PATIENT INTAKE AND HISTORY FORM

Name: Date: Work Telephone:

Address: Email Address:

City/State/Zip: Employer’s Name:

Date of Birth: Age: Job Title:

Height: Weight: Marital Status (Circle): Single, Married, Divorced, Widowed
Socia Security No: Spouses Name

Home Telephone: How did you hear about our office?

Name and Telephone of your nearest adult relative (for emergencies):
Y our Primary Care Physician’s Name and Address
May we provide the results of your careto this Physician? Yes[d No O

Our office will provide insurance hilling services for you if you so desire as a courtesy. It should be understood that most insurance
policies do cover chiropractic care, however we make no representation that yours does. Our nomina cash fee for a chiropractic visit is
$45 per visit.

Please remember that you are ultimately responsible for any charges incurred in this office. It is your responsibility to pay any
deductible amount, co-insurance, and or any other balances not paid by your insurance carrier. Your signature on this document
indicates that you agree to have your insurance company pay our office directly or to pay for any outstanding bills incurred in this
office should they fail to.

TO KEEP OVERHEAD AND FEES REASONABLE, WE APPRECIATE PAYMENT AT THE TIME OF SERVICE.

Signature of responsible party (Patient or Parent): Date:

Tell uswhy and whereit hurts.

O Work Related Injury O Mator vehicle Injury O Sports or Recreational Injury [0 Non-Injury Symptoms I Check-up Only
O Other (Describe):
CIRCLE YOUR LEVEL OF PAIN TODAY (NOPAIN)1 2 3 4 56 7 8 9 10 (WORST PAIN EVER)
Please describe on a scale of 1-10 how intense your painis. A zero score indicates no symptoms. A 1-3 pain level is a minimum level
and indicates that your pain is an annoyance only. A 4 pain level is moderate and this pain during activity begins to interfere with you
doing that activity. A 5-7 pain is moderate to severe and restricts or limits your activity tolerance to a significant degree. A 810 level
is severe and indicates that your pain intensity is such that you are unable to perform some tasks.

When did your pain begin?

Where is the pain located?

What makes the pain worse?

What makes the pain better?

How is the pain/injury effecting your life?

Have you injured or had pain in this area before?

Do you have other symptoms related to this pain? (dizziness, stomach upset etc.)
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GENERAL HEALTH HISTORY

Check those conditions that apply to you:
GENERAL HEALTH QUESTIONS PAST or PRESENT ?

Smoke cigarettes or use tobacco products/Asthma/Other lung problems

Diabetes

Do you have a pacemaker, neck or chest shunt, or problems lying face down?

History of heart attack, chest pain not relieved by rest or circulatory problems

How many hours do you generally sleep per night? Do you fedl rested on waking?

| have Dizziness or fainting spell history

Epilepsy-Seizure-Convulsion history

History of gout, lupus, psoriasis, temporary paralysis, or spinal meningitis

Cancer history or treatment (Chemotherapy or Radiation) of any type

Stroke history (Suspected strokes or Other unexplained loss of consciousness)

Told that you have scoliosis, spondylolisthesis, disc degeneration, or herniated disc

Told that you have spina bifida, abdominal aneurysm, or vascular conditions

Have you ever been hospitalized? Why:

Thyroid disorders

| have been in a Coma, suffered a head injury or other loss of consciousness

Told you have osteoporosis or osteopenia ?

Told you have osteoarthritis or rheumatoid arthritis of your spine or joints

| oo o o o o | i | | |

Other conditions not previously mentioned?

HISTORY OF INJURY OR PAIN

(O 1 have no history of previousinjury or pain) If you have had any prior injuries or pain, please check below:

O Work Injury O Fall O Sports Injury O Lifting Injury O Head Injury
O Car/Pedestrian Injury O Car accident O Middle Back Pain O Low Back/Leg Pain
O Headaches/Migraines [ Neck Pain or Arm Pain I Other ( ) ( )

HAVE YOU EVER BROKEN BONES?

If you have broken any bones, indicate where and when:  (CJ | have never had any broken bones).

Y ear/Outcome

O Spinal Column Fracture [ Rib Fracture/ Collar bone Fracture

O Skull Fracture [ Leg or Foot Fracture

O Arm or hand Fracture [ Other Fracture ( )
O Pelvis or Hip Fracture [ Other Fracture ( )

OR HAD SURGERY ?
If you have had any previous surgery, indicate type and year: (O | have never had any surgical procedure).

[ Disc surgery in neck or back [ Hernia/ Abdominal/Pelvic
O Heart [ Shoulder/Arm/Leg

O Cancer (any type) O Other ( )
[0 Head/Brain [ Other ( )

RECENT OR CURRENT SYMPTOMSOTHER THAN PREVIOUSLY LISTED

SYMPTOM HOW LONG SYMPTOM HOW LONG
[0 Headaches O Upper Back Pain, Soreness, Stiffness
O Neck Pain, Soreness, Stiffness O Hip Pain
O Low Back Pain, Soreness, Stiffness [ Leg or Foot Pain, Numbness, Tingling
O Arm/Hand Pain, Numbness, Tingling O Other
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PAST AND PRESENT GENERAL HEALTH HISTORY (Page?2)

Have you been to a Chiropractor beforefor thisor any other condition?

O No, O Yes, Chiropractors Name :

Year:

Problem seen for: Results:

Why did you discontinue care?

PLEASE LIST ANY MEDICATIONS/SUIPPLEMENTSYOU ARE TAKING

PRESCRPTION OR OTHERWISE?
Check/Circle the following that you are taking.

O Muscle Relaxants O Aspirin/ Anacin/ Bufferin O Cholesterol Medication (Lipitor/Zocor/etc.)
O Allergy Medication O Tylenol/ Advil/Motrin O Wellbutrin/ Prozac/ Elavil/ Other ( )
O Narcatics for Pain (Vicodin etc.) O Migraine Medication O Stroke prevention meds (Coumadin)
[ Heart medications O Birth control medications [ Other Medication ( )
[ Dietary Supplements
WHEN ISYOUR PAIN USUALLY BETTER?
O  Morning O  Afternoon O Evening
O  During slegp hours O  When lying down flat/Rest O Standing
O  waking O Sitting O  Exercise/Stretching
O  When Stress (mental) isless O  Good posture O Other
HASYOUR PAIN BEEN ASSOCIATED WITH:
O  Whentired O Baance problemg/DizzinessNausea [  Night pain or night time sweats
O  Weight loss O  Abdominal pain/Stomach pain O  Coughing or sneezing
O Fever O  Using the restroom O Exercise

DO YOU EXERCISE?

O 1 donoregular exercise O  walking ( x per week) O | stretch regularly (- x per week)
O Iamnotwillingtodoexercises O  weight lifting ( x per week) O  cardiovascular work outs ( x per week)
O 1| amwilling to do exercise O  sports activities ( x per week) O Other

Isthere anything else that you feel may be important that has not been mentioned?
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