
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



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



