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IROPRACTIC
ARTs Clinic

New Patient Intake Information

Legal First Name: Last Name:

Middle Name: Preferred Name:

DateofBith: /. Age: Social Security # porreuear - -
Cell Phone:(____) - Cell Phone Provider:

Alternate Phone - Email Address:

Address:

City: State: Zip:

Race:IWhite OBlack/African American CHispanic CAmerican Indian/Alaskan Native CAsian COther:_____
Marital Status:CSingle CMarried CSeparated CDivorced CWidowed COther:
Employment:CFull-Time OPart-Time CSelf ONot Employed CFT Student CPT Student COther:

Employer: Employer Phone:

How did you hear about our office?.

Do you have health insurance? ~ OYes  DNo Company:
Emergency Contact: Relationship:.
Primary Phones( ) - Secondary Phones{(

Have you had previous chiropractic care? oYes  ONo  Chiropractor’s Name

Doyou currently drink alcohol? ~ C¥es  ONo  Amount per week:

Do you use tobacco? CYes CFormer User ONever  If yes, how often do you use it? CDaily DOccasionally
What is your level of interest in quitting (1-10)2 ____

List your current medications including dosage: CNone

1 2. 3.

4. . 6.
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List any allergies you have had to any medications: ~ ClNone

1 2. 3.

Has any doctor diagnosed you with the following:
Hypertension CiYes CNo
Diabetes CiYes CNo If yes,ClType | ClType Il
Was your hemoglobin A1c>9.0%? [IYes ONo ClUnsure

Any adult or childhood illnesses C¥es CNo Please explain:

History of accidents, falls, or traumas ~ ClYes  CNo Please explain:

List any surgeries you have had: [None
1 2. 3

What is the reason for your visit?

When did the problem start?

Did anything cause your current symptoms?

Have you had this problem or injury before?

s the pain constant or intermittent?

Rate your pain at itsworst: NoPain-0 1 2 3 4 5 6 7 8 9 10-WorstPain
Which sensations do you feel: CAching CBurning ONumbness CPins & Needles [IStabbing CTThrobbing

Does the pain radiate anywhere? If yes, where?

What actions or activities increase the pain?

Does anything provide relief from the pain?

Has the condition become: Better Worse __ About the same

Mark an X on the picture where the problem is: Q )()

(}

|
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Review of Systems
Please select any of the following current issues you are experiencing:

o None FDaytime Drowsiness [ Fever Diight Sweats

Constitutional o = —

Cor [Xchills DFatigue [Loss of Appetite DOWeight Gain/Loss
[None [cataracts Ditching [OWear Glasses/Contacts
[GBlind Spots Fouble Vision [earing DBlindness
[ONone Crainting lLoss of Sense of Smell_[Runny Nose

Ears, Nose & [TDizziness DFrequent Sore Throat _[Nosebleeds [iNasal Congestion
Throat  [Ear Discharge Dreadaches Binus Infection DAllergies
[Ear Pain DHearing Loss
— None DCough [TShortness of Breath __[Wheezing
Respiration =5 hma [XCoughing up Blood [ T5putum Production

Eone [Digh 8P DiNocturnal dyspnea aricose Veins

Cardiovascular [Claudication Dlow 67 Eshortness of Breath | JOrthopnea
[CLeg Pain/Ache DPalpitations — Buicers DHeart Murmur
[None DBelching [JDifficulty Swallowing__[aundice

 [Abdominal Pain DBlack/Tarry Stool __Heartourn Duicers

Gastrointestinal I T Stool [iConstipation [oHemorrhoids [Rectal Bleeding
Fies Eiarrhea Dindigestion [ross Bowellacder Contol
[None or N/A [Abnormal Bleeding __[Jirregular Menstruation [JBreast Lump/Pain

female 1B Control DFrequent Urination _[Xcramps FAbnormal Discharge
[JBurning Urination  [JHormone Therapy [MUrine Retention/ [ JPregnant
Incontinence

[ENone or N/A [DBurning Urination [ JFrequent Urination [ Jrostate Problems

Male  [JErectile Dysfunction  [JHesitancy/Dribbling _ [JUrine Retention/
Incontinence

Do you have any concerns about your sexual health? _CiYes CNo

Sexual Health

are you or have you ever been a victim of domestic or sexual abuse? _CWYes _CINo

[None [Rash ki Disorder Paricosities
Skin [JChange in Nail Texture [THair Loss Pitching [Jskin Lesion/Ulcer
[SChange in Skin Color [ JHives [ONumbness
ONone [itimb Weakness Dseizures Pstroke
[IDizziness PlLoss of Consciousness [ sleep Disturbance _[Unsteadiness of Gait
INervous SYStemi~;, ial Weakness _ [JLoss of Memory Eiurred Speech PlLoss of Balance
[Headache Diumbness [stress
[ONone [Bi-Polar Disorder [JDepression EMemory Loss
Psychological [JAnxiety [IConfusion [insoms [JMood Change
[Xchange of Behavior [ XConvulsions Pioss/Change of Appetite
" None [Bleeding [Blood Transfusions | Fatigue
Hematologic B o Flood Clotting Diraise Easily [Ilymph Node Swelling
Exercise: None Moderate Daily Heavy
Do you have a family history of any of the following:
Cancer Ces ONo Please explain:
Diabetes Ces DNo Please explain:

Hypertension C¥es ONo Please explain:




