information of inmate or patient under certain circumstances. 

Appointment Reminders: We may use or disclose your health information to provide you with 
appointment reminders (such as voicemail messages, postcards, or letters). 

___________________________________________________________________________________ 

PATIENT RIGHTS 
Access: You have the right to look at or get copies of your health information, with limited 
exceptions. You may request that we provide copies in a format other than photocopies. We will 
use the format you request unless we cannot practicably do so. (You must make a request in 



writing to obtain access to your health information. You may obtain a form to request access by 
using the contact information listed at the end of this Notice. We will charge you a reasonable 
cost-based fee for expenses such as copies and staff time. You may also request access by 
sending us a letter to the address at the end of this Notice. If you request an alternative format, we 
will charge a cost-based fee for providing your health information in that format. If you prefer, we will 
prepare a summary or an explanation of your health information for a fee. Contact us using the 
information listed at the end of this Notice for a full explanation of our fee structure. 

Disclosure Accounting: You have the right to receive a list of instances in which we or our 
business associates disclosed your health information for purposes, other than treatment, 
payment, healthcare operations and certain other activities, for the last 6 years, but not before April 
14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a 
reasonable, cost-based fee for responding to these additional requests. 

Restriction: You have the right to request that we place additional restrictions on our use or 
disclosure of your health information. We are not required to agree to these additional restrictions, 
but if we do, we will abide by our agreement (except in an emergency). 

Alternative Communication: You have the right to request that we communicate with you about 
your health information by alternative means or to alternative locations. (You must make your 
request in writing.) Your request must specify the alternative means or location, and provide 
satisfactory explanation how payments will be handled under the alternative means or location you 
request. 

Amendment: You have the right to request that we amend your health information. (Your 
request must be in writing, and it must explain why the information should be amended.) We may 
deny your request under certain circumstances. 

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you 
are entitled to receive this Notice in written form. 

QUESTIONS AND COMPLAINTS: If you want more information about our privacy practices or 
have questions or concerns, please contact us. 

If you are concerned that we may have violated your privacy rights, or you disagree with a 
decision we made about access to your health information or in response to a request you 
made to amend or restrict the use or disclosure of your health information or to have us 
communicate with you by alternative means or at alternative locations, you may complain to us 
using the contact information listed at the end of this Notice. You also may submit a 
written complaint to the U.S. Department of Health and Human Services. We will provide you 
with the address to file your complaint with the U.S. Department of Health and Human 
Services upon request. 

We support your right to the privacy of your health information. We will not retaliate in any way if you 
choose to file a complaint with us or with the U.S. Department of Health and Human Services. 

Contact Officer: Matthew J. Varner D.C. 

Telephone: 612-423-3678 Fax: 239-675-3077 

Email: drvarner@ihsclinic.com            Address: 2726 Oak Ridge Ct., STE 504, Ft. Myers, FL, 33901

Patient Signature:______________________________________               Date:______/______/______


