HEALTH HAVEN CHIROPRACTIC
NEW PATIENT INTAKE FORM

Please complete as much as possible. Your information is kept confidential and is used to provide
safe, appropriate care.

PATIENT INFORMATION Date:

Full Name: Preferred Name:

Date of Birth: Age: L Gender/Pronouns:
Address: City/State/Zip:

Phone #: Cell #: Work#:

Email Address:

Marital Status:| O|Singlgq 0| Married | O|Divorced O|JWidowed  Spouse:

Children (Names & Ages):

Who/where may we thank for referring you to our office?:

EMERGENCY CONTACT
Name: Relationship:
Phone: Alternate Phone:

REASON FOR TODAY'S VISIT

What brought you into the office? If you have no symptoms and are visiting for wellness chiropractic
services, please write 'Wellness' below:

Health Concern Severity (1-10)  When did it start? Frequency
(1=mild,
10=extreme)

1. OfConstan{ O| Intermittent
2. 0| Constan{ Of Intermittent
3. O{Constani O|Intermittent

4. O|Constant| OfIntermittent




Were you involved in an accident, trauma or injury?; O|No [ O|Yes, Explain:

If you are experiencing pain, is it:{ O|Dull | O Sharp| O|Achy | O[Throbbing | O |Shooting

Are you experiencing numbness, tingling, or weakness?[ O|No | O [Yes—please describe:

Does your pain radiate or travel anywhere?| 0 [No | O [Yes—please describe:

Has this problem been getting:| O|Worse | O |Better | O [Staying the same

Does anything make you feel worse?

Does anything make you feel better?

Have you tried anything that was of no help?

Is this condition affecting your: O Work | O Sleep | O [Exercise| O|Recreational Activities

0| Mood | O |Family life| O|Other:

PREVIOUS CARE

Have you seen anyone else for this condition? | O/ No |O |[Yes  If yes, who & what was done:

Was imaging done?| O [No [O|Yes Type / date / facility:

Are you currently pregnant or is there a possibility you may be pregnant?

O/ No| O |Yes| O |Unsure| O Not applicable. If applicable, estimated due date:

List any known allergies:




HEALTH HISTORY

Please check all symptoms you have experienced recently, even if they seem unrelated:

o Headaches

o Dizziness

o|Loss of balance

ol Blurry vision

o| Fainting

gl Light Sensitivity

ol Tension

O

O

Fever/chills

Weight loss

Frequent urination

Chest pain

O

Shortness of breath

O

Sleeping problems

O

Upset stomach

O

Numbness in fingers| o
Numbness in toes m
Tingling in fingers O
Tingling in toes i
Cold hands or feet O
Menstrual irregularity | o
Heart Burn m

Diarrhea
Constipation
Depression
Cold Sweats
Fatigue
Menstrual pain

Ulcers

Have you ever been diagnosed with any of the following medical conditions?:

o Cancer

o|Heart disease

O

O

0 Blood clotting issue

O

Osteoporosis

O

Stroke/TIA

O

Rheumatoid arthritis

O

Explain other important health history:

Diabetes
High blood pressure

Autoimmune

O

O

O

Seizures/Epilepsy
High cholesterol

Thyroid issue

CURRENT MEDICATIONS & SUPPLEMENTS
List prescription medications, over-the-counter medications, vitamins, herbs, or supplements.

Medication / Supplement

Dose / Frequency

Reason / Notes

SURGICAL / PROCEDURE HISTORY
Please list significant surgeries, procedures, or hospitalizations and approximate dates.

Procedure / Surgery

Approx. Date

Notes




ACCIDENT HISTORY
Please list any accidents or injuries you’ve had (auto, work, other):

Accident / Injury Approx. Date Notes

LIFESTYLE & DAILY ACTIVITIES

Occupation: Employer:

Work Activities] O [Sitting | O [Standing| O |Physical labor| 0O|Computer| 0O |Mixed

Please rate your current habits from 1-10 (1 = needs significant improvement, 10 = excellent):

Eating Habits: Exercise Habits: Sleep Habits: Stress Management:

PATIENT GOALS
What would you most like to accomplish through care?

1.

2.

3.

Activities or things you would like to do more comfortably:

PATIENT ACKNOWLEDGMENT

| certify that the information | have provided on this form is true and complete to the best of my
knowledge. | understand that | should inform the doctor of any changes in my health,

medications, or medical history.

| understand that this form is part of my health record and that | will be asked to review and sign
separate documents regarding informed consent for chiropractic care, financial policies, and other
applicable office policies before receiving care.

Signature: Date:

Thank you for taking the time to fill out this form thoroughly and for choosing Health Haven!
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