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Patient Intake Form

Please complete this patient intake form.  The confidential information you provide will become 
part of your medical records.  Please print for legibility.  Thank you!

Date _________________________, 2010             Chart #: _______________________

 Personal Data

Title  Mr.      Mrs.       Ms.       Miss       Dr.          Other: ________

Full Name _____________________________________  Nickname __________________

Address ____________________________________________________________________

City _________________________________  State _______  Zip Code _______________

Home Phone (_____) ________-__________    Work Phone (_____) _______-__________

Cell Phone (_____) ________-___________      Email ______________________________

Date of Birth ______/______/_______  Gender  Male          Female

Social Security Number: ______-_____-______ 

Marital Status:   Single    Married    Other

Employment Status:         Employed           Unemployed           FT Student           PT Student     

 Spouse Data

Full Name _____________________________________  Nickname ___________________

Home Phone (_____) _______-__________   Work Phone (_____) _______-__________
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 DoctorÕs Signature: _____________________________                                          Confidential                                              
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 Employer Data 

Employer  _________________________________________________________________

Address ________________________________________________________________

City _________________________________  State _______  Zip Code _______________

Occupation/Job Description _______________________________________________

 Does your job require two (2) or more hours of continuous computer use?        Yes       No

 Emergency Contact

Contact Name ___________________________   Relationship ______________________

Home Phone (_____) _______-__________ Work Phone (_____) _______-__________

Signature _____________________________________  Date _______________________

Parent/Guardian (if under 18) ________________________________________________
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 DoctorÕs Signature: _____________________________                                          Confidential                                              
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Patient Health History Form

Please complete this patient health history.  The confidential information you provide will 
become part of your medical records.  Please print for legibility.  Thank you!

Patient Name__________________________________________  Date___________________

 Medical Conditions: (Circle all that apply to you)
Arthritis  Cancer               Diabetes          Heart Disease              Hypertension          

Stroke            Skin Disorder    Irritable Bowel Syndrome (IBS)

Psychiatric Illness  (please describe) _____________________________________   
      
Autoimmune Disorder (please describe) _______________________________

Other ___________________________________________

 Allergies: (please list) _____________________________________________________

 Social History: (Circle all that apply to you)
Caffeine use:         often (daily)     occasionally  seldom

Drink Alcohol:      often (3+/day)    moderate (1-2/day)          seldom

Exercise (20-40 min/session):      5-7 days/week     3-4 days/week      1-2 days/week        seldom  

Tobacco (type/frequency):   ______________/_________________

Narcotic Pain Relievers:   currently for pain (> 2 weeks)              previously for pain (> 2 weeks)

 
 Family History: (Circle all that apply to your family members)  
Arthritis:    Parent / Sibling 

Cancer: (Type) ________________________________  Parent / Sibling

Diabetes:   Parent / Sibling

Heart Disease:    Parent / Sibling 

Hypertension:    Parent / Sibling

Stroke:    Parent / Sibling

Thyroid:    Parent / Sibling

Other: _________________      Parent / Sibling
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 DoctorÕs Signature: _____________________________                                          Confidential                                              
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Case History Form

Please complete this case history form.  The confidential information you provide will become 
part of your medical records.  Please print for legibility.  Thank you!

Patient Name__________________________________________  Date___________________

What is your primary complaint? ________________________________________________

What do you think has caused this problem? _______________________________________

Have you had this before?   Yes or  No            If so, when?_____________________________

Do any positions or movements make it feel better? _________________________________

Do any positions or movements make it feel worse? _________________________________

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

N=Numbness           B=Burning            S=Stabbing           T=Tingling           A=Dull Ache
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 DoctorÕs Signature: _____________________________                                          Confidential                                              
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Describe your symptoms in order of severity, with worse symptom(s) first: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

How often do you experience your symptoms?
 Constantly    Frequently    Occasionally    Intermittently
(76-100% of the day)                    (51-75% of the day)                          (26-50% of the day             (0-25% of the day)

When did your problem begin?___________________________________________________

Is this problem:           Improved                     Unchanged                     Getting Worse  

Is it interfering with your:  Work  Sleep   Daily Routine

Is this  a result of (circle if applicable):    Motor Vehicle Accident    or     Work related Accident    

How are your symptoms:      Getting better   Not changing   Getting worse

Please list other doctors or therapists who have treated this problem: 
_____________________________________________________________________________

Name of your Primary Care Physician (PCP): ______________________________________

Do we have your permission to send a report to your PCP? ___________________________

Please list all surgeries, including year of procedure: 
______________________________________________________________________________
______________________________________________________________________________

Please list all medications and/or supplements you are currently taking, including dosage and 
frequency: 
______________________________________________________________________________
______________________________________________________________________________

Are you currently taking blood thinners (Coumadin, Warfarin, etc)?    
Yes_____  No ______ 
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 DoctorÕs Signature: _____________________________                                          Confidential                                              
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