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PATIENT INTAKE FORM

Please complete this questionnaire. This confidential history will be part of your records.

Name: Birthday: Sex; UM UF
Address: City: State: Zip:
Soc. Sec. # Email:
Home Phone: Work Phone: Cell Phone:
Marital Status: s OdM 0OD QO w/children, ages: Spouse's Name:
Insured's Name: Insured's SSN: Insured's DOB:
Your Occupation: Employer:
Who referred you to us? How else did you hear about us?
Indicate with an X on the drawings below where you have pain/symptoms. List/describe the symptoms in order of severity
2
3
4
5
How often do you experience your symptoms?
UConstantly (76-100% of the time) UOccasionally (26-50% of the time)
UFrequently (51-75% of the time) Uintermittently (1-25% of the time)
How would you describe your pain?
USharp UTingly UNumb USharp with motion UDiffuse UShooting
Qstiff Qbull UAchy UShooting with motion UBurning UStabbing with motion
Using scale from 0-10 (10 being the worst), how would you rate your condition? (Please circle)
0 1 2 3 4 5 6 7 8 9 10
How long have you had this condition?
Have you had this or similar conditions in the past?
Do any positions make it feel better?
Is this conditon: U Improved O Unchanged O Getting worse
Is this condition interfering with activities of daily living? U Work U Sleep O Daily Routine 1 Other:
Have other doctors or therapists treated this condition?
Please list surgical operations and years:
What is your: Height Weight
Family Physician Name: Phone Number:
List of Medications:
Name: Dosage: Frequency:

Name: Dosage: Frequency:




Patient's Name:

Medications Continued.

Name: Dosage: Frequency:
Name: Dosage: Frequency:
Have you been in an auto accident or had any other personal injury? ay UN

If yes, please describe:

Indicate if you have any immediate family members with any of the following:

URheaumatoid Arthritis UDiabetes QLupus
UHeart Problems UCancer UALS

Please mark any conditions that apply:

JAIDS/HIV WDiabetes ULiver Disease
UAlcoholism UEmphysema UMeasels
UAllergy Shots UEpilepsy UMigraine
UAnemia OFractures UHeadaches
UAnorexia UGlaucoma UMiscarriage
UAppendicitis QGoiter UMonomucleosis
UArthritis UGonorrhea OMultiple Sclerosis
UAsthma UGout dMumps

UBleeding Disorders UHeart Disease UOsteoporosis

UBreast Lump UHepatitis QPacemaker
UBronchitis UHernia UParkinson's Disease
UBulimia UHerniated Disk UPinched Nerve
UCancer UHerpes UPneumonia

UCataracts
UChemical Dependency
UChicken Pox

QHigh Blood Pressure QPolio
UHigh Cholesterol UProsthesis
UKidney Disease QPsychatric Care

What habits do you currently do?

USmoking Packs/Day UAlcohol Drinks/Week

What activities do you do at work?

WRheumatoid Arthritis
URheumatic Fever
UScarlet Fever
USexually Transm. Disease
UStroke

USuicide Attempt
UThyroid Problems
UTonsillitis
UTuberculosis
QTumors, Growths
UTyphoid Fever
QUlcers

QVaginal Infections
UWhooping Cough
UOther

UCoffee Cups/Day

sit: UMost of the day UHalf of the day
UStand: UMost of the day UHalf of the day
UComputer Work: UMost of the day UHalf of the day
UOn the phone: OMost of the day UHalf of the day

UA little of the day
A little of the day
QA little of the day
QA little of the day

Print Patient Name:

Patient Signature:

Parent/Guardian Signature:

Date:

Date:

Date:
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