New Patient Intake Form
Name: Date:

Please complete ALL the sections.
Where is your pain:

Pain Intensity: On a scale from 0 to 10 how would you grade the pain/symptom(s) with 0 being no symptoms and 10 the most severe?

0 1 2 3 4 5 6 7 8 9 10
MARK WHERE YOU HAVE YOUR PAIN
Mechanism of Injury: How did you injury yourself? Numbness (#) Burning “X” Stabbing (/)
Pins & Needles (o) Dull Ache (+) Pain (*)

Onset: When did your symptoms start?

Frequency: Primary signs and symptoms are present approximately:
00-25% ©26-50% 051-75% o76-100% OF THE oday oweek omonth

Timing: Primary signs and symptoms are present on what type of basis: .
alnfrequent olntermittent oOccasional oEpisodic oFrequent oConstant

When are your symptoms WORST?
omorning omidday oend of the day oat night othroughout the day  oat night with pain
When are your symptoms BETTER?
omorning omidday oend of the day oat night othroughout the day  oat night with pain
How would you describe the quality of your pain?
adull osharp  osharp w/ movement othrobbing cburning  odeep oaching
otingling  ostabbing ©cramping apinprick  onumbness ocradiating oOther:
Radiating: Does your pain travel to the following regions?
ashoulder aupper arm oarm to hand
obuttock oupper leg oleg above the knee oleg below the knee  oileg to the foot
Aggravating factors: Which activities aggravate (increase) your symptoms?
ositting ostanding owalking obending ostooping olifting
osleeping osheezing ocoughing ostraining areaching otwisting
olooking up olooking down omovement arest olying face up odriving
otyping oscooping ohousehold chores oexercise ostair stepping
Relieving factors: Which activities relieve (decrease) your symptoms?
ositting ostanding olying down oknees are bentup  oleaning against support
ono movement occurs omovement occurs  oheat is applied oice is applied
opain relief gel oibuprofen is taken  omedication is used oadjustments are provided
arest occurs ostretching/exercise is used

Medications: Please check which one(s) apply to you
o | am taking prescription medication as prescribed by my medical physician.
o | am taking over-the-counter medication of my own accord.
o | have received a prescription for additional services from my medical provider.
o | am not taking any prescription medication nor any over-the-counter medication.
o | am taking the following medications:




Name:

Date:

Medical History

Medical Conditions (Please check which ones apply to you)
oArthritis

oHypertension

oCancer
oPsychiatric lliness
Surgeries: (Please check which ones apply to you)
oAppendectomy oCardiovascular Procedure
oJoint Replacement oLaminectomies

Allergies: (Please check which ones apply to you)

oBee Stings oEggs
oLotions/Creams oMedications
oSeasonal oSoy

Social History: (Please check which ones apply to you)
oCaffeine used occasionally oCaffeine used often
oDrink alcohol occasionally oDrink alcohol often
oExercise often oExperience stress occasionally
oSmoke 1+pk/day oWear seat belt always
Family History: (Please check which ones apply to you)
oArthritis (parent) oArthritis (sibling)
oCholesterol (parent) aCholesterol (sibling)
oHeart problems (parent) oHeart problems (sibling)
oPsychiatric (parent) oPsychiatric (sibling)
Substance Use: (Please check which ones apply to you)
oAlcohol (past) oAlcohol (present)
oBarbiturates (past)
oCrystal Meth
oMarijuana (present)
Male Children: (Check if you are:)

oUnder 6 years old

oBarbiturates (present)

aHeroin (past)

oUnder 10 years old
Female Children: (Check if you are:)
oUnder 6 years old oUnder 10 years old

Occupational Activities: (Please check which one(s) apply to you)

oAdministration oBusiness Owner
oConstruction oDaycare/Childcare
oHealthcare oHeavy equipment operator
oHousehold oLight manual labor

oMilitary oPoliceffire

oDiabetes

oSkin Disorder

oCervical Disc Procedure

oRadical prostatectomy

oFish and Shellfish
oMilk or Lactose

oSulfites

oChew tobacco occasionally
oExercise not at all
oExperience stress often

oWear seatbelt never

oCancer (parents)
oDiabetes (parent)
oHigh blood pressure (parent)

oStroke (parent)

oAmphetamines (past)
oCocaine (past)

oHeroin (present)

oUnder 19 years old

oUnder 19 years old

oClerical/secretarial
aExecutive/legal
oHeavy manual labor
oManufacturing

oProfessional services

oHeart Disease

oStroke

oHysterectomy

oTrans-urethral prostate surgery

olLatex
oPeanut
oWheat/Gluten

oChew tobacco often
oExercise occasionally
aSmoke 1 pk or less/day

oWear seatbelt usually

aCancer (sibling)

aDiabetes (sibling)

aHigh blood pressure (sibling)
oStroke (sibling)

oAmphetamines (present)
oCocaine (present)

oMarijuana (past)

oComputer User
oFood service industry
oHome services
oMedium manual labor

oRetail worker



Name: Date:
Review of Systems
Cardiovascular Ears/Nose/Throat
Present  Past No Present  Past No
i | o Poor circulation i | o Dizziness
i m| o High blood pressure i m| o Hearing loss
i | o Aortic aneurism i | o Sinus infection
i m| o  Heartdisease i m| o Nosebleed
m m o Vascular disease m m o Sore throat
m O o Heart attack m O o Difficulty swallowing
i | o  Chestpain i | o  Bleeding gums
m m o High cholesterol Eyes
i o o  Pace maker Present  Past No
O o o Jaw pain O o o  Glaucoma
i o o lIrregular heartbeat i o o Double vision
m O o Swelling of legs m O o Blurred vision
Genitourinary m m o  Cataracts
Present  Past No Integumentary
m m o Kidney disease Present  Past No
i o o Lower side pain i o o Skin lesions
i o o Burning urination i o o Skin ulcers
i o o Frequent urination i o o Skin disease
i | o Blood in urine i | o  Eczema
i m| o Kidney stone i m| o Psoriasis
o o o  Prostate o o o  Rashes
Hematologic/Lymphatic Allergic/lmmunologic
Present  Past No Present  Past No
i o o Hepatitis i o o Hives
i | o  Blood clots i | o Immune disorder
O o o  Cancer O o o HIVIAIDS
i o o Easy Bruising i o o Allergy shots
i m| o  Easy bleeding i m| o Cortisone use
i o o Fever/Chills/Sweats i o o Latex
Respiratory m m o  Beestings
Present  Past No i | o  Lotion/Cream
m O o  Asthma Gastrointestinal
m m o Tuberculosis Present  Past No
O o o Shortness of Breath O o o  Gallbladder problems
i o o  Emphysema i o o Bowel problems
O o o Cold/Flu O o o  Constipation
i o o Cough/Wheezing i o o Liver problems
i m| o  Pneumonia i m| o Ulcers
i | o Bronchitis i | o Diarrhea
m O o Nausea/Vomiting
O o o Bloody Stools
i o o  Poor appetite
O O i GERD



Name: Date:
Musculoskeletal
Present  Past No Cancer
o o o  Gout Present  Past No
i o o Arthritis i o o Skin cancer
o o o Joint stiffness o o o  Breast cancer
i m| i Muscle weakness i m| o  Ovarian cancer
m m o  Osteoporosis m m o Prostate cancer
i m| i Broken bones i m| o  Colon cancer
m m o Joints replaced m m o Lung cancer
Endocrine O O O Brain cancer
Present  Past No
i m| o Thyroid disease
o o o  Diabetes
i m| i Hair loss
O o o Menopausal
i o o Menstrual problems
Psychiatric
Present  Past No
O m o Depression
i m| o Anxiety disorders
o o o Unusual stress
Constitutional
Present  Past No
m O o Weight loss/gain
i o o Energy level problem
m O o Difficulty sleeping
Neurological
Present  Past No
O O O Babinski
0 o o  Stroke
o o o Seizures
i m| o Head injury
o | o Brain aneurysm
i m| i Numbness
o o o  Severe headaches
i m| i Pinched nerves
o o o  Parkinson's disease
O o o  Carpal tunnel
O O o Spinning/balance



Name: Date:

Patient Health Questionnaire

1. How often do you experience your symptoms?

oConstant (76-100% of the day) oFrequent (51-75% of the day)

OOccasionally (26-50% of the day oOlntermittently (0-25% of the day)
2. What describes the nature of your symptoms?

oSharp oDull Ache oONumb oShooting OBurning oTingling
3. How are your symptoms changing?

OGetting better oNot changing OGetting worse
4. During the past 4 weeks, indicate the average intensity of your symptoms:

0 (none) 1 2 3 4 5 6 7 8 9 10(unbearable)
5. During the past 4 weeks, how much pain interfered with your normal work (including both work outside the home
and housework

oNot at all DA little bit oModerately oQuite a bit oExtremely
6. During the past 4 weeks, how much of the time has your condition interfered with your social activities?

oAll of the time OMost of the time oSome of the time OA little of the time oNone
7. In general would you say your overall health right now is...?

OExcellent oVery good 0Good aFair oPoor
8. Who have you seen for your symptoms?

oNo one OOther chiropractor  oMedical doctor OPhysical therapist oOther
9. What treatment did you receive for your symptoms?

oAdjustments OPhysical therapy OMedication aSurgery OoOther_
10. When did you receive treatment?

olnthe lastmo ©2-3mo 03-6 mo o6 mo-lyago wol-2yrsago 0O2-5yrsago  0O5-10yrs ago
11. What tests have you had for your symptoms?

OX-rays OMRI oCT Scan OOther
12. When were these tests done?

olnthelastmo ©2-3 mo 03-6 mo o6 mo-lyago Ol1-2yrsago O2-5yrsago  0O5-10vyrs ago
13. Have you had similar symptoms in the past? oYes oNo
14. If you have received treatment in the past for the same or similar symptoms, who did you see?

OThis office OOther chiropractor  oMedical doctor OPhysical therapist oOther
15. What is your occupation?

oProfessional/executive oWhite collar/secretarial OTradesperson olLaborer

oHomemaker oOFT Student ORetired oOther
16. If you are not retired, a homemaker, or a student, what is your current work status?

oFull time oOPart time oSelf-employed oUnemployed oOff work OOther
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