
 

 

 

Pain Type Pain score 1-10  

(Pain at its worst) 

Pain Frequency (circle one that applies) Numbness  

(Yes/No) 

Headache  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Neck pain/Soreness  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Arm/Hand Symptoms  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Mid back pain  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Low back pain  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Leg/Foot Symptoms  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74%  

More than 75% 

 

Other:  Less than 25% 

More than 26% less than 50%  

More than 50% less than 74% 

More than 75% 

 

Name:__________________________   Signature:__________________________     Date:___________ 
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New Patient Intake Form                              

 
 

 

 

Title: (Circle one) 𘅊 Mr.     𘅊 Mrs.     Ms.    𘅊 Miss   𘅊 Dr.  𘅊 Other _______ 
 

 First Name ___________________ Middle Initial ____ Last Name __________________________ 

 

Address ___________________________________________________________________________ 

 

City _______________________________ State ___________________ Zip Code ______________ 

 

Home Phone (_____) ________-___________ Work Phone (_____) _________-____________ 

 

Cell Phone (_____) ________-___________ Email ___________________________________ 

 

Date of Birth ______/______/_______  Sex: 𘅊 Male         𘅊 Female 

 

Marital Status:  𘅊 Single   𘅊 Married   𘅊 Other 

 

Spouse’s Name: ________________________________________________ 

 

Spouse’s Employer & Occupation: ___________________________________________________ 

 

Employment Status:  𘅊 Employed    𘅊 Unemployed   𘅊 FT Student   𘅊 PT Student    𘅊 Other_____ 

 

Employer Data           ____ 

 

Employer _________________________________________________________________________ 

 

Your Occupation ___________________________________________________________________ 

 

 

Emergency Contact_________________________________________________________________ 

 

Contact Name ____________________________ Relationship to Patient ___________________ 

 

Contact Home Phone (_____) _______-________ Cell Phone (_____) ________-______________ 
 

 

 

How did you hear about our office? ___________________________________________________ 
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Patient name: ___________________________ Date: _________________________ 

 

Medical Conditions: (Circle all that apply to you) 

𘅊 Arthritis   𘅊 Cancer   𘅊 Diabetes  𘅊 Heart Disease 

𘅊 Hypertension  𘅊 Psychiatric Illness  𘅊 Skin Disorder 𘅊 Stroke 

𘅊 Other ______________      𘅊 Fibromyalgia                       𘅊 Asthma                   𘅊 Osteoporosis 

 

Surgeries: (Circle all that apply to you) 

𘅊 Appendectomy  𘅊 Cardiovascular procedure  𘅊Cervical spine 𘅊 Hysterectomy 

𘅊 Joint Replacement  𘅊 Prostate   𘅊 Lumbar spine 𘅊 Gall Bladder 

𘅊 Brain   𘅊 Shoulder   𘅊 Thoracic spine 𘅊 Knee 

𘅊 Carpal Tunnel  𘅊 Gastro-intestinal  𘅊 Uro-genital  𘅊 Hernia 

𘅊Breast Augmentation      Other ______________ 

 

Allergies: (Circle all that apply to you) 

𘅊 Mold   𘅊 Seasonal         𘅊 Milk or Lactose 𘅊 Animal 

𘅊 Chemical ___________       𘅊 Sulfites   𘅊 Wheat/Glutens 𘅊 Other _________ 

 

By Using the key below, indicate on the body diagram where you are experiencing the following 

symptoms: 

 

N=Numbness  B=Burning  S=Sharp  T=Tingling  A=Dull Ache 

 
 

When did your symptoms begin?         ________________________________________________ 

 

Are your symptoms a result of:   𘅊 Motor Vehicle Accident    𘅊Work related Accident   𘅊 Other_____ 

 

How did your symptoms begin? _________________________________________________________ 

_____________________________________________________________________________________ 

                                                                                         

                                                                                           Patient Initial: ______      Doctor Initial: _____ 
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On the arrow diagram above:  

 

A. What number do you think best represents your health today? ________________________________ 

 

B. In what direction is your health currently headed? __________________________________________ 

 

Health goals:  

 

Immediate: __________________________________________________________________________ 

 

Short Term: _________________________________________________________________________ 

 

Long Term: _________________________________________________________________________ 

 

 

1.What is a major stressor in your life _______________________   

 

2.How much sleep do you average per night ____hours   

 

3. Approximate age of mattress and pillows? _______ 

 

4. Preferred sleeping position? ____________________ 

 

5.Describe your eating habits: 

 ▢ skip breakfast    ▢two meals a day ▢ three meals   ▢ snacking between Meals 

 

What would be the most significant thing you could do to improve your health?  

 

_____________________________________________________________________________________ 

 

In addition to the main reason for your visit today, what additional health goals do you have?  

 

_____________________________________________________________________________________ 

 

 

 

                                                                                           Patient Initial: ______      Doctor Initial: _____ 
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Patients name: _________________________________        DOB: _______________   

 

Acknowledgements: 

To set clear expectations, improve communication and clarify the exam/screening process. 

Please read each statement and initial your agreement. 

 

_____ I understand the chiropractor to deliver the care that, in his or her professional judgment, can best 

help me in the restriction of my health. I also understand that the chiropractic care offered in this practice 

is based on the best available evidence and designed to reduce or correct vertebral subluxation. 

Chiropractic is a separate and distinct healing art from medicine and does not proclaim to cure and name 

disease or entity. 

 

_____ I may request a copy of the privacy policy and understand how my personal health information is 

protected and released on my behalf for seeing reimbursement form any involved third party. 

 

_____ I realize that an X-ray examination may be hazardous to an unborn child and I certify that to the 

best of my knowledge I am not pregnant. Date of last menstrual period (mm/dd/yyyy)_______ 

 

_____I grant permission to be called/Text to confirm or reschedule an appointment and to be sent 

occasional cards, letters, emails, or health information to me as an extension of my care in the office. 

 

_____I acknowledge that any insurance I may have is an agreement between the carrier and me and that I 

am responsible for the payment of any covered or non-covered services I receive. 

 

   

_____To the best of my ability, the information I have supplied is complete and truthful. I have not 

misrepresented the presence, severity or cause of my health concern. 

 

 

 

 

 

 

________________________________________            ______________ 

Patient (Guardian’s) Signature                      Date   

 

 

 
 

 

 

 




