

[image: ]Welcome		Patient Intake 




Name: __________________________________________Date: ____________________
Date of Birth_____________________________________ Age: ______   Sex: _M_F____
Parent/ Guardian (if not over 18) _______________________________________________
Patient’s Address: _________________________________________________________
_________________________________________________________________________
Primary Phone___________________________ Mobile Phone: _______________________
Email: _____________________________________________
Marital Status_______________________________________
Name of Spouse: ___________________________DOB: ___________Phone #: _____________
Emergency Contact (if different): ______________________________Phone #: _____________
Occupation: ___________________________ Employer: _______________________________
Primary Care Provider: ________________________________ Phone: ___________________
Other Healthcare Providers: ______________________________________________________
How did you learn about us? ______________________________________________________

Please describe your symptoms. (Include when and how) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Frequency of Symptoms: _________________________________________________________
What improves or decreases discomfort levels? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Draw the location of your discomfort on body outlines and mark the severity on pain line below the picture.
	1- Ache
	2- Burning
	3- Numbness

	4- Pins and Needles 
	5- Stabbing
	6- Other: 



[image: A picture containing linedrawing

Description automatically generated]
        No Pain: II-----------------------------------------------------------------------------II :Worst Pain Possible
Do symptoms travel to another part of the body: _____________________________________
	Medications 

	
	

	
	

	
	

	
	

	Allergies

	
	

	
	

	Surgeries/ Hospitalizations (and when)

	
	

	
	

	
	

	
	






Is the condition due to and accident? (circle) Yes / No
Auto____________________ Worker’s Comp _____________________Other_______________
Circle if you have or had any of the listed conditions. 
	Musculoskeletal
	Cardiovascular
	Digestive
	Integumentary

	No Issues
	No Issues
	No Issues
	No Issues

	Osteoporosis
	High Blood Pressure
	Anorexia/ Bulimia 
	Skin Cancer

	Arthritis
	Low Blood Pressure
	Food Sensitivities: 
	Psoriasis

	Scoliosis
	High Cholesterol
	
	Eczema

	Neck Pain
	High Triglycerides
	
	Acne

	Back pain
	Poor Circulation 
	Ulcers 
	Rash

	Hip Disorders
	Heart Attack
	Irritable Bowel
	Other: 

	Knee Injuries
	Stroke
	Leaky Gut
	Sensory

	Elbow/ Wrist Pain
	Respiratory
	Constipation
	No Issues

	TMJ Issues
	No Issues
	Diarrhea 
	Blurred Vision

	Foot/ Ankle Pain
	Asthma
	bloating
	Ringing in Ears

	Poor Posture
	Apnea
	
	Hearing Loss

	Shoulder Problems
	Shortness of breath 
	
	Loss of Smell

	Other:
	Pneumonia 
	
	Loss of Taste

	
	Other:
	
	Other:

	Constitutional
	Neurological
	Genitourinary
	Sensory

	No Issues
	No issues
	Kidney stones
	No issues

	Fainting
	anxiety
	Prostate 
	Blurred Vision

	Fatigue
	depression
	PMS symptoms
	Ringing in Ears

	Poor appetite
	headache
	Erectile Dysfunction
	Hearing Loss

	Loss of weight
	dizziness
	Bed wetting
	Loss of Smell

	Loss of energy
	Pins and needles
	
	Loss of taste

	
	numbness
	
	Other: 

	
	Other: 
	
	

	
	
	
	


Please Explain any item you checked above.
	1. 
	2. 

	3. 
	4. 

	5. 
	6. 






Significant family History:
Maternal: _____________________________________________________________________
Paternal: ______________________________________________________________________
Other: ________________________________________________________________________

Lifestyle
Stress Level: ___________________________________________________________________
Sleep: ________________________________________________________________________
Exercise: ______________________________________________________________________
Water: _____________Coffee: ___________Soda: ___________ Alcohol: __________________
Tobacco Use: _______________________ Recreational Drugs: ___________________________
Eating Habits: __________________________________________________________________
# of meals/ day _________Snacks: _________________________________________________
Breakfast: _____________________________________________________________________
Lunch: ________________________________________________________________________
Dinner: _______________________________________________________________________

What is the most significant thing you could do to improve your health? ____________________________________________________________________________________________________________________________________________________________
Additional Health Goals: __________________________________________________________
____________________________________________________________________________________________________________________________________________________________




Informed Consent 
Chiropractic
I understand that, as in all health care, there are some risks to chiropractic treatment. Treatment may include chiropractic manipulation, electric muscle stimulation, therapeutic ultrasound, moist heat, traction, manual/ instrument assisted soft tissue and, exercise/ stretching. The risks include but are not limited to bruising soreness, worsening of symptoms, muscle strains, sprains, fractures, disc injuries, and strokes. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgement during the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in my best interest. There will be time to ask questions about proposed care or alternative treatment options. 
Initial for consent: _____________________
Nutrition/ Functional Medicine: 
I give consent for Deimler Chiropractic and providers to provide functional medicine/ nutritional treatment to myself or the client which I am legally responsible for. The consult will provide information and guidance about health factors within my own control: my diet, nutrition, and lifestyle.  Acknowledge the purpose of nutritional counseling is to support wellness, a healthy attitude, lifestyle, and diet and that results are not guaranteed. I understand Dr. Kyle Deimler is practicing functional medicine under his scope as a licensed Doctor of Chiropractic and Sara Meloy is practicing under her scope as a registered dietician. Functional Medicine/ Dietary consultation is an important compliment to health and disease management, but is not a substitute for medical diagnosis, treatment of a disease. Methods of functional medicine/ nutrition evaluation or testing made available to me are not intended to diagnose disease. Rather, these assessment tests are intended to guide and improve your health. If we suspect further disease states through evaluation, we will do our best to guide you to the appropriate provider.
Initial for consent: _______________________









HIPAA NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment, payment or health care operations (TPO) for other purposes that are permitted or required by law. "Protected Health Information" is information about you, including demographic information that may identify you and that related to your past, present, or future physical or mental health or condition and related care services. 
Use and Disclosures of Protected Health Information: 
Your protected health information may be used and disclosed by your physician, our staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, to support the operations of the physician's practice, and any other use required by law. 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you. 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. 
Healthcare Operations: We may disclose, as needed, your protected health information in order to support the business activities of your physician's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, marketing, and fundraising activities, and conduction or arranging for other business activities. 
name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment. 
We may use or disclose your protected health information in the following situations without your authorization. These situations included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donation. Required uses and disclosures under the law, we must make disclosures to you when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500. 
OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT, AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW. 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician's practice has taken an action in reliance on the use or disclosure indicated in the authorization.
By signing below, I agree that the medical information on this form is accurate and correct to the best of my knowledge as well as giving my consent to chiropractic and or functional medicine treatment.  My signature also indicates that I have read and understood this HIPAA Notice.


Patient's Signature: _________________________________________________     Date: ____/____/____






Deimler Chiropractic 	P (717) 567 3158	223 Mulberry Street 
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