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€ Health Intake Form
Date: Referred by:

Patient Name: Social Security #:
Home/Work #: Cell #: Email: Birth Date:
Address: City: State: Zip:

Occupation & Employer:

Marital Status: OMarried QSingle O Divorced OWidowed Number of Children;

Significant Other’s Name: Significant Other’s Occupation:

Have you previously had Chiropractic Care? If yes, when? Did it help?

List your chief complaints in order of severity:

1. For how long?
2. For how long?
3. For how long?

Please describe work activities that may be causing your complaint

Please explain any other activities outside of work, which may have caused these complaints?

If this is due to an injury or accident, when did it happen?

Has this problem been getting better, worse, or staying the same?

What activities make your condition worse?

Have you been involved in an auto accident in the last 12 months?

Medications you take now: QAspirin  QPain Killers QTranquilizers Qlnsulin  QBirth Control Pills  QOther (please list)

People see Chiropractors for a variety of reasons. Some go for relief of pain, some to correct the cause of pain and others for correction of whatever is
malfunctioning in their bodies. Your doctor will weigh your needs and desires when recommending your program of care. Please check the type of care desired so
that we may be guided by your wishes whenever possible.

O RELIEF CARE: Symptomatic relief of pain or discomfort

O CORRECTIVE CARE: Correcting and relieving the cause of the problem as well as the symptoms

U COMPREHENSIVE CARE: Bring whatever is malfunctioning in the body to the highest state of health possible with Chiropractic care

O | want the Doctor to select the type of care appropriate for my condition

Patient signature:

Additional Information on other side>



If you are in pain, please mark the exact location of your pain on the diagram below. Also describe the type and frequency of your pain, as well
as any activity, which brings on or aggravates the pain. For example, describe as dull, sharp, constant, off & on, when standing, when sitting, etc.

Check appropriate squares (x) past or (v) present condition:

UHeadaches WMental, emotional conditions QBursitis UKidney troubles
WNervousness QConvulsions UThyroid condition UConstipation
Qinsomnia UAcne UAsthma UColitis

UHead colds UEczema UCough UDysentery

UHigh blood pressure UHay Fever UDifficult breathing UDiarrhea
OMigraines QAdenoids QShortness of breath URuptures
QNervous breakdown QHearing loss UHeart condition UHernias

QChronic tiredness URinging ear WBronchitis UCramps
UDizziness QLaryngitis QPleurisy QVaricose veins
QSinus troubles UHoarseness WPneumonia UBladder troubles
UEye problems USore throat WCongestion WMenstrual problems
UExcessive sweating OTonsillitis Qinfluenza UMiscarriages

UEar ache UCroup UGall bladder condition UBed wetting
QUIcers QPoor circulation WJaundice UlImpotency
WStomach troubles WSwollen ankles UShingles UChange of life symptoms
Qindigestion UCold feet ULiver condition UKnee pain
WHeartburn WWeakness in legs UFever USciatica

OGastritis QLeg cramps ULow blood pressure UDifficult urination
OLowered resistance UHemorrhoids (piles) UAtrthritis UPainful urination
UDiabetes UFrequent urination

PATIENT AUTHORIZATION REGARDING OUR OPEN DOOR ADJUSTING ENVIRONMENT, SIGN-IN, SHEETS, TRAVEL CARD
USE AND PATIENT RECORD OF DISCLOSURES.

Our office uses travel cards and provides care in an “open door” adjusting environment. Adjustments are done in an open adjusting area. As a
result patients are in sight of each other and some ongoing routine details of care may be in earshot of other patient’s and staff. This environment
is used for ongoing care and is not the environment for taking patient’s histories, performing examinations or presenting report of findings. These
procedures are done in a private, confidential setting. If you choose not to be adjusted in an open-door adjusting environment, other arrangements
will be made for you. Your signature below indicates your authorization for this activity. In addition your signature below authorizes us to
contact you at all the phone numbers/address you list on this intake form. If you do not wish to be contacted at any listed numbers/address, please
let us know.

Patient’s Signature Date

I have been offered a copy of the Café of Life’s HIPAA privacy act, and I may obtain one for my personal use at any time.

Patient’s Signature Date




