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Patient Intake Form

Print Patient Name Today's Date (xx/xx/xxxXx)

1. Is today's problem caused by: [ ] Auto Accident [] Worker's Comp |:| Other

2. Indicate on the drawings below where you have pains / symptoms:

3. How often do you experience your symptoms?

[]JConstantly (76-100%) []Frequently (51-75%) [ ]Occasionally (26-50%) [ Intermittently (1-25%)

4. How would you describe the type of pain?

[]JSharp [JDull [Diffuse [JAchy []Burming [IShooting []stiff [JNumb []Tingly
|:| Sharp with motion ] Shooting with motion ~ [] Stabbing with motion  [_] Electric with motion

5. How are your symptoms changing with time?
[ Getting worse  [] Staying the same  [_] Getting better

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem? (circle one)
[Jo It [J2 O3 O4 Os ™e O7 [J8 o

7. How much has the problem interfered with your work?
[INotatall [JAlittlebit []Moderately []Quiteabit [ ]Extremely

8. How much has the problem interfered with your social activities?
[INotatall []Alitlebit []Moderately [ JQuiteabit []Extremely

9. Who else have you seen for your problem?
[CIchiropractor  [J ER Physician  [_] Massage Therapist [_]Neurologist [ ] Orthopedist
[] Primary Care Doctor ~ [_]Other [[]1Noone

10. How long have you had this problem?

[ ] Physical Therapist

(Continue on the back)
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How do you think your problem began?
Do you consider your problem severe? [_]Yes []Yes, attimes [] No

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 [JGood  [JFair [ ]Poor
What type of exercise do you do? [] Strenuous [_] Moderate  [JLight []None

Do you have immediate family members with any of the following?
[CJRheumatoid Arthritis [ JHeart Problems [ ] Diabetes [ ]Cancer [JLupus [ JALS

For each of the conditions listed below, place a check in the “past” column if you have had the condition

in the past. If you have a condition listed below presently, check the present column

Past Present i Past Present i Past Present i Past Present

O O Headaches O 0O Arthritis O O LossofBladderControl | O [0 Frequent Urination

O O Neck Pain O O Rheumatoid Arthritis O 0O Prostate Problems O 0O Smoking/TobaccoUse
O O Upper Back Pain O O Cancer - a O Abnormal Weight Gain O O Drug/Alcohol Use

O 0O MidBackPain O O Tumor 'O O Abnormal Weight Loss O 0O Alergies

O O LowerBackPain O 0O Asthma O O Lossof Appetite O 0O Depression

O O ShoulderPain O 0O Chronic Sinusitis ;O 0O AbnormalPain O 0O Systemiclupus

O O Elbow/Upper Arm O O HighBlood Pressure 'O 0O Ulcer O 0O Epilepsy

a O Wrist O O HeartAttack (] O Hepatitis | O Dermatitis/Eczema/Rash
O O Hand O O ChestPains O 0O Liver/GallBladderDisorder : O [0 HIV/AIDS

O O Hip Pain ' o 0O Stro.ke | O General Fatigue o Females Only

a O Upper Leg Pain | O Angina a O Muscular Incoordination

O 0O KneePain O O Kidney Stones 'O 0O Visual Disturbances - O O Birth Control Pills

O O Ankle/FootPain O O Kidney Disorder O O Dizziness 0O O Hormonal Replacement
O 0O JawPain O O Bladder Infection O O Diabetes O O Pregnancy

O O Joint Pain/Stiffness a [0 Loss of Bladder Control O O Excessive Thirst :

List all prescription medication you are currently taking:

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

List all surgical procedures you have had:

How often do you do the following at work?

Sit: O Most of the Day O Half of the Day O A Little of the Day
Stand: O Most of the Day [ Half of the Day O A Little of the Day
Computer Work: [ Most of the Day [ Half of the Day O A Little of the Day
On the Phone: O Most of the Day [ Half of the Day [ A Little of the Day

What activities do you do outside of work?

Have you been hospitalized? [0 No [J Yes Ifyes, why?

Have you had significant past trauma? [ No [] Yes

Anything else pertinent to your visit today?

Patient Signature Today's Date (xx/xx/xxxx)



	Patient Name: 
	Today's Date_es_:signer:date: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Other: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Other 2: 
	How long have you had this problem?: 
	How do you think your problem began?: 
	What aggravates your problem?: 
	What concerns you the most about your problem?: 
	Height: 
	Weight: 
	Age: 
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Prescription medicines 1: 
	Prescription medicines 2: 
	OTC Medicines 1: 
	OTC Medicines 2: 
	Surgical Procedures 1: 
	Surgical Procedures 2: 
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Activities outside of work: 
	Why have you been hospitalized?: 
	Anything else pertinent to your visit?: 
	Signature220_es_:signer:signature: 
	Date221_es_:signer:date: 
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off


