Collins CHIROpRACTIC CENTER - NEW PATIENT INTAKE FORM

NAME: TodAy’'s DATE: - -
AddREss: City: STATE: _____ ZIp:

PHONE HOME: WORK: CeEll:

EmaAil: SociAl SECURITY #:

DATE OF BIRTH: - - AGE: ____ MarITAL StATUs: OdMARRIED ASIngle DWidow

EmployER/AddRESs:

WHO IS YOUR PRIMARY CARE PHYSICIANT

How WERE YOUu REFERREA TO OUR OFFICE?

INSURANCE:

NAME OF YOUR INSURANCE COMPANY:

NAME OF THE INSUREd: DATE OF BIRTH: - -

CHIROPRACTIC:

HAVE you pRrEviously beeNn uUNdER cHIROpRACTIC cARE? YEes LNo

IF you ANSWEREd “YES”, WHEN WAS YOUR |AST VISIT TO THEIR OFFICE?

WHAT WERE YOU TREATEd FOR?Y

PATIENT COMPLAINT:

WHAT complAINT(S) DROUGHT you TO OUR OFFICE?

WHEN did THE cOMpPILAINT(S) FIRST bEGINT

IF you kNOW, WHAT WAS THE CAUSE OF YOUR COMPIAINT(S)?

WHO EISE HAS TREATEd yOU FOR THIS cOMPILAINT(s)?




ARE you beINGg MmEdicATEd FOR THIS complainT(s)? UYes UNo
CHARACTER: USHArRp UDull UBurNning UNumb UTingling DGripping USHooTING
Frequency:dConstanT>7 5 % UFREQUENT> 50% U OccasioNnal>2 5% UINTERMITTENT<2 5 %

WHAT TIME OF dAYy IS YOUR COMPIAINT(S) WORSE?

WHAT MAKES YOUR cOMPIAINT(S) WORSE?

WHAT MAKES YOUR cOMPIAINT(S) DETTER?

Is your condiTion: UBeTTer UWorse QUNcHANGEd
HAVE you lost ANy WORK duEe 1O THIs condiTion? OYes UNo  IF “YES”, HOW MuUCH?
WHAT HOME CARE ARE YouU PRESENTLY usiNGg? UHEAT Uice URest UMedication UNonNE

Is YOUR coOMPpPILAINT THE RESULT OoF AN AuTOomoObile Accident? OYes UNo

IF you ANSWEREd “YES”, WHEN WAS THE MOST RECENT ACCIAENT?

Is YOUR cOMPIAINT THE RESULT OF A work REIATEd INjurRy? UYEeEs UNo

IF you ANSWEREd “YES”, WHEN WAS THE MOST RECENT INJURY?

IF FEMALE, ARE YOU PREGNANT OR A possibility oF being prReGNANT? UYEs UNo

WHAT WAS THE dATE OF YOUR lAST MENSTRUAL pERIOd? - -

WHAT MEdICATIONS ARE YOU PRESENTlLY oN ANd WHAT cONdITION(S) ARE THEY FOR?

ATTESTATION, REOQUEST ANd CONSENT FOR TREATMENT:

| ATTEST THAT THE ADOVE INFORMATION IS TRUE ANd CORRECT ANd pRovided by MYselF FOR
THE bENEFIT OF DR. JEFFREY W. Collins ofF THE Collins CHIROPRACTIC CENTER SO THAT HE

MAY DETTER UNAERSTANd MYy cONAITION. | REQUEST ANd GIVE MY CONSENT TO bE TREATEd by
DR. JEFFREYy W. ColliNs.

PATIENT'S SIGNATURE TodAay’'s DATE




Collins Chiropractic Center - New Patient Intake Form



Name: ____________________________________ Today’s Date: ___-___-___

Address: _____________________ City: ___________ State: ___ Zip: ______ 

Phone Home: ______________ Work: ______________ Cell: ______________

Email: __________________________   Social Security #: ________________

Date of Birth: ___-___-___ Age: ____ Marital Status: Married Single Widow

Employer/Address: ________________________________________________ 

Who is your Primary Care Physician? __________________________________

How were you referred to our office? __________________________________



INSURANCE:

Name of your Insurance Company: _____________________________________

Name of the insured: ________________________ Date of Birth: ___-___-___



CHIROPRACTIC:

Have you previously been under chiropractic care? Yes No

If you answered “Yes”, when was your last visit to their office? ________________ 

What were you treated for? _________________________________________



PATIENT COMPLAINT:

What complaint(s) brought you to our office? ____________________________

______________________________________________________________

______________________________________________________________

When did the complaint(s) first begin? __________________________________

If you know, what was the cause of your complaint(s)? ______________________

______________________________________________________________

Who else has treated you for this complaint(s)? ___________________________

______________________________________________________________

Are you being medicated for this complaint(s)? Yes No

Character: Sharp Dull Burning Numb Tingling Gripping Shooting 

Frequency:Constant>75%Frequent>50%Occasional>25% Intermittent<25%

What time of day is your complaint(s) worse? ____________________________

What makes your complaint(s) worse? __________________________________

What makes your complaint(s) better? __________________________________

Is your condition: Better Worse Unchanged

Have you lost any work due to this condition? Yes No   If “Yes”, how much? ____

What home care are you presently using? Heat Ice Rest Medication None

Is your complaint the result of an automobile accident? Yes No

If you answered “Yes”, when was the most recent accident? ___________________

Is your complaint the result of a work related injury? Yes No

If you answered “Yes”, when was the most recent injury? _____________________

If female, are you pregnant or a possibility of being pregnant? Yes No

What was the date of your last menstrual period? ___-___-___

What medications are you presently on and what condition(s) are they for? 

______________________________________________________________

______________________________________________________________





ATTESTATION, REQUEST and CONSENT FOR TREATMENT:

I attest that the above information is true and correct and provided by myself for the benefit of Dr. Jeffrey W. Collins of the Collins Chiropractic Center so that he may better understand my condition.  I request and give my consent to be treated by Dr. Jeffrey W. Collins.    



______________________________________________________________

Patient’s signature	Today’s Date



