
Patient Intake Form

What problems bring you to see us today?

When did the problems start?	   Suddenly	   Built up over several days	   Gradually worse over a long time

								        What kind of pain?

Where is the pain?	 Ache/Dull	 Burning	 Stabbing	 Pins & Needles	 Sharp Throbbing

Arms:	 Left	 Right	

Legs:	  Left	 Right	

Knees:	 Left	 Right	

Hips:	 Left	 Right	

Shoulders:	 Left	 Right	

Elbows:	 Left	 Right	

Wrists:	 Left	 Right	

Feet:	 Left	 Right	

Head:			 

Neck:			 

Back:			 

Other: 

On a scale of 1 to 10, with 1 being light pain and 10 being very severe, how severe is your pain most of the time and 
how frequent is your pain?		
 
	 Intensity (0–10)  	 |	 |	 |	 |	 |	 |	 |	 |	 |	 |	 |

0	 1	 2	 3	 4	 5	 6	 7	 8	 9	 10
	 Numerical scale

	 Frequency (0–100%)  	%

				     

Factors:

Increase Pain:	   Sit	   Stand	   Walk	   Climb	   Bend 	   Squat	   Lay Down	   Touch	

	   Up Stair	    Down Stair 	   Movement

Decrease Pain:	   Sit	   Stand	   Walk	   Climb	   Bend 	   Squat	   Lay Down	   Touch	

	   Up Stair	    Down Stair 	   Movement

I Am:	    Working	    Full Time	    Part Time	    Homemaker	    Retired	    Student	    Unemployed			 

	    Single	    Married	

 I Use:	    Tobacco            Packs/day or Stopped                                          Alcohol Type and Amount                                                                    

Patient Signature: X 	 Date: 

Physician Signature: 	 Date: 

Patient ID# Date
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Patient Intake Form

Review of System — Please check any that apply:

General
�� 	Tire easily
�� 	Recent weight gain or loss
�� 	Night sweats

HEENT
�� 	Glaucoma
�� 	Cataracts
�� 	A mass in my neck
�� 	Frequent nosebleeds
�� 	Ringing in my ear
�� 	Hearing loss

HEM / Endocrine
�� 	Diabetes
�� 	Thyroid disease
�� 	Anemia
�� 	HIV
�� 	Bruise easily
�� 	Had blood clots

Respiratory
�� 	Shortness of breath; 
  At night   Laying flat   or with Walking

�� 	Frequent wheezing
�� 	Asthma
�� 	Cough

Cardiovascular
�� Chest pain/tightness:   Exertional    Nonexertional
How long?                 months

Mental Health:
�� Anxious
�� Depressed
�� Difficulty sleeping

GI / GU
�� 	Belly pain
�� 	Bleeding ulcers
�� 	Heartburn regularly
�� 	Heartburn regularly
�� 	Trouble swallowing
�� 	Frequent nausea or vomiting
�� 	Diarrhea
�� 	Constipation
�� Hepatitis
�� 	Kidney disease
�� 	Incontinence of the bowel or bladder

Musculoskeletal
�� 	Joints are stiff
�� 	Joints hurt
�� 	Joints are swollen
�� 	Muscles hurt
�� 	Muscles are weak
�� 	Gout
�� 	Rheumatoid Arthritis

Skin disorder
�� Skin disorder

Neurological
�� Weakness of arms, legs
�� Numbness and tingling of arms, legs
�� Dizziness
�� Headaches
�� Seizures
�� Faint frequently
�� Tremors

Patient Signature: X 	 Date: 

Physician Signature: 	 Date: 
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Patient ID# Date



Patient Intake Form

Are you allergic to any medications?     NO    YES  (If yes, please list all that you are allergic to below):

If you previously had any of the following procedures, please list the date and place they were performed.

Procedure Date(s) Place Performed

X-Rays

C.T. / MRI

Myelogram

Ultrasound

E.M.G.

Treatment by Another Physician

For what?

Please mark any condition that you now have or have recovered from in the recent past.

Hospitalization and Surgery

Please list all surgery and any periods of hospitalization. 
(give dates)

Family History:  Has asnyone in your  immediate family (mother, father, grandparents, brothers, sisteres, children) had?:

Conditon Who? Conditon Who?

Heart Disease Diabetes

Hypertension Epilepsy

Stroke Bleeding Disorders

Cancer Kidney Disease

Do you require special care of have any concerns that might effect your treatment or recovery?   NO    YES  (If yes, please describe.)

Thank you for assisting us in gathering the information our medical providers need to help determine a personal treatment plan for 
you. To verify that the information is correct as given to us by you, please affix your signature in the area (X) provided below.

Current Medications. Please list all medications you are taking. 
(Prescription and over the counter)

Name of medicaton and Strength # of doses / day

Patient Signature: X 	 Date: 

Physician Signature: 	 Date: 
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�� Severe Headaches
�� Chest Pain
�� Angina
�� Kidney Stones
�� Digestive Problems
�� Hypertension
�� Renal Disease 
�� Gout

�� Stoke
�� Heart Murmur
�� Diabetes
�� Arthritis
�� Epilepsy
�� Arrhythmia
�� Endocine Disease
�� HIV

�� AIDS
�� Fatigue
�� Congentital Heart Disiease
�� Urinary, Genital Problems
�� Dizziness
�� Fainting
�� Anemia
�� Rheumatic Fever

�� Scarlet Fever
�� Prostate Problems
�� Ulcers
�� Gall Stones
�� Sexual Dysfunction
�� Venereal Disease
�� Shortness of Breath
�� Pancreatitis

�� Menstrual Dysfunction
�� Mental Illness
�� Asthma
�� Liver Disease
�� Alcohol or Drug Problems

Patient ID# Date


