
Patient Intake Form 
Patient Information 
Full Name: Date: 

First Ml Last 

Address: City: . State: Zip: 

Age: Birth Date Female: Male: 

Social Security Number: xxx-xx- Ema il Address : 

Home Phone: Work Phone: Cell/Other 

I prefer to receive calls at (circle) Home/Work/Cell I am (circle) Under Agel8/Single/Married / Divorced/ Widowed/Separated 

Employer: Occupation: 

Business Address : City State· Zip: 

Spouse's Name: Spouse's Date of Birth : 

Emergency Contact: Emergency Contact Phone Number · 

Payment Information 
Person Responsible for Payment: 

Social Security Number: Phone: Date of Birth: 

Insurance Information 
Do you have health insurance7 __ Yes _ _ No 

Primary Insurance Secondary Insurance 
Insurance Company: Insurance Company: 

Policy Holder's Name: Policy Holder 's Name: 

Relationship to Patient: Relationship to Patient: 
Policy Holder's Birth Date: Policy Holder's Birth Date 

Group Number: Group Number: 

Policy ID Number: Policy ID Number: 

Please have your insurance card and driver's license ready so they can be copied for the clinic's records. 

Consent for Treatment 
Assignment & Release - By signing below. I a uchorize Fore Lauderdale Ch1ropract1c Cencer co release medical records required 
by my insurance compony{s) I auchorize my insurance compony(s) to pay benefits directly to Fort Lauderdale Chiropractic Center 
and I agree that a reproduced copy of this authorization will be as valid as the original. I understand that I am responsible for any 
amount not covered by my insurance. or any amount for a patient for wl11ch I am the guarancor I agree that/ will be responsible 
for any collection agency or attorney fees incurred. I understand chat by signing below, I am g1v1n9 written consent for the use and 
disclosure of protected health 1nformat1on for treatment, payment. and health care operations. 

By signing below. I give my consent for examination and che performance any tests or procedures needed. If patienc is a minor, by 
signing I give consent for exam1nat1on. tests and procedures for the above minor patient 

Signed Date 
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NAME 
DATE 

Medical History 

Describe the reason(s) for your doctor visit today: 

Are you here because of an accident? __________ What type? ____________ _ 

When did your symptoms start' How did your symptoms begin? _______ _ 

How often do you experience symptoms? (Circle one) Constantly Frequently Occasionally Intermittently 

Describe your symptoms? (circle all that apply) Sharp Dull ache Numbing Burning Tingling Shooting 

Are your symptoms? (Circle one) Getting better Staying the same Getting worse 

How do your symptoms interfere with your work or normal activities? _______________ _ 

Have you experienced these symptoms in the past? _____________________ _ 

History of Treatment 

Primary care physician: ______________ Phone: _____________ _ 

Date last seen: _______________ May we update them on your condition? _Yes_ No 

Have you seen a chiropractor before? _Yes_ No Who referred you to us? ____________ _ 

Have you seen another doctor for these symptoms? If yes, indicate name and type of medical provider: -----
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Health Questionnaire 

Patient Information 

Date: 

' Patient Name: Date of Birth: 

Height Weight: 

List all prescription, non prescription medications and other supplements you take as well as the associated condition: 

I 

List any surgeries or hospitalizations you have had complete with the month and year for each: 

List anything you are allergic to: 

Family History (list all major diseases such as cancer, diabetes, heart problems, bone/joint diseases and the relation to you of thJ 
individual): 

' 

Do you exercise? o Yes o No Hours per week What activity(s)? 

I 

Are you dieting? o Yes o No Since: Do you smoke? o Yes □ No __ packs per day. 

How many years have you been smoking? Do you drink alcoholic beverages? o Yes o No __ drinks per day. 

Do you wear? o Heal lifts o Arch supports o Prescription Orthotics ' 

' 

For women: Are you pregnant or nursing? o Yes o No If pregnant. How many weeks? 

Date of last menstrual period: 
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11 

Ii 
NAME 

DATE 

For the conditions below please indicate ff you have had the condition ln the past or If you presendy ban the condition. 

Past Present Condition Past Present Condition Past Present Condition I 0 0 Abdominal Pain 0 0 Elbow/upper arm pain 0 0 Liver /Gall Bladder 
Disorder 

0 0 Abnonnal Weight gain/los! 0 0 Epilepsy 0 0 Loss of Bladder 
Control 

0 0 Allergies Headache 0 0 Excessive thirst 0 0 Low back pain 

0 0 Angina 0 0 Frequent Urination 0 0 Mid back pain 
' 

0 0 Ankle/foot pain 0 0 General Fatigue 0 0 Neck pain 
11: 

0 0 Arthritis 0 0 Hand pain 0 0 Painful Urination 

0 0 Asthma 0 0 Heart attack 0 0 Prostate Problems 

: 
0 0 Bladder Infection 0 0 Hepatitis 0 0 Shoulder pain 

I 

0 0 Birth Control Pills 0 0 High blood pressure 0 0 Smoking/tobacco 
Use 

0 0 Cancer 0 0 Hip/upper leg pain 0 0 Stroke J 

0 0 Chest Pains 0 0 HIV/AIDS 0 0 Systematic Lupus :, 

0 0 Chronic Sinusitis 0 0 Honnone Therapy 0 0 Thoracic Outlet 
Syndrome ·' 

0 0 Depression 0 0 Jaw pain 0 0 Tumor 

0 0 Dermatitis/Eczema 0 0 Joint swelling/stiffness 0 0 Ulcer 

0 0 DizZiness 0 0 Kidney Stones 0 0 Upper back pain 

0 0 Drug/Alcohol Use 0 0 Kneeflower leg pain 0 0 Wrist pain 

AddJttonaJ comments you would like the doctor to know: 

Padent's signature: _________________ Doctor's signature: ____________ _ 

1, 
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.------------------------------..:, 
NAME 

Description of Condition 

Marie any area(s) of discomfort with the following key: 

A =Ache N =Numbness B = Burning T = Tingling S = Stiffness O = Other 

Left Back 
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Front Right 

DATE ----

On a scale ofone to ten how intense are your symptoms? Not intense @(Da)(l)@G)(ID~@®© Unbearable 
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Informed Consent to Care 

You are the deas1on maker for your health care. Part of our role 1s to provide you 1Mth information to assist you 
in making informed choices. This process is often referred to as "informed consent" and involves your 
understanding and agreement regarding the care we recommend, the benefits and nsks assoaated wrth the 

care, alternatives, and the potential effect on your health if you choose not to receive the care. 

We may condud some diagnostic or examination procedures if indicated Any examinations or tests conducted 
will be carefully performed but may be uncomfortable 

Ch1ropract1c care centrally involves what 1s known as a clwopract1c adiustment There may be additional 
supportive procedures or recommendations as v.-ell When prov1d1ng an adJustment we use our hands or an 
instrument to repos1t10n anatomical structures such as vertebrae Potential benefits of an ad1ustment include 
restoring normal JOtnt motion . reducing s-wellmg and 1nflammat1on 1n a 1O1nt. reduang pain 1n the JOtnt, and 
improving neurological funct1onrng and overall well-being 

It is important that you understand, as 'Nith all health care approaches. results are not guaranteed, and there is 
no promise to cure. As w,th all types of health care interventions, there are some nsks to care, 1nciuding , but 
not limited to: muscle spasms, aggravating and/or temporary increase 1n symptoms. lack of improvement of 
symptoms. bums and/or scarring from electrical stimulation and from hot or cold therapies, including but not 
limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. 
Wrth respect to strokes, there is a rare but serious condition known as an "arterial dissection" that typically is 
caused by a tear in the inner layer of the artery that may cause the development of a thrombus (dot) 'Nith the 
potential to lead to a stroke The best available scientific evidence supports the understanding that chiropractic 
adJustment does not cause a dissection in a normal, healthy artery Disease processes. genetic disorders, 
medications, and vessel abnormalities may cause an artery to be more susceptible to d1ssect1on Strokes 
caused by artenal dissections have been associated w,th over 72 everyday act1vtt1es such as sneezing, dnv1ng, 
and playing tennis 

Artenal dissections occur 1n 3-4 of every 100 000 people whether they are receiving health care or not 
Patients wtio expenence this condition often . but not always, present to their medical doctor or chiropractor 
with neck pain and headache Unfortunately a percentage of these patients w,11 experience a stroke 

The reported association between chiropradic visrts and stroke 1s exceedingly rare and 1s estimated to be 
related in one in one million to one in two million cervical adjustments For companson, the inadence of 
hospital admission attributed to aspirin use from major GI events of the entire (upper and lov.er) GI tract was 
1219 events/ per one million persons/year and risk of death has been estimated as 104 per one million users. 

It 1s also important that you understand there are treatment options available for your condition other than 
chiropradic procedures. Likely, you have tried many of these approaches already. These options may include, 
but are not limited to: self-administered care. over-the-counter pain relievers, physical measures and rest , 

medical care with prescription drugs, physical therapy, bracing, inject10ns. and surgery Lastly, you have the 
right to a second opinion and to secure other opinions about your c:ira.Jmstances and health care as you see fit. 

I have read. or have had read to me. the above consent I appreciate that 1t is not possible to consider every 
possible complication to care I have also had an opportunity to ask questions about its content , and by signing 
below. I agree 'Nith the current or future recommendation to receive ch1ropract1c ca re as 1s deemed appropnate 
for my circumstance I intend this consent to cover the entire course of care from al l providers in this office for 
my present condition and for any future condition(s) for which I seek ch1ropract1c care from this office 

Patient Name: ___________ Sigl:'lature __________ Date 

Parent or Guardian: _________ Signature: __________ Date· 

Witness Name ____________ Signature: ___________ Date 


