PATIENT INTAKE


· EVERY patient must complete sections 1-7
· If this is related to a car accident you will also fill out the CAR ACCIDENT ADDENDUM
· If this is related to a work injury, you will also fill out the WORK COMP ADDENDUM
· If you are here for fertility treatment, you will also fill out the FERTILITY ADDENDUM
1 – PERSONAL INFORMATION

Name ________________________________________________________________________   Gender      M       F    
DOB _______________  Age ________  Height ________  Weight ________  Social Security  ______________________
Home Address ______________________________________________________________________________________

                                Street                                                                        City                                              State                  Zip  
Home phone ___________________ Cell phone __________________  Email ___________________________________  
We will ONLY use your EMAIL for clinic purposes and it will NEVER be provided to any third party.  Both doctors commonly use email to communicate with patients.
2 – EMPLOYER INFORMATION

Employer ____________________________ Type of Job ___________________________  Phone __________________
3 – REFERRAL SOURCE

To better direct our marketing resources, we kindly ask that you let us know how you found us or were referred to us

     Patient
Family
      Friend         Doctor         Phone Book        Internet / Website         SDGolfTV.com
     Lecture        Print Ad      Facebook        Referring person’s name ___________________________________________

4 – ACCOUNT INFORMATION

 Payment method        Cash          Personal Insurance         Work Comp Insurance         Auto Insurance 
For your personal health insurance, if you are NOT the PRIMARY policy holder, please provide that person's information
Name _____________________________________ Social Security # ________________________  DOB_____________
5 – SOCIAL HISTORY  (circle or check answer)
Marital:
      Single / Married / Divorced / Widow / Separated      
Children?  Y / N  (ages) __________________________
Water (oz/day)

0-20
20-40
40-60
>60

Coffee/Pop (cups/day)
None
1-2
2-4
>4 

Alcohol (drinks/wk)
None
0-5
5-10    
>10             
Fast Food (meals/wk)   
None
0-2
2-5
>5 

Exercise (times/wk)   
None    
0-1     
1-3     
>3x      
Sleep (hrs/night)
0-4
4-8
>8 
Artificial Sweeteners
None
Low
Mod
Hi           
Typical Appetite          
Low
Mod
Hi
Tobacco (any kind)
None
Low
Mod
Hi            
Drugs (recreational)
None
Low
Mod
Hi          
Work (hrs/wk)

None
0-20
20-40
>40

Typical stress level
Low
Mod
Hi   
Daily activities  lift / stand / bend / sit / computer / drive / other _________________________________________________________
     5 or more fruits/veggies per day, lots of chicken/fish, Low fat, Low sugar, no fast food

     2-4 fruits/veggies per day, some chicken/fish, some fat, some sugar, rare fast food (0-1/week)
     0-2 fruits/veggies per day, some chicken/fish, some beef/pork, average fat, average sugar, some fast food 1-2x/week
     0-1 fruits/veggies per day, rare chicken/fish, more beef/pork, more fat, more sugar, fast food 2-4x/week, boxed food
     no fruits/veggies per day, rare chicken/fish, high beef/pork, high fat or high sugar, fast food >5x/week, boxed food
6 – REVIEW OF SYSTEMS
General

     Allergies 


Ear ringing (tinnitus)

Erectile dysfunction
       Psychiatric

     Anemic


Ear discharge


Herpes



Alcoholism

     Convulsions/Seizures
            
Enlarged lymph nodes

Painful intercourse

Anger problems

     Dizziness


Enlarged thyroid


Painful testicles


Anxiety

     Fatigue


Eye pain / sensitive eyes

Painful urination


Bipolar

     Headache


Hay fever


Prostate troubles


Drug addiction

     Lymphadenopathy

Nose bleeds






Sex abuse victim

     Loss of sleep


Poor or altered vision 
       Gastrointestinal


Suicidal
thoughts

     Facial numbness

Sinusitis



Belching / gas




     Memory problems

Loss or change in smell

Bloating
 

       Respiratory
     Night sweats


TMJ



Bloody stools


Asthma

     Tremors / tics






Colitis / colon troubles

Chronic cough

     


       Endocrine



Constipation


COPD 

 Cardiovascular

Appetite changes


Cramps



Spitting up blood

     Ankle swelling


Dry hair / skins


Diarrhea



Sleep apnea

     Arm pain


Flushing



Excessive bowel movements


     Chest tightness

Hair loss



Gallbladder troubles
       Skin 

     Cold hands / feet

Hot flashes 


Hemorrhoids


boils / rashes

     Heart attack(s)

Hyperglycemia


Jaundice / liver troubles

hives / allergies

     High blood pressure

Hypoglycemia


Painful bowel movements

bruise easily

     Low blood pressure

Hyperthyroidism


Painful abdomen
            

dermatitis

     Murmurs / palpitations

Hypothyroidism


Rectal bleeding


eczema

     Pacemaker


Thirsty



Vomiting of blood


psoriasis

     Rapid heartbeat

Unusual fatigue












Unusual weight change
       Musculoskeletal
       
       Women Only
EENT

     





Numb/painful arms/legs

Lump in breast

     Asthma

       Genitourinary 


Numb/painful spine

Back pain with period

     Cold / coughing

Bed wetting


Sciatica



Menopausal

     Difficulty talking

Blood in urine


Scoliosis



Vaginal sores 

     Dry throat 


Difficulty urinating

Disc problems


Vaginal discharge

     Ear ache


Dribbling / loss of control
Fibromyalgia


Unusual menstrual flow
7 – PATIENT HISTORY
LIST your problem(s), GRADE each one (1-10) if applicable, and explain HOW & WHEN each one started
__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Doctor’s Notes:
Circle your symptoms:   sharp  /  achy  / dull  /  localized  /  radiating  / numb  /  tingling  / burning  / deep /  achy     
                                  throbbing / constant  / comes & goes  /  getting better /  getting worse  / none of these
List what typical day to day things have these complaints altered or prevented you from normally doing?
 __________________________________________________________________________________________________

Have you missed work as a result of these problems?
 Yes        No    If Yes, how much _________________________
Have you seen other providers for these complaints?
 Yes        No
If YES, list professionals (family MD, Chiropractor, Orthopedist, Neuro, etc) seen, describe what was done and the results 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you had X-Rays or other tests for this?
Yes
No
If Yes, list when and the results 
__________________________________________________________________________________________________ 
Have you ever undergone any surgeries?
Yes
No      
If YES, list when and what for 
__________________________________________________________________________________________________ 
Have you ever suffered any broken bones?
Yes
No      
If YES, list them and when 
__________________________________________________________________________________________________ 
Do you have metal implants in your body?
Yes
No
If YES, list what and where 
__________________________________________________________________________________________________ 
IMPORTANT: Do you have a pacemaker or defibrillator?      Yes        No  

Note any major illnesses or health events you currently have or have dealt with in the past (stroke,cancer,diabetes,etc)
__________________________________________________________________________________________________
List all medications, including herbal supplements and vitamins, you are currently taking 
__________________________________________________________________________________________________
List any important family medical history (parents and/or siblings cancer, spine surgeries, etc) 
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