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Patient Intake Form

Name:_________________________________________ Age:________ D.O.B.__________________

Reason for visit:_________________________________________ Injury Date: __________________

Primary Care Physician: ___________________________________________________  R   L   Handed

Past Medical History (circle Yes or No):

Y N Asthma Y N High Blood Pressure Y N Diabetes
Y N Anemia Y N Heart Attack Y N Heartburn
Y N Cancer Y N Stroke Y N Kidney Disease
Y N COPD Y N Thyroid Disorder Y N Liver Disease

Have you had Surgery before? Explain: ___________________________________________________

What medications do you take everyday? _________________________________________________

Are you allergic to any meds? __________________________________________________________

Y N Weight loss Y N Shortness of breath Y N Rashes
Y N Weight gain Y N Vomiting/diarrhea Y N Headache
Y N Wear glasses Y N Urinary problems Y N Dizziness
Y N Hearing loss Y N Sore muscles Y N Chest pain

Please list medical problems of family members: ___________________________________________
__________________________________________________________________________________

Tobacco   Y   N   How much?_______________    Alcohol   Y   N   How much? __________________

Signature of Patient:___________________________________________ Date: __________________

Signature of Provider:__________________________________________ Date: __________________

Date Reviewed:


