
 Client Intake Form
Name	__________________________________	Phone	__________________	
Address	____________________________________				
City/State/Zip________________________________	DOB ___________				
Email _______________________________________________				
Emergency Contact ____________________________________		
Relationship	__________________			Phone	__________________		
How did you hear about us? ____________________________________________________________________________________

Medical History
Are you	taking any medications?	Yes/ No							
If yes, please list name and use:	_____________________							_______________________________________________	
Any pre-existing/high risk factors?	______________________________	
Do you suffer from chronic pain?	Yes/ No
Explain	______________________________						
What makes it better?	_____________________________			
What makes it worse?	_____________________________						
Have you had any orthopedic injuries?		Yes/ No						
If yes, please list: ________________________________
Any allergies? ______________________________
What brings you here today? ______________________________

By signing below, you agree to the following. I have completed this form	to the best of my ability and knowledge and agree to inform	my therapist if any of the above information changes at	any time.	
	
Client Signature	__________________________			Date	__________	
	
Therapist Signature_______________________			Date	__________
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