CCC Chiropractic New Patient Intake Form

Patient Data

Date

Title: (Check one) Mr. Mrs. Ms, Miss Dr. Other

First Name Middle Initial ____ Last Name

Address Line 1

Address Line 2

City State Zip Code

Home Phone ( ) -

Work Phone ( ) -

Cell Phone ( ) -

Email

Date of Birth / /

Sex: Male Female

Social Security Number: -

- Marital Status:  Single Married  Other

Employment Status:  Employed

Spouse Data

Unemploved  FT Student  PT Student Other

First Name

Home Phone ( ) =

Middle Initial Last Mame

Work Phone ( ) -

Emplover Data

Name

Your Occupation Your Job Description
Address

City State Zip Code
Emergency Contact

Contact Name

Relationship to Patient

Contact Home Phone ( )

- Cell Phone ( ) -

Doctor's Signature




it Mame

How did you hear about our office?

Medical Conditions: (Check all that apply to you)

Arthritis Cancer Diabetes
Hypertension Psychiatric lllness Skin Disorder
Other

Surgeries: (Check all that apply to you)

Appendectomy Cardiovascular procedure  Cervical spine
Joint Replacement Prostate Lumbar spine
Brain Shoulder Thoracic spine
Carpal Tunnel Gastro-intestinal Uro-genital
Other

Allergies: (Check all that apply to you)
Eggs Fish and Shellfish Milk or Lactose
Soy Sulfites Wheat/Glutens

Social History: (Check all that apply to you)

Caffeine use: occasional often never

Drink Alcohol: océasional often nevVer

Exercise: occasional often never

Chew Tobacco: occasional often never

Cigarettes: <{ pack/day =] pack/day never

Wear Seat Belts:  occasional always never

Other

Family History: (Check all that apply)

Arthritis: Parent Sibling

Cancer: Parent Sibling

Diabetes: Parent Sibling

Heart Discase  Parent Sibling

Hypertension  Parent Sibling

Stroke Parent Sibling

Thyroid Parent Sibling

Other

Occupational Activities: (Check one that best describes your job description)

Administration Business Owner Clerical/Secretary
Heavy Equipment operator Daycare/Childcare Construction
Food Service Industry Medium Manual Labor Manufacturing
Heavy Manual Labor Light Manual Labor Executive/Legal
Other

Doctor’s Signature

Heart Disease
Stroke

Hysterectomy
Gall Bladder
Knee

Hemia

Peanuts
Other

Computer User
Health Care
Home Services
Housekeeper



Patient Name Date
Review of Systems — (Check box if you have had trouble with any of the following, circle NO if none)
Cardiovascular Mo | Respiratory Mo | Allergic/Immunologic No
D Past | Present Past | Present Past | Present
Poor Circulation Asthma Hives
Hypertension Tuberculosis Immune Disorder
Aortic Aneurism Short_Breath HIV/AIDS
Heart Disease Em Al Shots
Heart Aunack ColdFlu Cortisone Use
Chest Pain Cough
| High Cholesterol Wheezing
Pace Maker Ear, Nose and Throat Mo
Jaw Pain Eyes Mo | _ Past | Present
Irregular Heartbeat Past | Present Difficulty Swallowing
Swelling of legs Gilaucoma Dizziness
Doukble Vision Hearing Loss
Genttourinary Mo | Blured Vision Sore Throat
iy Past | Present Mosebleeds
| Kidney Disease Psychiatric i _ Mo | Bleeding Gums
Burning Urination Past | Present Sinus Infections
Frequent Urination Depression
Blood in Urine Anxiety Gastrointestinal No
Kidney Stones Stress == _Past | Present
Lower Side Pain Gall Bladder Problems
Endoerine Mo | Bowel Problems
Neurologic e Mo | Past | Present Constipation
Past | Present Thyraid Liver Problems
Stroke Diabetes Ulcers
Seizures Hair Loss DHarrhea
Head Injury - Menopausal MNauseaVomiting
Brain Aneuryam Menstrual Bloody Stools
Mumbness Poor Appetite
Sewvers Headaches Hematologic No
Finched Nerves Past | Present Musculoskeletal No
Parkinson's Hepatitis Past | Present
Carpal Tunnel Bloed Clots Crout
Vertigo Cancer Arthritis
Bruising Joint Stiffness
Consiitutional Mo | Bleedi Muscle Weakness
Past | Present Fever, Chills Osteoporosis
Sweating Broken Bones
Weight Lossa/Gain Joints Replaced
Low Energy Level
Difficulty Sleeping

Please list all current medications being taken

Doctor's Signature




Patient Name Date
Are you pregnant? Yes Mo MNIA

By Using the key below, indicate on the body diagram where you are experiencing the following

symptoms:
N=Numbness B=Burning S=Stabbing T=Tingling A=Dull Ache

Describe your symptoms in order of severity, with worse symptom being #1:

When did your symptoms begin? Month Day Year

Are your symptoms a result of:  Motor Vehicle Accident  Work related Accident  Other

How did your symptoms begin?

How often do you experience your symptoms?

Constantly Frequently Oeccasionally Intermittently

(76-100% of the day) ($1-75% of the day) {26-50% of the day) {0-25% of the day)
What describes the nature of your symptoms?

Sharp Dull ache Numb Shooting

Burning Tingling Stabbing Other

————

Doctor’s Signature

4r



Patient Name

Date

How are your symptoms changing?
Getting better

Mot changing

Getting worse

Employment, ADL, and Recreation Information

Duteomes Assessment Tool Used

Score

Description of Work:

Condition's Effect On Job Performance: [ Mo Effect
O Mod/Sev (limised duty) 0 Sev (Do limiced dury)

£ M {painful can da)

Daily Activities: Effecis of Current Condition on Performance

Bending: 0 No Effect O
Care —Infirm Family: O Mo Effect O
Carrying Groceries: O WNo Effect O
Change Posn=5Sit-Stand: O No Effect O
Climb Stairs: O No Effect O
Diriving: O Mo Effect O
Extended Computer Use: 00 No Effect O
Feeding: O No Effect O
Household Chores: O No Effect O
Kneeling: O Mo Effect O
Lift Children: O NoEffect O
Lifting: 0O NoEffect O
Pet Care: "0 NoEffect O
Reading (Concentration); O Mo Effest O
Self Care—Bathing: O NoEffect O
Self Care—Dressing: O NoEffect O
Self Care-Shaving: 0 Mo Effect O
Sexual Activities: 0 MNoEffect O
Slesp: O Mo Effect O
Static Sitting: O No Effect O
Static Standing: O No Effect O
Walking: O Me Effect O
¥ ard Work: O Mo Effect O

Mild
Mild
Mild
Mild
Mild
Mild
Mild
Mind
Mild
Mild
Mild
Mild
Mild
Mild
Pild
Pild
Md
pild
Bl
Mild
Mild
pild
Bl

Painful (Can do) O Mod Painful (Limited)
Painfil (Can do) O Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do} O Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do) 0 Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do) O Mod Painful {Limited)
Painful (Can da) O Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limited)
Painful (Can do) O Mod Painful {Limited)
Painful (Can doy O Mod Painful {Limited)
Painful {Can do) O Mod Painful (Limited)
Painful (Can do) 0 Mod Painful (Limited)
Painful (Can do) 0 Mod Painful (Limited)
Painful {Can do) 0 Mod Painful (Limited)
Painful (Can do) 0 Mod Painful (Limited)
Painful (Can do) 0 Mod Painful (Limited)
Painful (Can do) O Mod Painful (Limied)
Painful (Can do} O Mod Painful (Limited)
Painful (Can do} O Moed Painful (Limited)

Recreational Activity: Efects of Corrent Condition on Performance

Doctor’s Signature

O Mod {painl limited abilsty)
0 Sev {can's do limited duty)

Sev Unable to Perform
Sev Unable to Perform
Unable to Perform
Unakle to Perform
Unable to Perform
Unable io Perform
Unable to Perform
Sev Unable o Perform
O Sev Unable to Perform
0 Sev Unable to Perform
O Sev Unable to Perform
0 Sev Unable to Perform
[0 Sev Unable to Perform
0 Sev Unable to Perform
O Sev Unable to Perform
O Sev Unable to Perform
O Sev Unable to Perform
O Sev Unable i Perform
O Sev Unable to Perform
0 Sev Unable to Perform
0 Sev Unable to Perform
0 Sev Unable to Perform
0 Sev Unable to Perform

o
i
0 Sev
O Sev
O Sev
O Sev
0O Sev
o

0 NoEffect O Mild Painful (Can do} 0 Mod
O NoEffect O Mild Painful (Can do) O Mod
0 NoEffect O Mild Painful (Can do) 0 Mod

Painful (limited) O Sev Unable to Perform
Painful (limited) O Sev Unable to Perform
Painful (limited} O Sev Unable to Perform




Neck Index

ACH Goup, Ing.  Farm N0

Patfent Name

ACH g, b L Ciiie rov W7 000

This questionnaire will glve your provider information about how your neck condition affects your everyday life.
Plaasa answer every saction by marking the one statemant that applies fo you. If two or mare statements in one

section apply, please mark the one stafement that mos! dosely describos your problem.

Pain Intensity

i | v e e il B sl

T The pain s vary mild ol T mamant

2+ Tha pain comes and goes and ls modersia,

(@ The pain is ity sevate & he momest

@ The pain ks very sevars al the moment

(@ The pain & the worst imaginable o the momant.

Sleaping

& | haves nid inoushiie slbeging.

(D My inep i sighty distrbed (leas fhan 1 hour Sioapinss).
@ My sty i mllly disturied (1-2 hours sheopioss),

@ by e i mmncleraiedy disturbed (21 hours sisopless).
@ by s i greaty disturbed (3-8 houry sioapioss).

& by sloa is complstely divhurbed (37 hours sisepiom)

Reading

D | e rasd B8 meach &5 | want wilh no reck pan.

(0 1 ican rend mg much as | wast with slight neck pain.

@ | can rad a8 moch as | wank with modenals neck pain.

D | cansol rad a8 much 54 1 wand beciuss of moderals nack pais.
@ | can hardy mad ol ol becauts of bévers fsck pain

| cornnl nad o o bacauss of neck pain.

Concentration

@ | can concentrate haly whan | wani with no &fficuity,

) §ean concenrats filly el | want with elight difiulty
@ 1 harew & air cegyres of dficlty conceniraling whan | want
& | haren 3 ok of Aty concenitating when | wmanl

@ | have o pread deal of dFicy concentrating whan | wanl
& | cannel concasirain ot sl

Work

{0 1 o do a8 mesch wark as | want

D 1| o ony do oy U work but o mons,

2 \can only do most of my ususl work Bt nt more.
@ | eanral do my ol work

@ | can hardy do any wok at sl

@ | cannct do ey work at 21,

Personal Care

4 | e ook afar myssll nomally withoul causing exim pain.
) | con ook afier mrynsd normally bl § couses s pain,
@ Ui pairdul b ook afler mrysel snd | em slow’ and camful
& | nead woma hils bl | manege mol of my pemonal cams
@ | road help every day in modl sspects of sl cam.

(&) | o ruok gt creesmad], | wash with diffioulty and stay i bad.

Lifting
() | caan 19 iy walghts Tk ectrn paaln,
(@) | can B hesgvyr wealghls bul it causes et pain,

@ Pain prevents ma from [Pisg hay weighla of e fioor, bt | cn manegs
i thary nr cormanianily poaifoned (6., of & tbls).

& Pain prevants me from Wieg hady woighls off the fioor, Bul | can mansgs
gt i madiam waighta if they e conveniently posiionad.

@ | can canly 1R vy Bght woights,

& |-cannol I or camy mryhing ol ol

Driving
@ | can drive my car withoul anry neck pain.
D | con e miy car 58 kg . | want with alighl nisck pain.

D | can drive my core a5 long 85 | wanl with maderass nack pain.
@ | carnol drive my car g long a3 | wand Becauss of moderais neck fals.
& | can harly detve al 8l Bacausa of sevene nack pen.

B | cannol drive my car ot all bacawsa of neck pain,

Recreation

@ | pbln o agags in 41 my mecreation: aciiviies withoo meci pein.
0 1 o bl Ao b I ol my eual recreation aciiies with some neck pain.

@ | s abls ko ergage in mast but not oll my usual reorsation actities becausa of neck pain.
i3 | am only sbie o engage |n & few of my usasl recrealion ecivilies because of fsck pain,

@ [ can hardly do py recrestion aciitiss becsuse of neck pain,
B | cannol d sy recrealion scvies al all

Headaches

{0 1 no haiachies &1 ol

D I hew eight eadaches which coms freguenty.

@ 1 have moderate headaches: which coma infrequanty.
@ | harew modorale hasdaches which come fraquenty,
@} 1 hirvw sivenin hisacdiachag which come fmeually,

A8 1 b Besntachen. abcesl i e,

Neck

!Inﬁuﬂnﬂi-[ﬁmulﬂmmu!mmuﬂhlItlimunlnhmd:ﬁ]lﬂm|

index
SCOn




Back Index

ACH Qroup, . Fors DH100

Patient Name

AL e, . L Oedy e 3TTRE

Date

This questionnaire will give your provider information about how your back condition affects your everyday iife.
Plaasa answer avery sechion by marking the one statement thel applies Io you. If two or more staterments in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ Tha gl cormes and poss and s very mild,

@) Tha pais b ik and doss nol vary much.

@ T putis covmas and goss mnd s modarts.

@ The pain is medersin snd dons nol vary much.
@ The pain comes snd goes and b vary e,
& The pain i very i and doas nol vary much.

Sleeping

0 | igel no pain in bad

(1) 1 et pain in besd but it does nol prevent ma from siseping well
D B of pain my normal slssp i reduced by lass fan 2%,
3 Bacauss of pain my nomall sleap b edusnd by las B S0%.
{0 Bacauss of pain my Aommal sieep i reducsd by les han 75%.
& Pain pewvents me bom shesging al sl

Sitting

@ 1ean ol in sy chair o long as [ lke.

(01 1 o by il i oy vl chaic s loeg aa | i,
@ Puin prwesnts me from siSng rore han 1 houe

{3 Puin prevents ma om siliag mors han 1/2 hou
& Pain pewvents me ram siliag mons than 10 minules.
& | evoid siting hacsums | incraases pai imrmadiately.

Standing

@ hean sland as long as | ward without pain,

(M §hav soms pain whils standing bot B Sow Bl Indfenss il Bme,

@ 1canaol stand tor konger Buan 1 hour iUt incraing pan,
i3 | canrol stand ks enger than 12 howr sithout inorsssing pain,

@ cannol siard for longer than 10 misglas withol! Indeasing pak.

i | awokd standing beciuss B Inomasas pais immadilsly.

Walking
@ | havm no pain whil walling,

D 1§ have mome pan whils walidag bt if doeen increase with distance.

D | cansed walk mons Ban 1 mile withoul incresaing pain
& | cannol walk mors than 11 mia without increasing pain.
W I cannot walk mors han 14 mila without increasing pain.,
& 1 cannol walk al & withou! incroasing pain,

Parsonal Care

@ 1 do nol hawe i changa. ey o washing or dressing in ondar o void pain,

@ 1 do red rrofmay change my wany of witshing of drssing even though 1 causes soma pan.
@ Washing and dressing incraases the pein but | manage not it change my way of dong &

D Waesbing and dressing incraases the pain and | fad K recessary to changs my way of doing I
I Bacauss of the pain | M LABSE 15 do woma washisg and drseng witoul haip.

() Bacausa of the pain | am unable 1o do any washing and drsssng wilhout heip.

Lifting

I can it by weighls withcut satma pain,
@ 1can R haryy woights bul it caumss exin pain.
@ Pain prevests ma from lifing hsery waights of tha floor,

& Pain provests ma fom ey hasvy welghts off e floor, bul | 654 manage
e s i

@ Pain o o g sy veeights off B i Rl
mr:m-#umumm

@ 1 can only I very light weighta.

Traveling

1D | ged no pasis whils travelng.

() 1 gl mewme gt il frmweling (0t recvvs of vy sl el of frved maakes  worsa,

@ | gotexira pan whils tavedng but I dots ol cause me 1o seok alermie forms of tnnvel
B | ol eccirn pain whila frrvaling which cousas ma b saak ARl fors of travel

@ Paln resiricts all orma of vl axcegl hat dona whis Bing down,

@ Painresmics ol frms ol el

Social Life

@ Wy social B s nosmal ied ghea ma no exdne pain,

@ Wy social B bs ol bt incrases the degees of pein.

@ Pates hasa v sbgniicant efect on my soclal B apent o Imiting my mom
(3 Puin bas resiricied my social Ba and | do nol go out very often.

@ Puin s resiricied my social B i my homa,

@ 1 harvw bardly any social e becauss of the pain.

Changing degree of paln

@ My pain s rapicly gatting Satier

(D Ny pusin Buchusles el ewarad B cefinitsly geting batar,
@ My pain seems 1o be geliing beter bul improverrent i slow.
@ My paiin s naither getfing Batier of worss,

@) My pain is pradually worsaning.

@ My pain ks rapidly worsening.

Back

index
|index Score = [Sum of all statements selectsd / (# of sections with @ statement selscted £ 5)] x 100|  Scors




Patient Name Date

Payment/] nformation:

Wheo is responsible for your bill? Self Health Insurance Spouse Worker's Comp
Auto Insur, Medicare Medicaid Other

Personal Health Insurance Carrier: Insur, Card ID #

Policy Holder's Mame: Group #

Policy Holder's Date of Birth ! f Primary Care Physician

W A m ation Injury { Auto [ al Injury:

Have you filed an injury report with your emplover? Yes  No Date: /1 Time: am / pm

IPAA Vil cti

I acknowledge that | have received and for have been given the opportunity to review this Chiropractic Office’s
Motice of HIPAA Privacy Practices for protected health information,

Print Patient’s Name

Patient"s Signature
Date

=1

Consent to Treat a Minor: (Minor's Printed Mame)

Guardian f Spouse’s Signature Authorizing Care
Date

SIGNATURE OF PHYSICIAN: Date:

HMS incakeQl 1510



