| Oak Springs Chiropractic:
A Creating Wellness
| Center

New Practice Member Intake Form

Name: Called Name:

Address: City:

State: Zip Code: Date of Birth: Age:

Home Phone: Cell Phone:

Work Phone: Social Security #: - -
( ) Single ( ) Married ( ) Divorced ( ) Separated ( ) Widowed Occupation:

Email:

In case of an emergency, please contact: Name:

Relationship: Phone:

Whom may we thank for referring you to our office?

Your Health Profile

Primary Complaint (List one only):

Onset:

Presentation:

Quality - pain type:

omild omoderate osevere woaching oburning odeep odull onagging onumbing opiercing
opins and needles oraw osharp oshooting ostabbing astinging osuperficial othrobbing oother
Location: oleft oright oboth

Severity 0-10:

with activity without activity with work activity without work activity
Frequency of Pain: % of awake time sporadic intermittent constant
occasional persistent constant but varies none other

Aggravating factors: obearing weight obending ocoughing odriving oexercise ohousehold chores
olying on back olifting olooking down olooking up o©movement oreaching oresting orotating head
grotation oscooping ositting osleeping osneezing ostair stepping ostanding ostooping ostraining
otwisting otyping owalking oworking

Relieving factors: oadjustment provided otopical analgesic applied o lying on back with knees up
oexercises/stretched o©heat oibuprofen oice olying down oleaning against a support omedication
omovement occurs ©ono movement occurs  oresting ositting ostanding owatching TV
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Pain radiates to: oneck omiddle back oupper extremities olower back olower extremities
Pain is worse in the: omorning oafternoon oevening

Activities of Daily Living - Difficulties: oChild Care oComputer oDancing oEating oSleeping
oWalking oYard Work oShopping o©Sexual Intercourse oHobbies oSporting Activities oHousehold
Duties oPlay with Child oDriving o©Social Activities oReligious Events o©Gardening oWorking
oExercising oExercise Class oGym Class ©Jogging oMowing Lawn oPaperwork o©Racquet Ball
oReading oHockey oSitting oStanding oSwimming oUp/Down Stairs oVacuuming oWashing the

Car oWashing Windows oWeeding oWeight Lifting oOther

Secondary Complaint (List one only):
Onset:
Presentation:

Quality - pain type:

omild omoderate osevere woaching oburning odeep odull onagging ocnumbing opiercing
opins and needles oraw osharp oshooting ostabbing astinging osuperficial othrobbing oother
Location: oleft oright oboth

Severity 0-10:

with activity without activity with work activity without work activity
Frequency of Pain: % of awake time sporadic intermittent constant
occasional persistent constant but varies none other

Aggravating factors: obearing weight obending occoughing odriving oexercise ohousehold chores
olying on back olifting olooking down olooking up omovement oreaching oresting orotating head
grotation oscooping ositting osleeping osneezing ostair stepping ostanding ostooping ostraining
otwisting otyping owalking oworking

Relieving factors: oadjustment provided otopical analgesic applied o lying on back with knees up
oexercises/stretched oheat oibuprofen oice olying down oleaning against a support omedication
omovement occurs ©ono movement occurs  gresting ositting ostanding owatching TV

Pain radiates to: oneck omiddle back ocupper extremities olower back olower extremities
Pain is worse in the: omorning oafternoon oevening

Activities of Daily Living - Difficulties: oChild Care oComputer oDancing oEating oSleeping
oWalking oYard Work oShopping oSexual Intercourse oHobbies oSporting Activities oHousehold
Duties oPlay with Child oDriving o©Social Activities oReligious Events oGardening oWorking
oExercising oExercise Class oGym Class ©Jogging oMowing Lawn oPaperwork ©Racquet Ball
oReading oHockey oSitting oStanding oSwimming oUp/Down Stairs oVacuuming oWashing the
Car oWashing Windows oWeeding oWeight Lifting oOther

Other:

oHeadache oMigraine oBalance Loss oBlurred Vision oConstipation oCramps oDeep Chest Pain
oDepression oDouble Vision oLight Headed o©Memory Loss o©Shortness of Breath oSensitivity to
Light oRinging In Ears oHearing Loss oLoss of Sleep oFainting oLoss of Appetite oHeartburn
olndigestion oNervous Stomach oNausea w©0Gas oDiarrhea oFatigue oGrind/Grate Teeth
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olrregular Heartbeat alrritability olLimitation of Movement oNervousness oNumbness oPins &
Needles oOPMS oSpasm o Stiffness oTemperature oTension oSwollen Ankles oOther

Family History of Disease (including cancer, heart disease, stroke or diabetes) and age of any immediate
family members (parents or siblings):

Relationship Cause of death Age of death

Surgeries:

Date Type Reason for surgery

Previous injuries, trauma or fractures (please give type and date):

Medications (including over the counter drugs):
Medication & Dosage Reason for taking

Nutritional Supplements you are currently taking:
Supplement & Dosage Reason for taking

Allergies:

Stress History

Please indicate whether you have ever experienced stress in any of the following areas. Your answers will
enable us to determine which factors have contributed to your present health condition/concerns.

Childhood

Repeated/Prolonged AntibioticUse Y N Inhaler Use Y N

Car Accident Y N Prescription Medications Y N

Childhood Illness Y _ N Surgery Y _ N

Fall/Jump from a Height<3feet Y N Vaccinations Y N
Y N

Fall/Jump from a Height > 3 feet Y N Youth Sports
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Head Trauma Y N Other Traumas (physical or emotional)

Teen/Adult

Alcohol Consumption Y N Inhaler Use Y N
Repeated/Prolonged Antibiotic Use ___ Y N Prescription Medications Y N
Car Accident Y N Smoker Y N
Coffee Drinker Y N Surgery Y N
Drug Use/Abuse Y N Contact Sports Y N
Fall/Jump from a Height Y N Extreme Sports Y _ N
Head Trauma Y N Workplace Stress Y N
Home Environment Stress _ Y __ N Other Traumas (physical or emotional)

Please CHECK AND EXPLAIN any of the following you have had in the last 12
MONTHS AND/OR EVER RECEIVED TREATMENT FOR:

MUSCULO-SKELETAL: Check and Explain ____ Low Back Pain Pain Between Shoulders Neck Pain Arm Pain

Joint Pain/Stiffness Walking Problems Difficult Chewing/Clicking Jaw General Stiffness Not Applicable

GENITO-URINARY: Check and Explain Painful/Excessive Urination Discolored Urine Bladder Trouble
Not Applicable

CARDIO-VASCULAR- RESPIRATORY: Check and Explain Chest Pain Irregular Heartbeat Blood
Pressure Problems Heart Problems Varicose Veins Ankle Swelling Stroke Lung Problems/Congestion
Shortness of Breath Not Applicable

NERVOUS SYSTEM: Check and Explain Nervous Numbness Hearing Difficulty Forgetfulness
Stress Fainting Confusion/Depression Dizziness Paralysis Cold/Tingling Extremities Convulsions
Not Applicable

EYES, EARS, NOSE, THROAT: Check and Explain Vision Problems Dental Problems Sore Throat Ear
Aches Stuffed Nose Not Applicable

GENERAL: Check and Explain Fatigue Allergies Headaches Fever Not Applicable
MALE / FEMALE: Check and Explain Menstrual Irregularity Menstrual Cramps Vaginal Pain/Infection
Breast Pain/Lumps Prostate/Sexual Dysfunction Not Applicable  Other:

GASTRO-INTESTINAL: Check and Explain Excessive Thirst Frequent Nausea Vomiting Black/Bloody

Stools Poor/Excessive Appetite Constipation Hemorrhoids Colitis Liver Problems Gall Bladder Problems
Weight Trouble Abdominal Cramps Diarrhea Heartburn Gas/Bloating after Meals Not Applicable
Please check and explain any of the following illnesses you have ever had: Cancer Diabetes
Mental Disorders Pneumonia Heart Disease Rheumatic Fever Small Pox Pleurisy ___ Polio

Chicken Pox Arthritis Tuberculosis Epilepsy Anemia Measles Whooping Cough Mumps
Thyroid Disorder Not Applicable

Which best describes your reason for consulting our office?
I have a specific concern and require help with this concern.
| want to ensure that my health concerns do not become an ongoing problem that will impact my future
health.
| want to be healthier five years from now than | am today.

Patient’s Signature Date
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