Patient Intake Form Name:

Date:

Patient information contained within this formis considered Insurance: (da/mmiyr)
strictly confidential. DateofBirth:

. .0male ofemale
Your response areimportant to help us better understand | Address:

thehealthissuesyoufaceandensurethe deliveryofthe
best possible treatment.

Marital status
SSN#: |sIMIwlol.seP]
Phone#:home: work:

E-mailaddress:

Emergency Contact:.
Phone number:

Occupation:----'---Employer:

Check@ and indicate the age when you had any of the following:

General

D Allergies

D Depression

D Dlzi:lness

D Fainting

D Fatigue

D Fever

D Headaches
D Loss of sleep
[ Mental illness,,
D Nervousness *
0 Tremors

D Weight loss/ gain

Muscle / Joint
[ Arthritis/ rheumatism
D Bursitis
D Foot trouble
D Muscle weakness
O Low back pain
D Neck pain
D Mid back pajn
D Joint pain

Skin

D Boils

D Bruise easily
D Dryness

0 Hives orallergies
D ltching

O Rash

D Varicoseveins
Eﬁec%?é,SNose S.Throat

0 Dearness

D Earache

D Eyepaln

D Gumtrouble
DHoarseness.

0 Nasalobslructio
D Nose bleeds

D Ringing of the-ears
D Sinus Infection
D Sore throat

D Tonslllltis

0 Vision problems

Gastrointestinal

D Abdominal pain

D Bloody ortarry stool.
D Colitis/Crohn's

D Colontrouble

D Constipation

D Diarrhea

D Difficultdigestion
D Oiverticulosis

D Bloatedabdomen
D Excessive hunger
0 Ganbladder trouble
D Hernia

0 Hemorrhoids

D Intestinal worms
D Jaundice

D Livertrouble

D Nausea

D Painful deification
DPainoverstomach
D Poorappetite

D Vomiting

D Vomiting ofblood

Genitourinary

DBed-wetUng

D BladderInfection
D Blood inurine
OKidneyInfection
D Kidney stones

D Prostate trouble
D Pusinurine

[ StressIncontinence
Urination

0 Overnight more thantwice

DMorethan8xIn24hrs
D Decreased flowfforce

OPainfulurination
D Urgency tourinate

Rlease list any medication you are currently taking and:why:

Cardiovascular
O Highbloodpressure
O Lowbloodpressure
O Hardening ofthe arteries
O lrregular pulse
D Pain overheart
DPalpitation
D Poorcirculation
D Rapid heartbeat
D Slowheartbeat
D Swellingofankles

Respiratory

D Chestpaln

D Chroniccough

D Difficulty breathing

D Hayfever

D Shortnessofbreath

D Spittingupphlegm/blood
D Wheezing

WomenTinly
[JCongestedbreasts
D Hotflaﬁh S
D Lumps Inbreast
D Menopause
[ Vaginal discharge

Menstrual flow

[OReg. Olrreg. O Pain/cramps

Days offlow:__lenglhofcycle: _

Date-1ndaylastperiod:

Arayoupregnant?D yes, D no

Ifyes, how many months? _

Howmany childrendoyouhave? _

Birth control method:

DateoflastPAPtest

O normal, D abnormal
Dateoflastmammogram:
D normal, D abnormal

Check any ofthe conditions
you-have or have h.ad:
D Alcoholism

D Anemia

D Appendicitis

D Arteriosclerosis
D Asthma

D Bronchitis

D Cancer

D Chicken pox

D Coldsores

D Diabetes

D Eczema

D Edema

D Emphysema

D Epilepsy

7 Goiter

D Gout

D Heartburn

D Heart disease
D Hepatitis

D Herpes

D Highcholesterol

D H#V/AIDS
D Influenza

B ikalsde

D Miscarriage

D Multlplesclerosis
D Mumps

D Numbnes$/tingling
D pacemaker

D .Osteoporosis

D Pneumonia
olio

O Rheumaticfever
0 Slroke

0 Thyroid disease
O Tuberculosis

O Ulcers
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Patient Intake Form (side2)
Giveabriefdtaileddescription ofthe problemyquare currently experiencing:

Howlonghave youhadthiscondition? Isltgettingworse? oyes,ono

Doesitbotheryou (check appropriate box): owork, osleep, oother:
What seemed to be theinitial cause: ———— e

Please place a mark atthe level of
your pain on the scale below:

Worst.
-P-osslble
-Pain
-NP .
- Rain .-

Past health history (Habits none light mod. heavy
Haveyou... Yes No If yes, explain briefly Alcohol o D D D
...beenhospitalizedinthelastsyear? o o _ _ _ _ _ _ _ _ _ _ _ _ _ Coffee D D D D
...hadanymentaldisorders? o o_ Tobacco p D 0 D
..had any broken bones? 0 O______________ Drugs D D D D
.:hadanystrainsorsprains? 0 o Exercise p D D D
...ever used orthotics? 0 o Sleep 0 0 D O
Do you take minerals, herbs orvitamins? o o Softdrinks b b o D
Howis mostofyourday spent? o standing, o sitting, o other: Saltyfoods o o o o
How old is your mattress? Water o D D O
Whenwas your last physical exam? Sugar b b D D

Family hi ry Ifanyblood relative has hadanyof thefollowing conditions, please check andindicate whichr.elative{s)

oAlcoholism o Cancer o High blood pressure
0 Anemia o Diabetes o High cholesterol

o Arterioclergsi Emphysema i Multipl _ cleros_i.
o Arthritis o Epilepsy o Osteoporosis

o Asthma o Glaucoma o Stroke

o Bleed easily oHeartdisease o Thyroid-disease

Doyouhave any otherhealth issues orconcerns that our staff should be made aware of?
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