
         
      Patient Intake         Date of Birth: ____________ 
       First Name: _______________________MI______Last____________________           Male        Female     
       Address: _______________________________________________________________________ SS#______________________ 
       City: _________________________ State: ____________ Zip: __________ E-Mail: __________________________________ 
       Phone (H): ______________________ (W) ____________________ (Cell) _______________________  
       Marital Status:   M  S  W  D    Spouses Name:_________________ 
       Occupation: ______________________________ Employer: ______________________________________ 
       Who may we thank for referring you?________________________________________________________________ 
       Emergency Contact: ______________________________ Phone: _____________________ 
       Person Responsible For Account   ME   OTHER 
 
        
        
       Will you be using insurance?  ___Yes  ___No    Insurance Company:______________________ 
       Was this due to an Auto Accident? ___Yes  ___No  If Yes, Auto Ins?___________  Is this a Work Related Injury? ___Yes___No 
 
        
        
       Have you ever visited a Chiropractor?  ___No ___Yes  If Yes, whom?_________________Medical Dr’s Name_______________ 
       WHEN DOCTORS WORK TOGETHER IT BENEFITS YOU. MAY WE HAVE YOUR PERMISSION TO UPDATE YOUR 
             MEDICAL DOCTOR REGARDING YOUR CARE AT THIS OFFICE?________ 
       Reason for today’s visit 1)__________________________   2)__________________________       
                                                  3)__________________________  4)__________________________ 
       Please describe what happened:______________________________________________________________________________ 
       When did this condition begin?_________________Is it?_____Constant____Comes/Goes_____Getting Worse 
       What makes it worse?_____________________Does anything make it feel better?___________________________ 
       Is it? ___Burning ___Aching ___Stabbing ___Dull ___Radiating, Where?____________________________________________ 
       Worse in: ___Morning ___During work ___Evening after work ___Middle of night ___Other:____________________________ 
       Have you ever had this before? ____No ____Yes  If Yes, when?_______________________  
       Have you had recent x-rays? ___Yes ___No 
       Are you pregnant? ___Yes ___No ___Not sure    Date of Last Menstrual Period_____________ 
 
 
        
       Past Injuries (include auto, work, home, fractures, etc): ___________________________________________________________ 
       _______________________________________________________________________________________________________ 
       Medications/Supplements (include prescription/non-prescription): __________________________________________________ 
       _______________________________________________________________________________________________________ 
         
       AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic 
      office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare  
      providers and payers and to secure the payment of benefits. I authorize the release of my medical records and information to other  
      healthcare providers, which this office may utilize or be in contact with such as my Primary Care Physician. I understand that I am 
      responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my  
      schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. The  
      patient understand and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of treatment,  
      payment, healthcare operations, and coordination of care. 
 
 
 
       _____________________________________________   _____________________________________ 
       Signature of Patient (or parent, if minor)                             Date   




















