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Patient Information Form

Name: Birth Date:
Address: City:

State: Zip Code:
Home Ph: Cell Ph:
Social Security #: Referred By:
Family Doctor: Doctor Ph:

Email Address

Insurance Information

Insured Thru:

ID #:

Policy Holders Name:

Policy Holders Date of Birth:

Policy Holders SS#:

INS Carriers address:

INS Carriers Ph:




PATIENT INTAKE FORM

Patient Name: Date:

1. Is today's problem caused by: o Auto Accident o Workman's Compensation

2. Indicate on the drawings below where you have pa  in/symptoms

3. How often do you experience your éymptoms?

o Constantly (76-100% of the time) o Occasionally (26-50% of the time)
o Frequently (51-75% of the time) o Intermittently (1-25% of the time)
4. How would you describe the type of pain?
o Sharp o Numb
o Dull o Tingly
o Diffuse o Sharp with motion
o Achy o Shooting with motion
o Burning o Stabbing with motion
o Shooting o Electric like with motion
o Stiff o Other:
5. How are your symptoms changing with time?
o Getting Worse o Staying the Same o Getting Better

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

7. How much has the problem interfered with your wo rk?

o Not at all o A little bit o Moderately o Quite a bit o Extremely
8. How much has the problem interfered with your so cial activities?

o Not at all o A little bit o Moderately Quite a bit o Extremely
9. Who else have you seen for your problem?

o Chiropractor o Neurologist o Primary Care Physician

o ER physician o Orthopedist o Other:

o Massage Therapist o Physical Therapist o No one

10. How long have you had this problem?

11. How do you think your problem began?

12. Do you consider this problem to be severe?
o Yes o Yes, at times o No

13. What aggravates your problem?

14. What concerns you the most about your problem; what does it prevent you from doing?




15. What is your: Height Weight Date of Birth

Occupation
16. How would you rate your overall Health?
o Excellent o Very Good o Good o Fair o Poor
17. What type of exercise do you do?
o Stenuous o Moderate o Light o None
18. Indicate if you have any immediate family membe  rs with any of the following:
o Rheumatoid Arthritis o Diabetes o Lupus
o Heart Problems o Cancer o ALS

19. 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 presently have a con  dition listed below, place a check in the "present”
column.

Past Present Past Present Past P resent

m o Headaches m o High Blood Pressure o o Diabetes

m o Neck Pain m o Heart Attack m o Excessive Thirst

m o Upper Back Pain m o Chest Pains m o Frequent Urination

m o Mid Back Pain m o Stroke m o Smoking/Tobacco Use
| o Low Back Pain | o Angina | O Drug/Alcohol Dependance
m o Shoulder Pain m o Kidney Stones m o Allergies

m o Elbow/Upper Arm Pain m o Kidney Disorders m o Depression

m o Wrist Pain m o Bladder Infection m o Systemic Lupus

m o Hand Pain m o Painful Urination m o Epilepsy

m o Hip Pain m o Loss of Bladder Control o O Dermatitis/Eczema/Rash

m o Upper Leg Pain m o Prostate Problems m o HIV/AIDS

m o Knee Pain m o Abnormal Weight Gain/Loss

m o Ankle/Foot Pain m o Loss of Appetite For Females Only

m o Jaw Pain m o Abdominal Pain m o Birth Control Pills

m o Joint Pain/Stiffness m o Ulcer m o Hormonal Replacement
m o Arthritis m o Hepatitis m o Pregnancy

m o Rheumatoid Arthritis m o Liver/Gall Bladder Disorder

m o Cancer m o General Fatigue

m o Tumor m o Muscular Incoordination

m o Asthma m o Visual Disturbances

m o Chronic Sinusitis O o Dizziness

O o Other:

20. List all prescription medications you are curre ntly taking:

21. List all of the over-the-counter medications yo  u are currently taking:

22. List all surgical procedures you have had:

23. What activities do you do at work?

o Sit: o Most of the day o Half the day o A little of the day
o Stand: o Most of the day o Half the day o A little of the day
o Computer work: o Most of the day o Half the day o A little of the day
o On the phone: o Most of the day o Half of the day o A little of the day

24. What activities do you do outside of work?

25. Have you ever been hospitalized? oNo oVYes
if yes, why
26. Have you had significant past trauma? o No o Yes

27. Anything else pertinent to your visit today?

Patient Signature Date:




INFORMED PATIENT CONSENT

AND THE DOCTOR-PATIENT RELATIONSHIP

It is the premise of Chiropractic that the humadybpossesses the inherent potentie
maintain itself in a natural state of homeostagisstate of normal homeostasis allows the bq
to establish normal function, express appropridagptation, and employ its recuperative, heg

. . sustaining powers. The relationship between theespnd the nervous system may affect
Chiropractic  conduction of the nerve impulses over the nervoistes affecting that inherent potential.
Care Therefore, chiropractic care focuses primarily lo@ thiropractic adjustment for the purpose
establishing proper spinal alignment thus allowmgymal nerve conduction throughout t
body. The success of chiropractic care often dép@m the environment, underlying caug

and the physical and spinal conditions of eachviddal patient.

The doctor will conduct a clinical analysis foretlexpress purpose of determining t
Chiropractic presence of the vertebral subluxation and the tsffet the vertebral subluxation complex.
Analysis such is not detected, the patient will be infornzedl an attempt to refer the patient to
appropriate health care provider will be made.

The purpose of chiropractic care is to promotelthehough the correction of the
vertebral subluxation complex. Since there arensay variables, it is difficult to predict the
time schedule, degree of response, or the effichdiie chiropractic adjustment for any givgn
patient. However, the doctor may make recommeonstior clinical management based upp

Clinical known circumstances and clinical experience.

Results Due to the complexities of nature, and the manyatéas (both known and unknown)
that can affect a patient's response, no doctor pramise specific results. The Doctor of
Chiropractic is licensed to provide a specializedbjue, non-duplicating health service. The
Chiropractor is licensed in a special area of pracand is available to work with other
providers in your health care regimen.

Although Doctors of Chiropractic are experts ie #nalysis of the structural alignme

of the human spine and its effects on the nervggsem, they are not internal medical
M edical surgical specialists.  Therefore, every patidrugd be mindful of their own symptoms an
Diagnosis should secure other opinions should they have amcerns as to the nature of any oth
symptoms or their total health picture. Your Doabtd Chiropractic may express an opinion as
to whether or not further consultation is necesshuy the patient is responsible for the final
decision and any subsequent action.

Where vertebral subluxations are detected, theopfactic adjustment is usually

beneficial and seldom causes any adverse reactionsare cases, undetected physical defe

Contra- deformities, or pathologies may render the patumceptible to such injuries as vascu
indications accidents, fractures and disc injury. The doavbrgourse, will not perform any procedures
To there is awareness that such care may be contiaiad. It is the responsibility of the patie

. . to make it known if they are aware that they arffesing from: pathological conditions
Chlropractlc illnesses, injuries, or deformities which may beokn to the patient but have not haye

Care otherwise come to the attention of this doctor. sigyning below, the patient affirms that they
have been open and truthful in disclosing theirthdaistory, and gives the doctor permission
and authority to examine and care for them in atmace with recognized standards a
acceptable chiropractic analytical and correctingepdures.

Please discuss any questions or problems with the doctor before signing this
Patient statement of understanding and consent for care.
Consent I have read and understand the foregoing. | lyereuest and authorize the doctor

render chiropractic care to me:
For Care P

Sgnature of Patient, Parent, or Guardian




