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_______________________________________________________________________________________________________________________________________
New Patient Intake Form 
 
Date: ______________________                     Age______	                  Date of Birth:___________________________        
First Name: __________________________   Middle Initial: _____   Last Name: ______________________________ 
Address: ___________________________________________      City: ___________________________________  
  		State: __________	Zip Code: ____________________ 
(Circle preferred phone contact)	Home ____________________________  Work_________________________________ 
Cell ______________________________     Email: _______________________________________________ 
   Sex:  __ Male __ Female __Other  __________________	SSN: ______ - _____ - ________ 
Marital/Partner Status:          S   M   W   D   Sep          Partner/spouse___________________________________________ 
Emergency/Guardian Contact:  
Name: ___________________________________ 	Relationship: ______________________________ 
Cell Phone: _______________________________ 	Home Phone: ______________________________ 
Employment Status:       __Employed       __Unemployed       __ Retired       __ Student      __Other: ______________   Employer: _________________________________________Occupation: ___________________________________ 
Job Description: _____Office    ____% Seated  ____%Upright  _____%Active  ______%Lifting  ______ Quite variable
PCP:_________________________________________     Address:__________________________________________
			Phone:___________________________        Date of latest exam/visit:_______________________
Other Physicians:__________________________________________________________________________________
Permission to send a health update to your PCP:    _______Ok to send    ________Do Not send
Does your present condition involve a claim for:   _____Work injury       _____Car Accident     ______Slip/fall
			Date of injury: ______________Date reported:___________ Date of treatment/exam:_______________
Do you have insurance coverage?    Y or N    Do you have a co-pay?    Y or N    Do you have a deductible?   Y or N
			Insurance Company:___________________________________________(show card to front office)
May we contact you at home and leave messages?    Yes  or  No     
How Did You Hear About Us? ______________________________________________________________

Signature:_________________________________________  Date:_____________	Dr. Initials_____ 


What brings you to our office? _______________________________________________________________________
Rate your pain on a scale of 1-10, with 10 being the worst:   If symptoms vary please indicate the range below.
1 	2 	3 	4 	5 	6 	7 	8 	9 	10 
Use the Drawing Below to Mark Your Areas of Pain: 
[image: ]N= Numbness   B= Burning 	  SH= Shooting   S= Stabbing   T=Tingling   A=Dull Ache  I= Intense Ache   SP= Spasm

Describe your symptoms in order of severity:

1.___________________________________
2.___________________________________
3.___________________________________
4.___________________________________
5.___________________________________
When did symptoms begin? 
	_____________________________________ 
Getting: 	__ Better   __ Worse  
__Comes & goes    __Not improving

Result of: __ Motor Vehicle Accident  __ Work Related  __ Other: ___________________________________________
Other information about your condition:_______________________________________________________________
_________________________________________________________________________________________________
Does your condition keep you awake at night? _________   Can you get relief by changing your position?  ___________
Have you received prior treatment?    If so when and where?  ________________________________________________
__________________________________________________________________________________________________
Have you had an X-ray or MRI?  If so when and where? _____________________________________________________




NAME: _____________________________  DOB:  ____________  PCP:  __________________________  

PAST MEDICAL HISTORY: Please mark with a check any of the following which you currently have or have been treated for in the past: 
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□ Allergies
□ Anxiety
□ Blood Clot
□ Cancer
□ Concussion
□ Depression
□ Diabetes
□ Heart Attack
□ Heart Disease
□ Hepatitis
□ Herniated Disc
□ High Blood Pressure
□ High Cholesterol
□ HIV
□ Irritable Bowel Disease (Crohn’s Disease, Ulcerative Colitis)
□ Kidney Disease
□ Lyme Disease
□ Migraine Headaches
□ Multiple Sclerosis	                        
□ Neuropathy
□ Osteoporosis or Osteopenia
□ Pacemaker
□ Parkinson’s Disease
□ Rheumatoid Arthritis
□ Scoliosis
□ Seizures
□ Stroke
□ Thyroid Dysfunction
□ Tremor
□ Ulcer
□ Vertigo
□ Other __________________
__________________________________________________

Any history of spinal/rib fractures or other broken bones? ________________________________________

Please list any prior SURGERIES and HOSPITALIZATIONS:
YEAR			REASON						HOSPITAL
_____________	___________________________________		__________________
_____________	___________________________________		__________________
_____________	___________________________________		__________________
_____________	___________________________________		__________________
_____________	___________________________________		__________________

Please list all MEDICATIONS you are presently taking (if you have a list please give it to the receptionist):
MEDICATION		REASON				MEDICATION		REASON
_____________________________________		_____________________________________
_____________________________________		_____________________________________
_____________________________________		_____________________________________
_____________________________________		_____________________________________
_____________________________________		_____________________________________


FAMILY HISTORY: Please list any immediate family member (parents, siblings, children) who has the following

□ Alzheimer’s 	__________________________	
□ Cancer ______________________________	
□ Diabetes  ____________________________
□ High Blood Pressure ___________________ 
□ Heart Disease  _________________________
□ Stroke ________________________________
□ Other________________________________


SOCIAL HABITS:
Smoking status (please circle): Current smoker, Previous smoker, Non-smoker 
Do you consume alcohol?  Y  /  N     	Frequency?  _________
Do you exercise regularly? Y  /  N


SIGNATURE______________________________________  DATE: __________________________


Dr. Initials_____ 




Payment acknowledgement for services rendered
Today’s health insurance climate is challenging.  We understand and acknowledge that it can be difficult to pre-determine what your insurance will cover before or at the time of your visit.  We ask that you, the patient, contact your insurance plan to determine your individual coverage.  We will assist you in this venture as best we can, but often find the specifics of your coverage are most often determined after your claim has been submitted and an EOB (explanation of benefits) has been sent to us by your insurance company.  This coverage may be different from the pre-determined coverage provided on your insurance card or over the phone.  We will work with you to make sure that your out of pocket expenses are reasonable and try as best we can to inform you of any possible costs associated with your treatment upfront.  
__________Initial  	I understand that my health insurance coverage may be limited and may only cover a portion of my therapy  (there is a chance it might not cover any of my therapy).  
__________InitiaI    	I understand that I am responsible for payment at the time of service for any co-pays, deductibles, and previously determined non-covered services.  
__________Initial 	I also acknowledge that I am responsible for payment of services that have been denied or deemed non-covered services by my Health Insurance Company after a claim has been submitted.    

I ultimately understand that I am responsible for payment of health care services provided at the office of Dr. Jeffrey C. Smith.


					_____________________________________________   Date_____________














PRIVACY NOTICE ACKNOWLEDGEMENT
We are very concerned with protecting your privacy, especially in matters that concern your personal health information. In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), we are required to supply you with a copy of our privacy policies and procedures. We encourage you to read this document fully, as it outlines the use and limitations of the disclosure of your health information and your rights as a patient. If you ever have any questions or concerns regarding the use of your health information, we would be happy to address them.
I acknowledge that I have received a copy of Jeffrey C. Smith, DC’s notice of Privacy Practices for Personal Health Information.
Name (print): ___________________________________________  Date:_______________________ _____________
Name (sign): ___________________________________________   Witness: _________________________________
Informed Consent to Chiropractic Treatment
The nature of chiropractic treatment:  The doctor will use his/her hands in order to move your joints.  You may feel a “click” or “pop”, such as the noise when a knuckle is “cracked”, and you may feel movement of the joint.  Various ancillary procedures (such as hot or cold packs, therapeutic ultrasound, electric stim) or myofascial techniques may also be used.
Possible Risks:  As with any health care procedure, complications are possible following a chiropractic manipulation.  Complications could include fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord.  Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck.  A minority of patients may notice stiffness or soreness after the first few days of treatment.  The ancillary procedures could produce skin irritation, burns or minor complications.
Probability of risks occurring:  The risks of complications due to chiropractic treatment have been described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet.  The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures.  The probability of adverse reaction due to ancillary procedures is also considered “rare”.
Other treatment options which could be considered may include the following:
· Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a significant number of cases.
· Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics.  Risks of these drugs include a multitude of undesirable side effects and patient dependence in a significant number of cases.
· Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases.
· Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a significant number of cases.
Risks of remaining untreated:  Delay of treatment allows formation of adhesions, scar tissue and other degenerative changes.  These changes can further reduce skeletal mobility, and induce chronic pain cycles.  It is quite probable that delay of treatment will complicate the condition and make future rehabilitation more difficult.
I have read the explanation above of chiropractic treatment.  I have had the opportunity to have any questions answered to my satisfaction.   I have fully evaluated the risks and benefits of undergoing treatment.  I have freely decided to undergo the recommended treatment, and herby give my full consent to treatment.

Name (print):	_____________________________________	Date: ___________________________________
Name (sign):    _____________________________________     Witness:  ________________________________
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