Patient Intake Form - 1
PLEASE PRINT CLEARLY
Name: First:_____________________ Init. ____ Last: _______________________________
Address: ______________________________________________

City, St, Zip: ___________________________________________

Phone: (Home) ________________________; (Cell) ___________________ ; Email: ________________________________
(Work) ___________________________; Occupation:  _____________________________________________________
DATE OF BIRTH/AGE: _________________ / ________
 Referred by: ______________________________________

SOC. SEC. ________________  MARITAL STATUS:  M (SPOUSE’S NAME) _______________________ ;   S   W   D 
CHILDREN (AGES/NAMES) _________________________________________________________________________

EMERGENCY CONTACT NAME/RELATIONSHIP: _____________________________________________________

EMERGENCY CONTACT PHONE NUMBER(S):      _____________________________________________________

Race (circle only 1)


American Indian


Alaska Native

Asian




White




Black or African American
Native Hawaiian     
Other Pacific Islander

Declined to State
Ethnicity (circle only 1)

Declined to State

Hispanic or Latino 

Not Hispanic or Latino






Preferred Language
________________________________________


MUST BE COMPLETED

* What is your chief complaint? ___________________________________

* Are your current problems due to an injury/illness that is not related to Workman’s Comp or Auto Accident? Yes No 

If yes, immediately notify front desk personnel. 

List any past conditions not previously mentioned that you may have had in the past 5 years: _______________________________________________________________________________________________________

* Have you had Chiropractic Care Before Yes

No; If yes, date of last treatment ____________________; what the 
treatment was for: _____________________________.
HABITS








       






Current Every Day Smoker





Current Some Day Smoker
Former Smoker








Never Smoker
Drinking

Alcohol: (Cups/day): _____


Coffee

Cups/Day: _______


Soft Drink
Bottles or Cans/Day: _____  

Water

Cups/Day: _______


EXERCISE          None    Moderate     Daily       
PATIENT INTAKE FORM – 2

PERSONAL AND FAMILY HISTORY



   Diabetes    Cancer     Back Pain      Other

Self               
Mother         
Father          
 Sibling(s)    




Are you currently taking any medication (prescription or over-the-counter)? Yes  No            
    If Yes, please indicate the following:

Medication: _____________________________

Medication: ______________________________

Medication: _____________________________

Medication: ______________________________

Medication: _____________________________

Medication: ______________________________

                                (additional please record on back of this page)

* Have you taken any medications in the past year which is currently not previously listed: Yes  No  
   If yes, which ones? 


* Do you have allergies to medication? Yes  No  
    If Yes, please indicate the following:

Allergy: ____________________________________
Allergy: ____________________________________
Allergy: ____________________________________
Allergy: ____________________________________
Allergy: ____________________________________
Allergy: ____________________________________
* Have you ever had any surgeries? Yes  No  (If yes, please enter the approximate date of surgery.)

    Date








    Date 









     Date

__________ Back Operation;
___________ Hernia;
__________ Gall Bladder;

__________ Female Organs; 
___________Thyroid;
__________Stomach

__________ Joint  (Describe) ________________________ Other 


* Have you ever had X-rays taken? Yes  No  When? 
 By Whom? 


For what ailments were these X-rays taken? 


OpERations And Procedures

Please check the box for each current or past symptom listed.   





    EYE/EAR
  GENERAL SYMPTOMS




  GASTRO-INTESTINAL

NOSE/THROAT

         RESPIRATORY

 Allergy (What) ____




 Belching or Gas


 Asthma



 Chest Pain

     ________________




 Colon Trouble


 Deafness



 Chronic Cough

 Bronchitis 






 Constipation



 Earache



 Difficulty Breathing 

 Chills
(Constant)




 Diarrhea




 Ear Discharge

 Spitting Blood

 Convulsions






 Gall Bladder Trouble

 Ear Noises


 Spitting Phlegm
 Dizziness






 Hemorrhoids (piles)

 Thyroid Problems



 Fainting







 Jaundice




 Frequent Colds

  
GENITO-URINARY

 Fatigue







 Liver Trouble


 Hay Fever



 Bed Wetting

 Headache






 Nausea




 Nasal Obstruction

 Blood in Urine
 Loss of Sleep





 Stomach Pain


 Nose Bleeds



 Frequent Urination

PATIENT INTAKE FORM – 3
OpERations And Procedures - CONTINUED
 Loss of Weight





 Vomiting



 Pain in Eyes



 Inability to Control

 Nervousness






 Vomiting Blood


 Poor Vision



Urine

 Night Sweats





 Heart Burn



 Blurred Vision


 Kidney Infection

 Numbness or Pain




 Bloody Stools


 Sinusitis




 Kidney Stones

    in arms/legs/hands




 Acid Reflux



 Sore Throats



 Painful Urination 

 Wheezing






 Irritable Bowel


 Tonsillitis



 Prostate Trouble

Muscles & Joints


    


Cardio-Vascular
         
Skin or Allergies
   
For Females Only

 Backache






 High Blood Pressure

 Bruising Easily


 Cramps

 Foot Trouble






 Low Blood Pressure

 Dryness




 Hot Flashes

 Hernia







 Chest Pain



 Eczema




 Irregular Cycle

 Pain Between





 Heart Trouble


 Hives or Allergy


 Painful Periods

Shoulders






 Poor Circulation


 Itching




 Vaginal Discharge

 Painful Tail Bone




 Rapid Heart



 Sensitive Skin


 Pregnant Now? 

 Stiff Neck






 Slow Heart



 Skin Eruptions


_______ Last Pap Date 

 Spinal Curvature





 Strokes











_______ Last Menstrual Cycle 
 Swollen Joints





 Swelling Ankles



 





 

 Tremors







 Varicose Veins


Do you have or have you had any of the following diseases?

Appendicitis

Anemia


Heart Disease

Arthritis


Pneumonia

Measles

Goiter

Epilepsy


Rheumatic Fever

Mumps


Influenza


Mental Disorder

Polio


Chicken Pox

Pleurisy



Lumbago


Tuberculosis

Diabetes

Alcoholism

Eczema


Whooping Cough

Cancer


Venereal Disease
HIV Positive


I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of chiropractic health care, and I give authority for these procedures to be performed.  It is understood and agreed the imaging is for examination only and the negatives will remain the property of this office, being on file where they may be viewed.

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me.  Any amount authorized to be paid directly to GRUMISH CHIROPRACTIC OFFICES will be credited to my account on receipt.  However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.
Patient’s/Guardian’s Signature: ____________________________________________________    Date: ______________________

Please Print Name of Patient/Guardian ______________________________________________














































































For Office Use Only


Date: _____________________


Acct #:____________________


Driver License Scanned  _____


Insurance Card Scanned _____


Medicare Card Scanned  _____


                                     09/2012


























June 2014
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