
PATIENT    
TITLE:  MR.     MRS.     MS.     MISS     DR.     OTHER ______  MARITAL STATUS:  SINGLE       MARRIED       OTHER _____________

DATE OF BIRTH GENDER:   MALE       FEMALE  SOCIAL SEC. #: 

ADDRESS  CITY ST   ZIP 

PHONE NUMBERS:  HOME  (          ) WORK   (          ) CELL   (          ) 

EMAIL  

NAME OF SPOUSE / EMERGENCY CONTACT : 

PHONE NUMBERS:  HOME  (          ) WORK   (          ) CELL   (          ) 

      
EMPLOYMENT

NAME OF EMPLOYER OCCUPATION 

Mark the categories that best describe your job. 

 Business owner  Administrator  Administrative assistant  Executive / Legal  Data processing

 Heavy equipment operator  Childcare  Construction  Health care  Food service

 Heavy manual labor  Medium manual labor  Light manual labor  Manufacturing  Home services

 OTHER: _______________________________________________________________________________________________________________________

How much does your condition interfere with your job performance?

 Has no effect  Allows normal activity  Slightly limits activity

 Moderately hinders duties  Significantly hinders duties  Prevents duties

DATE __________________________________FULL NAME  ____________________________________________________________________

EMPLOYMENT / INSURANCE  J  PLEASE PROVIDE US WITH A COPY OF YOUR INSURANCE CARD  J
STATUS:  EMPLOYED      SELF-EMPLOYED      UNEMPLOYED      FT/PT STUDENT      MILITARY       RETIRED      DISABLED

WHO IS RESPONSIBLE FOR YOUR BILL?

 SELF      HEALTH INSURANCE      SPOUSE      WORKER’S COMP      AUTO INS.      MEDICARE      MEDICAID      OTHER ________________________ 

      
Are you currently pregnant, or is there a chance you could be pregnant?  YES       NO 

Are you currently under the care of a physician?  YES       NO   If so, may we contact him / her?  YES        NO  

Medical Group: ____________________________________________  Doctor’s name: ____________________________________________

  YES    NO   Have you ever been hospitalized or had major surgery? _______________________________________________________________________

  YES    NO   Have you ever had a serious head, back, or neck surgery? _____________________________________________________________________

  YES    NO   Do you have any allergies? _____________________________________________________________________________________________

  YES    NO   Are you currently taking any medications? (Please list) _________________________________________________________________________

______________________________________________________________________________________________________________________________________

Welcome!
NEW PATIENT FORM

HOW DID YOU HEAR ABOUT US? ____________________________________________________________________________________________



 1 2 3 4 5 6 7 8 9 10

 1 2 3 4 5 6 7 8 9 10

     
SYMPTOMS 

  Headaches  (Frequency: _______________________________________ )

 Neck pain  Sleeping problems  Numbness in feet  Numbness in hands  Dizziness  Weakness in arms or legs

 Stiff neck  Loss of balance  Back pain  Tension  Fainting  Shoulder / neck / arm pain

 Cold hands  Cold feet  Arthritis  Muscle spasms  Joint pain / swelling

Briefly describe your current symptoms: __________________________________________________

______________________________________________________________________________________

How did your symptoms start? ___________________________________________________
___________________________________________________________________________

Average pain intensity: Last 24 hours   NO PAIN WORST PAIN

 Past week NO PAIN WORST PAIN

How often do you experience your symptoms?

  CONSTANTLY     FREQUENTLY    OCCASIONALLY   INTERMITTENTLY 

How much have your symptoms interfered with your usual daily activities?

  NOT AT ALL    A LITTLE BIT    MODERATELY   QUITE A BIT   EXTREMELY

How is your condition changing, since care at THIS facility?

  N/A (1ST VISIT)    MUCH WORSE    A LITTLE WORSE   NO CHANGE   A LITTLE BETTER   BETTER   MUCH BETTER

How would your rate your overall health right now?

  EXCELLENT    VERY GOOD    GOOD   FAIR   POOR

MARK THE LOCATION OF YOUR SYMPTOMS

DATE _____________________________________________________PATIENT NAME _____________________________________________

Are you having any trouble with the exercises?   YES        NO   

If “YES” please explain: ___________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

      
ACTIVITIES OF DAILY LIFE (ADL)

Rate how your symptoms affect your daily activities. 

BENDING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

CARRYING GROCERIES:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

CHANGING POSITION (SIT - STAND):  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

CLIMBING STAIRS:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

DRIVING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

EXTENDED COMPUTER USE:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

EATING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

HOUSEHOLD CHORES:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

KNEELING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

LIFTING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

PET CARE:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

READING (CONCENTRATION):  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SELF CARE - BATHING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SELF CARE - DRESSING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SELF CARE - SHAVING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SEXUAL ACTIVITIES:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SLEEPING:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

SITTING OVER 30 MINUTES:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

STANDING OVER 30 MINUTES:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform

WALKING  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform-

YARD WORK:  No effect  Mild: Painful (Can do)  Moderate: Painful (Limited)  Severe: Unable to Perform






