Patient Intake Form

Name________________________________
Age _____        Occupation____________  Date:______________

Describe your problems: ___________________________________________________________________

Have you had x-rays? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Are you pregnant? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Have you been hospitalized for this problem?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Dates:  ___/___/___ - ___/___/___
Have you been seen for this problem before?  If so, when & where?  ______________________________________________
How many packs of cigarettes do you smoke per day?


 FORMCHECKBOX 
0

 FORMCHECKBOX 
½

 FORMCHECKBOX 
½-1

 FORMCHECKBOX 
1-1 ½
 FORMCHECKBOX 
1 ½ - 2
 FORMCHECKBOX 
More than 2

Do you currently have, or have you ever had any of the following conditions?

            








NO


YES



Cancer



 FORMCHECKBOX 



 FORMCHECKBOX 


______________________


High Blood pressure

 FORMCHECKBOX 



 FORMCHECKBOX 


______________________


Heart problems


 FORMCHECKBOX 



 FORMCHECKBOX 


______________________


Asthma



 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Diabetes


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Thyroid problems

 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Chemical dependency

 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Multiple Sclerosis

 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Arthritis


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Depression


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Stroke



 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Epilepsy


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________


Hepatitis


 FORMCHECKBOX 



 FORMCHECKBOX 


______________________


Incontinence


 FORMCHECKBOX 



 FORMCHECKBOX 


______________________

Osteoporosis


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________
Fibromyalgia


 FORMCHECKBOX 
 


 FORMCHECKBOX 


______________________

Do you have a pacemaker?

 FORMCHECKBOX 



 FORMCHECKBOX 

Please list any previous injuries or surgeries ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any other injuries or problems that we might assist you with?  If so, please describe:

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

[image: image1.jpg]


Please rate your pain(circle):    No pain   1   2  3   4   5   6   7   8   9   10   Worst pain  (would go to ER)

· Place xx’s on the body to indicate areas of numbness, tingling or burning

· Shade areas of pain

