Dare2Care Mobile Chiropractic Patient Intake Form

Patient Name: Date:
What is your: Height Weight Date of Birth
Phone Number ( ) Occupation

1. Is today's problem caused by: [JAuto Accident  [JWorkman's Compensation

2. Indicate on the drawings below where you have pain/symptoms

3. How often do you experience your symptoms?

[OConstantly (76-100% of the time) OOccasionally (26-50% of the time)
OFrequently (51-75% of the time) Olintermittently (1-25% of the time)
4. How would you describe the type of pain?
OSharp CONumb
ODull OTingly
[Diffuse O Sharp with motion
OAchy O Shooting with motion
[OJBurning O Stabbing with motion
[JShooting O Electric like with motion
[Stiff OTearing (if in back)
OOther:
5. How are your symptoms changing with time?
[OGetting Worse [OStaying the Same O Getting Better

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 9 10(Pleasecircle)

7. How much has the problem interfered with your work?

ONot at all JA little bit OModerately OQuite a bit OExtremely
8. How much has the problem interfered with your social activities?

ONot at all A little bit COModerately [JQuite a bit [JExtremely
9. Who else have you seen for your problem?

O Chiropractor [CNeurologist [OPrimary Care Physician
OER physician [OOrthopedist Other:

[OMassage Therapist [OPhysical Therapist [INo one
10. How long have you had this problem?

11. How do you think your problem began?

12. Do you consider this problem to be severe?
OYes OYes, at times OONo

13. What aggravates your problem?




14. What concerns you the most about your problem; what does it prevent you from doing?

15. How would you rate your overall Health?
OExcellent [JVery Good JGood OFair OPoor

16. What type of exercise do you do?

[OStenuous [IModerate [Light [INone

17. Indicate if you have any immediate family members with any of the following:
[[JRheumatoid Arthritis [ODiabetes [JLupus
[OHeart Problems [OCancer OJALS

18. For each of the conditions listed below, place a check in the "past” column if you have had the
condition in the past. If you presently have a condition listed below, place a check in the "present”
column.

Past Present Past Present Past Present

| [OHeadaches O [OHigh Blood Pressure  [] []Diabetes

O [ONeck Pain (| O Heart Attack | [JExcessive Thirst

O OUpper Back Pain O OChest Pains O [JFrequent Urination

[0 [OMid Back Pain O [JStroke O [OSmoking/Tobacco Use
O [OLow Back Pain O [Angina O [Drug/Alcohol Dependance
O [OShoulder Pain O [OKidney Stones O [JAllergies

O OElbow/Upper Arm Pain O [OKidney Disorders O [Depression

O OWrist Pain O [Bladder Infection O [JSystemic Lupus

O OHand Pain O [JPainful Urination | [OEpilepsy

O OHip Pain O [CLoss of Bladder Control[] [JDermatitis/Eczema/Rash
O OUpper Leg Pain O [JProstate Problems O [JHIV/AIDS

O OKnee Pain O [JAbnormal Weight Gain/Loss

O [JAnkle/Foot Pain O [Loss of Appetite For Females Only

O OJaw Pain O [JAbdominal Pain [0 [OBirth Control Pills

| [Joint Pain/Stiffness O [QUIcer O  [JHormonal Replacement
O OArthritis O [JHepatitis O [JPregnancy

O ORheumatoid Arthritis O [OLiver/Gall Bladder Disorder

O [OCancer O [CJGeneral Fatigue

O OTumor O [JMuscular Incoordination

O [JAsthma | [JVisual Disturbances

O OChronic Sinusitis O [Dizziness

O [OOther:

19. List all prescription medications you are currently taking:

20. List all of the over-the-counter medications you are currently taking:

21. List all surgical procedures you have had:

22. What activities do you do at work?
[1sit: [OStand: [OJComputer work: [JOn the phone:
[ODriving:

23. What activities do you do outside of work?

24. Have you ever been hospitalized? ONo OYes
if yes, why

25. Have you had significant past trauma? [JNo [Yes
26. Anything else pertinent to your visit today?

27. Do you currently have a headache? [No [OYes
28. If Yes to 27, Please rate on a scale of 1/10? Is this the worst headache you have ever
experience? [JNo  [JYes

Patient Signature Date:
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