Wathan Chiropractic New Patient Intake Form

Case History

Patient Information:                                                       Date: _______________________
Name: ______________________________________                    SS #: ________/________/________

Date of Birth: ________/________/________                                Age: _______________

Please Circle:      Male      or      Female                     Please Circle:     Single     Married     Divorced     Other

Address: _______________________________________________      PO Box: __________________

City: __________________________________    State: ___________     Zip Code: _______________

Home Phone: (________)________-________                 Cell Phone: (________)________-________

Email Address: ________________@_________________  Receive our newsletter via email?     Yes       No
Name of spouse or nearest relative: ______________________________________________________

Your Employer: _________________________________  Occupation: _____________________________

Work Phone: (_______)________-________

Name of insurance company: ______________________________________________________________

Insured’s Name: ___________________________________      Insured’s DOB: _____________________
Insured’s Employer: ________________________________      Insured’s SS#: ______________________

Are you covered by more than one insurance company? (circle)     Yes       No    

If yes, name of company: _________________________________________________________________

Referred to this office by: _________________________________________________________________

Allergies (circle all that apply)
	Animals
	Aspirin
	Bee Stings
	Chocolate/Sweets
	Dairy

	Dust
	Eggs
	Latex
	Mold
	Nuts

	Penicillin
	Ragwee/Pollen
	Rubber
	Shellfish
	Soap

	Wheat/Glutn
	X-ray Dye
	Tape Adesive 
	Pain Medication/Codeine
	Seasonal Allergies


Other(s): ________________________________________________________________________ 

Surgeries (circle all that apply)
	Appendix
	Brain/Tumor
	Carpal Tunnel
	Cosmetic
	Chest

	Ears
	Eyes
	Nose
	Throat
	Gallbladder

	Gastrointestinal
	Gynecologic
	Heart
	Hernia
	Hip

	Leg/Knee
	Neurological
	Obstetrical
	Shoulder 
	Spine (Back/Neck)


Other(s): ________________________________________________________________________ 







Continue on next page….
Past Medical History Conditions: (circle all that apply)

	Anemia
	Arthritis
	Asthma
	Bladder Trouble
	Bowel Control Loss

	Chest Pain
	Concussion
	Convulsion/Epilepsy
	Depression
	Dislocated Joints

	Dizziness
	Eye/Vision Problems
	Fainting
	Fatigue
	Spinal Conditions

	Headaches
	Hearing Problems
	High Blood Pressure
	HIV/Aids
	Jaw Pain

	Joint Stiffness
	Kidney Disorder
	Menstrual Problems
	Multiple Sclerosis
	Muscular Dystrophy

	Nervousness/Anxiety
	Neurological Problems
	Pacemaker
	Parkinson’s
	Polio

	Poor Circulation
	Prostate Problems
	Rheumatic Fever
	Scarlet Fever
	Significant Weight Change

	Sinus Trouble
	Spinal Cord Injury
	Sprain/Strain
	Tuberculosis
	Venereal Disease


Broken Bones: Where __________________________________  Date: _______________________
Cancer: Where/Type  ___________________________________ Date: _______________________

Heart Problems: __________________ (Stroke or Heart Attack)   Date: _______________________
Hepatitis: Type __________          

Diabetes: Type __________

Pain: Arm   Elbow   Wrist/Hand   Leg   Knee   Ankle/Foot   Hip   Neck   Mid-Back   Low-Back  

Other:       ________________________________________________________________________

          ____________________________________________________________________________

          ____________________________________________________________________________

          ____________________________________________________________________________

          ____________________________________________________________________________

Medications you are taking: (circle all that apply)

Allergy                 Anxiety                  Birth Control                 Cardiovascular                 Depression   

Insulin                 Muscle Relaxant      Pain Killers                    Seizure

Other: ____________________________________________________________________________

          ____________________________________________________________________________

          ____________________________________________________________________________
          ____________________________________________________________________________

          ____________________________________________________________________________

Continue on next page….

Family Medical History

Please indicate which conditions your mother or father have experienced by marking the appropriate boxes.
	M
	F
	
	M
	F
	
	M
	F
	

	
	
	Bladder Trouble
	
	
	Bowel Control Loss
	
	
	Epilepsy

	
	
	Genetic Spinal Condition
	
	
	German Measles
	
	
	Headaches

	
	
	Heart Trouble
	
	
	High Blood Pressure
	
	
	Multiple Sclerosis

	
	
	Muscular Dystrophy
	
	
	Neurological Problems
	
	
	Parkinson’s

	
	
	Polio
	
	
	Prostate Problems
	
	
	Rheumatic Fever

	
	
	Scarlett Fever
	
	
	
	
	
	


Have you ever had any serious injury, automobile accidents and/or other accidents?        Yes       No

If yes, describe:  ____________________________________________________________________

     ____________________________________________________________________

     ____________________________________________________________________

     ____________________________________________________________________

                        ____________________________________________________________________

                        ____________________________________________________________________

Date of last Physical Examination: ________/________/________

Females Only: Date of last Gynecologic Exam  _____/_____/_____ Breast Exam  _____/_____/_____

Do you use tobacco products or smoke? (circle)    No     Yes  –  How many per day? _____________    

Do you drink alcohol? (circle)     No       Yes – how many per day? _______________

Do you drink caffeine? (circle)    No       Yes – how many per day? _______________
Do you exercise? (circle)    No      Yes – What form and how often? ___________________________

Continue on next page….

Please mark your areas of pain on the diagram below:

	Main reason for coming to our office: (circle #)

	    1     Become pain free.

	    2     Explanation of my condition.

	    3     Learn how to care for my condition.

	    4     Reduce symptoms.

	    5     Resume normal activity.


        [image: image1.png]



What is your MAIN complaint? _____________________________________________________________
Date problem began: ________/________/________  What is the cause? _____________________________

How is your condition changing? (circle)         Getting Better         Getting Worse        Not Changing

Have you had this condition in the past?     No      Yes

How often do you experience your symptoms? (circle)      Constantly (76-100% of the day)

                                                                                  Frequently (51-75% of the day)

                                                                                  Occasionally (26-50% of the day)

                                                                                  Intermittently/comes and goes (0-25% of the day)

Describe the nature of your condition: (circle)

Sharp     Dull     Numb     Burning     Shooting     Tingling     Radiating     Pain     Tightness     Stabbing    Throbbing        Other: ______________________________________________________________________

Please rate your pain on a scale of 0-10 (0=no pain, 10=excruciating pain) 0   1   2   3   4   5   6   7   8   9  10
How do your symptoms affect your ability to perform daily activities such as working or driving? 

(0 = no effect, 10 = no possible activities)    0     1     2     3     4     5     6     7     8     9    10

What aggravates your condition? (work, exercise, etc.) ____________________________________________

What makes your pain better? (ice, heat, massage, etc.) ___________________________________________

If you have more than ONE area of pain, please continue on to the next page….

What is your SECOND complaint? __________________________________________________________

Date problem began: ________/________/________  What is the cause? _____________________________

How is your condition changing? (circle)         Getting Better         Getting Worse        Not Changing

Have you had this condition in the past?     No      Yes

How often do you experience your symptoms? (circle)      Constantly (76-100% of the day)

                                                                                  Frequently (51-75% of the day)

                                                                                  Occasionally (26-50% of the day)

                                                                                  Intermittently/comes and goes (0-25% of the day)

Describe the nature of your condition: (circle)

Sharp     Dull     Numb     Burning     Shooting     Tingling     Radiating     Pain     Tightness     Stabbing    Throbbing        Other: ______________________________________________________________________

Please rate your pain on a scale of 0-10 (0=no pain, 10=excruciating pain) 0   1   2   3   4   5   6   7   8   9  10

How do your symptoms affect your ability to perform daily activities such as working or driving? 

(0 = no effect, 10 = no possible activities)    0     1     2     3     4     5     6     7     8     9    10

What aggravates your condition? (work, exercise, etc.) ____________________________________________

What makes your pain better? (ice, heat, massage, etc.) ___________________________________________

What is your NEXT complaint? __________________________________________________________

Date problem began: ________/________/________  What is the cause? _____________________________

How is your condition changing? (circle)         Getting Better         Getting Worse        Not Changing

Have you had this condition in the past?     No      Yes

How often do you experience your symptoms? (circle)      Constantly (76-100% of the day)

                                                                                  Frequently (51-75% of the day)

                                                                                  Occasionally (26-50% of the day)

                                                                                  Intermittently/comes and goes (0-25% of the day)

Describe the nature of your condition: (circle)

Sharp     Dull     Numb     Burning     Shooting     Tingling     Radiating     Pain     Tightness     Stabbing    Throbbing        Other: ______________________________________________________________________

Please rate your pain on a scale of 0-10 (0=no pain, 10=excruciating pain) 0   1   2   3   4   5   6   7   8   9  10

How do your symptoms affect your ability to perform daily activities such as working or driving? 

(0 = no effect, 10 = no possible activities)    0     1     2     3     4     5     6     7     8     9    10

What aggravates your condition? (work, exercise, etc.) ____________________________________________

What makes your pain better? (ice, heat, massage, etc.) ___________________________________________
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