
PiN NACLE
C H IR O PHA CTIC

Patient Intake Form

Middle Initial Last NameFirst Name

Address

City

Leave Message on: (Circle one)

Home Phone (_) -

Cell Phone (*) __ -

Date cf Birth /

Social Security Number:

Employment Status: Employed

Emnlaver Dat*

Zip Code

Cell Work Don't leave messages

Email

State

Sex: Male

Marital Status:

Unemployed FT Student

Female

Single Married Other

PT Student Other

Employer

Your Occnpation

Soouse Data

First Neme Middle Initial Last Name

WorkPhone L_-)Home Phone t_*-}
Spouse Dtte of Birth

Emersencv Contact -J-J-
Contact Name

Contact Ifome Phone (_)

Relationship to Patient

Doctor's Siguature

CeH Phone L_J



How did you hear ahout our oflice?

Medical Conditions: (Circle all that apply to you)
Arthritis
Hypertension
Other

Surseries: (Circle all that apply to you)
Appendectomy
Joint Replacement Prostate

Cancer Diabetes Heart Disease

Psychiatric Illness Skin Disorder Stroke
Fibromyalgia Asthma Osteoporosis

Cardiovascular procedure Cervical spine Hysterectomy
Lumbar spine Gall Bladder
Thoracic spine Knee

Gastro-intestinal Uro-genital Hernia
Breast Augmentation Other

Allqrsies: (Circle all that apply to you)
Mold Seasonal Milk or Lactose Animal
Chemical Sulfites WheatlGlutens Other

Social l{istory: (Circle all that apply to you)
Caffeine use: occasional often nevsr
Drink Alcohcl: occasional often never
Exercise: occasional ofteu nevet
Drink Water: <64 azJday >64 ozlday never
Cigarettes: <1 pack/day >1 pack/day neyer
Sleep: <8 hours/night >:8 hourslnight Insomnia
Other

Familv Historv: (Circle all that apply)
Arthritis: Parent Sibling
Catcer: Parent Sibling
Diabetes: Parerrt Sibling
Heart Disease Parent Sibling
Hypertension Parent Sibling
Stroke Parent Sibling
Thyroid Parent Sibling
Other

Oceupational Acfivities: (Circle one that best describes your job descripion)
Administration Business Owner Clerical/Secretary Computer User
Heavy Equiprnent operator DaycarelChildcare Construction Health Care

Food Service Industry Medium Manual Labor Manufacturing Horrre Services

Heavy Manual Labor Light Manual Labor Executive/Legal Housekeeper
Other

Doctor's Signature

Brain
Carpal Twnel

Shoulder

Patient Name Date



Patient Name

ere you are experiencing the following

T=Tingling A:Dull Ache
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By Using the key below, indicate on the body diagram wh
symptoms:
N=Numbness B=Burning S=Sharp
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Average Pain Intensity:
Last24 hours: no pain 0 1 2 3

Past week no pain 0 1 2 3

Does anything improve your pain?

When did your symptoms hegin?

Are your symptoms a result of:

7 8 I 10 worst pain
7 8 9 10 worst pain

lf Yes, please list:

Motor Vehicle Accident Work related Accident

456
4s6
Yes No

Haw did your symptoms begin?

How often do you experience your symptoms?

What describes the nature of your symptoms?

Constantly
g6-rc0% of the day)

Frequently
(51-75% of the day)

Ache
Tingling

Occasionally
Q6-5A% of the day)

Numh
Throbbing

lntermiuently
(A-256/o of the day)

Shatp
Buming

Doctor's Signature

Patient Name

Shooting
Other

Date


