                                   New Patient Intake Form
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To help streamline your patient onboarding, here is the content of your intake form organized into a clear, digital-ready format. You can copy this into a word processor or a digital form builder to create your editable file.
Section 1: Patient Information
Date: __________
First Name: ________________________________ Last Name: ___________________________
Address: __________________________________________________________________________ City: _______________________________________________ State: __________ Zip: __________
Email: _____________________________________________________________________________
Phone Number: ___________________________________

Sex: ( ) Male ( ) Female Age: ______ Birthdate: ________________
Marital Status: ( ) Single ( ) Married ( ) Divorced ( ) Widowed ( ) Minor
Occupation: ________________________________________________
Primary Care Physician: ____________________________________________________________
Whom may we thank for referring you? ______________________________________________

· 
To help streamline your patient onboarding, here is the content of your intake form organized into a clear, digital-ready format. You can copy this into a word processor or a digital form builder to create your editable file.
Section 2: Insurance & Payment
How will you pay today? ( ) Cash ( ) Insurance
Are you the primary cardholder? ( ) Yes ( ) No
· If no, Primary Cardholder Name & DOB: ______________________________________________________________________________________________________________________________________________
Assignment and Release: I certify that I and/or my dependents have insurance coverage and assign directly to Live Well Chiropractic all insurance benefits. I understand I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.

Signature: _______________________________________________________ Date: __________

Section 3: Contact & Emergency Info
· Home Phone: ______________________ Cell Phone: ____________________________
· Emergency Contact Name: _________________________________________________
· Phone Number: ____________________________ Relationship: __________________

Section 4: Health History & Reason for Visit
· Reason for Visit: ___________________________________________________________
· When did symptoms appear? ______________________________________________
· Is it getting worse? ( ) Yes ( ) No ( ) About the Same
· Pain Level (1-10): ______ Type of Pain: __________
· Have you had X-rays, MRI, or CT for this? ( ) Yes ( ) No
· Is this due to an accident? ( ) Auto ( ) Work ( ) Home ( ) Other

Section 5: Lifestyle & Habits 
	Exercise
	Work Activity
	Habits

	( ) None
	( ) Sitting
	( ) Smoking (Duration: ___)

	( ) Moderate
	( ) Standing
	( ) Alcohol (Drinks/Week: ___)

	( ) Daily
	( ) Light Labor
	( ) Caffeine (Amount/Week: ___)

	( ) Heavy
	( ) Heavy Labor
	( ) High Stress (Reason: ___)


· Current Medications: ______________________________________________________________________________
· Allergies: ____________________________________________________________________
· Past Surgeries/Broken Bones: ________________________________________________
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