Name:

Patient Intake Form
Date:
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Is today’s problem cased by: [ Auto accidentJ Worker’s Comp [J Other

Indicate on the drawings below where you have pains/symptoms

How often do you experience your symptoms?

OConstantly (76-100%) (Frequently (51-75%) COccasionally (26-50%) Cintermittently (1-25%)
How would you describe the type of pain?

[OSharp [IDull [IDiffuse [JAchy [IBurning [IShooting [IStiff [INumb [Tingly

OSharp with motion OShooting w/ motion OStabbing with motion UElectric w/ motion

How are your symptoms changing with time?

OGetting worse (Staying the same OGetting better

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

How much has the problem interfered with your work?

[ONot at all CJA little bit [OModerately  [JQuite bit [JExtremely

How much has the problem interfered with your social activities?

[ONot at all CJA little bit [OModerately  [JQuite bit [JExtremely

Who else have you seen for your problem?

[Chiropractor [IER Physician [IMassage Therapy [INeurologist [JOrthopedist [JPhysical
Therapist [JPrimary Care Physician [JOther [UNo One

How long have you had this problem?

How do you think your problem began?

Do you consider this problem severe? [lYes [IYes, attimes [INo

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

What is your height? Weight? Age?
How would you rate your overall Health? [JExcellent [Very Good [lFair [IPoor
What type of exercise do you do? [IStrenuous [OModerate [lLight [JNone
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18. Indicate if you have any immediate family members with any of the following:
ORheumatoid Arthritis [IHeart Problems [Diabetes [OCancer UOLupus LCIALS
19. For each of the conditions listed below, place a check in the “past” column if you have had the
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condition in the past. If you have a condition listed below, place in the “present” column.

Present
[OHeadaches
OUpper back pain
(OMid back pain
OLow back pain
OShoulder pain
CElbow/Upper Arm
UWrist

[Hand

[JHip pain

OUpper leg pain
[OKnee Pain
UAnkle/Foot pain
(Jaw Pain

(Joint Pain/Stiffness
OArthritis

ORheumatoid Arthritis

[ICancer

(Tumor

OAsthma
OChronis Sinusitis
[JOther:
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Present

[OHigh Blood Pressure
[OHeart Attack

[JChest Pains

[IStroke

[JAngina

[JKidney Stones

[JKidney Disorders
[IBladder Infection
[JPainful Urination

[JLoss of Bladder Control
[JProstate Problems
CAbnormal Weight Gain/Loss
[JLoss of Appetite
OAbnormal Pain

OUlcer

[(OHepatitis

OLiver/Gall Bladder Disorder
[JGeneral Fatigue
OMuscular In coordination
[Visual Disturbances
[IDizziness

List all prescription medications you are currently taking:

Past Present

0 [IDiabetes

0 [JExcessive Thirst

U OFrequent Urination

O [JSmoking/Tobacco Use
O [JDrug/Alcohol Depend
O OAllergies

0 [IDepression

0 [ISystemic Lupus

O OEpilepsy

O ODermatitis/Eczema/Rash
0 OHIV/AIDS

For females only

0 [IBirth Control Pills

O [(OHormonal Replacement
0 [JPregnancy

List all of the over-the-counter medications you are currently taking:

List all surgical procedures you have had:

What activities do you do at work?

(ISit: [OMost of the day [JHalf the day
[IStand: [OMost of the day [JHalf the day
[JOComputer work: [OMost of the say [JHalf the day
[JOn the phone: [OMost of the day [JHalf the day

What activities do you do outside of work?
Have you been hospitalized? [ONo OYes If yes, why?

A little of the day
A little of the day
[JA little of the day
[JA little of the day

Have you had significant past trauma? OYes [ONo

Anything else pertinent to your visit today?

Patient Signature:

Date:
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