Chiro One Wellness Centers New Patient Intake Paperwork

. Patient Information

First Name: Last Name: Middle Name:
Email: Primary Phone: Legal Sex: Birthdate: Age:
Address: City: State: Zip:

. Reason for coming in

Indicate where on the figure

Primary Reason for coming in:

How long have you experienced thise Most recent occurrence date:

Describe the symptoms: [ Sharp [ Dull [JThrobbing [ Numbness [] Aching [JShooting []Burning

O Tingling O Cramps O stiffness O Swelling OOther:
Does the pain/symptoms travel from one location to anothere [Yes [No

Where does it start, where does it fravel2

How often does the pain occure Does it seem to be getting progressively worse2:[0Yes [ONo

What do you think caused the problem?

What activities make it worse?: Worse in the morning or evening?
Which activities are affected by this?DSiTﬁng DStonding D Work I:lSIeep D Daily Routine DRecreoTion DWGIking I:l Lying Down
|:| Bending/Squatting to lift object |:| Up/Down Stairs DRunning/Jogging DIn/OuT Bed |:|On/ OffChair |:|Food Prep/Eating

[[JReaching Over Head/ Across Body [_]None [_]Other:

Rate the severity of your pain at its worst (1- Least to 10-Severe): Least severe (when you feel it): Present moment:

Have you sought freatment? |:|Orol medication Dlnjecﬂons DSurgew |:|Physicol Therapy DChiroprocTic |:|O’rher:

Are there any activities that improve your condition?2 DSTreTching DExercise |:| Rest DOTher:

What has helped/provided most relief?

. Additional Concerns

Additional Concern 1: How long have you experienced thise

Describe the symptoms: [[JSharp []Dull [JThrobbing [JNumbness[] Aching [[JShooting []Burning []Tingling [[JCramps []Stiffness

DSWeIIing DOTher: Does the pain/symptoms travel from one location to anotherz [dyes [INo
Where does it start, where does it fravel? How often does the pain occur?
What activities make it worse?: Worse in the morning or evening?

Which activities are affected by this?DSiTﬁng I:lStonding D\Nork I:lSIeep I:lDoin Routine I:lRecreoTion I:lWoIking I:lLying Down
|:| Bending/Squatting fo lift object |:| Up/Down Stairs DRunning/JoggingDIn/Out Bed DOn/Off Chair |:|Food Prep/Eating

|:| Reaching Over Head/ Across Body DNone DOTher:

Rate the severity of your pain at its worst (1- Least to 10-Severe): Least severe (when you feel it): Present moment:

Have you sought freatment?e |:|Oro| medication Dlnjecﬂons DSUrgery I:lPhysicol Therapy DChiroprocﬁc Dother:

Are there any activities that improve your condition? DSfre’rching DExercise I:lResT I:lOTher:

What has helped/ provided most reliefe
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Additional Concern 2 : How long have you experienced this2

Describe the symptom:s: |:|Shc|rp |:|DUII |:|Throbbing |:|Numbness |:|Aching |:|Shooting |:|Burning |:|Tingling |:|Crom|os DSTiffness

|:|Swelling Cother: Does the pain/symptoms travel from one location to another? DYes DNO

Where does it start, where does it fravel? How often does the pain occur?

What activities make it worse?: Worse in the morning or evening?

Which activities are affected by this2 [Sitting []Standing [Iwork [JSleep [JDaily Routine []Recreation [ Jwalking []Lying Down
[[1 Bending/squatting to lift object [ Jup/Down Stairs  [JRunning/Jogging [lin/Out Bed [Jon/off Chair  [JFood Prep/Eating
[ Reaching Over Head/ Across Body [INone [lother:

Rate the severity of your pain at its worst (1- Least to 10-Severe): Least severe (when you feel it): Present moment:

Have you sought freatment? ] oral medication Dlnjecﬂons DSurgery |:|Physicol Therapy DChiroprocﬁc Cother:

Are there any activities that improve your condition? DSTretching DExercise |:|Rest DOTher:

What has helped/ provided most relief2

' Family History

Please indicate if siblings, parents, or grandparents have a history of any of the following:

I:lAufoimmune Disease |:| Cancer I:l High Blood Pressure I:l Osteoporosis
I:lBleeding Disorder |:| Diabetes I:l Kidney Disease I:l Stroke
DCIoﬂing Disorder I:l Heart Disease |:| Migraines I:l Thyroid Disease

I:l Family has no history of these conditions

. Personal History

Please indicate if you have a history of the following:

[ Japs/Hiv

I:l Allergies
I:l Anemia

I:l Anxiety/Depression

D Appendicitis

I:l Arthritis (Osteo, Rheumatoid, etc.)
I:l Asthma

I:l Autoimmune Disorder

I:l Bleeding Disorder

D Bronchitis
I:l Cancer

I:l Chemical Dependence/Alcoholism
I:l Chicken Pox
I:l Clotting Disorder

I:l Diabetes

I:l Eating Disorder

I:l Emphysema

I:l Epilepsy/Seizure Disorder
D Headaches

I:l Heart Disease

I:l Hepatitis
I:l Hernia

I:l Herniated Disk
D Hypertension
I:l Kidney Disease
I:l Liver Disease

I:l Migraines

I:l Mononucleosis

[]ms

I:l Osteoporosis
I:l Pacemaker

I:l Parkinson's

D Pinched Nerve
I:l Pneumonia

I:l Prostate Problem
I:l Psychiatric Care

|:| STD
D Stroke

I:l Thyroid Disease
I:l Tuberculosis
I:l Tumors/Growths

I:l Ulcers

D Patient has no history of these conditions
Are you Pregnant2 (dYes[CJNo [CJDoes Not Apply How Many Weeks?

You certify that you are NOT pregnant, and that Chiro One's staff has your permission to perform an X-ray evaluation, if medically necessary. You

have been advised that X-ray can be hazardous to an unborn child. Date of last Period:

Patient Signature: Date:
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General PCP Name: Phone Number:

Please enter the last known date and any notable findings:
Physical Exam: Spinal X-Ray: Spinal Exam: Chest X-ray:
MRI: CT-Scan: Bone Scan: Blood Test: Urine Test:

Notable Findings:

Are you taking any Medications2dYesCONo  List/Frequency:

Do you take any Vitamins or Supplements2 OYes OONo  List/Frequency:

Previous Chiropractic Experience2[Yes[ONo Last seen date/Describe:

. Life Activities

Occupation: Employer/School:

Primary Work Activities: O Sitting [Standing [ Light labor/lifting [ Heavy labor/lifting [CIRepetitive motions

Previous Work Injuries (Date/Description):

Marital Status OMarried/Partnered OSingle OWidowed

Emergency Contact Name: Phone: Relationship to Patient:

Children Name/Age: Did you give birthg [Jves [JNo

Please describe any complications during pregnancy:

Home Physical Activities:

Home Injuries (Date/Description):

Exercise:lINone[lightCIModerate[dHeavy ~ Sport Activities (Prior/Current):

Sport Injuries (Prior/Current):

Habits: CNicotine dJAlcoholdCoffee/Caffeine DrinksCIHigh Stress Level CDNone  How Often:

Sleep Hours/Night:
Please rank how your time is spent/ Personal Values (1- Most/ 6- Least)

Family/Home Career/Financial Social/Friends Mental Health/Spiritual Fitness/Nuftrition Sleep/Rest

. Prior Traumas

Have you ever been in a Motor Vehicle Accidente CdYes[CINo

Date of Accident: Symptoms/Pain: Treatment ReceivedJMedical CJChiropractic [JNone

Details including speed of vehicle:

Date of Accident: Symptoms/Pain: Treatment Received:OMedical OChiropractic CONone

Details including speed of vehicle:

Falls (Date/Describe):

Head Injuries (Date/Describe):

Dislocations (Date/Describe):

Broken Bones (Date/Describe):

Surgeries (Date/Describe):
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Who is financially responsible for this account2[dSelf(1Other Name: Relationship fo patient:

Is the patient covered by insurance20YesCONo Name of Insurance Company:

Who is the main/subscriber or policy holder2 OSelf COOther

Subscriber Name: Relationship to Patient: Subscriber Birth Date:

Is the policy associated with: CJHSA OFSA OHRA ONone

Is the patient covered by additional/secondary insurance2dYesONo  Name of Insurance Company:

Who is the main/subscriber or policy holderddSelfCdOther

Subscriber Name: Relationship to Patient: Subscriber Birth Date:

Clinical Comments:

Examiner’'s Name: Examiner’s Signature: Date:

Physician/Provider Name: Physician/Provider Signature: Date:
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