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Patient Intake Form
_____________________ 
Today’s Date 
________________________________________________ 
Whom may we thank for referring you? 

PATIENT INFORMATION  
     
___________________________________________________________________________________________________________  
First Name                Middle Name (initial)  Last Name    Preferred Name               
___________________________________________________________________________________________________________ 
Address: Number, Street, unit #                                                           City, State                                                     Zip  
________________________________________________               Male       Female               _________/______/___________  
Birth Date                                            Age                                           Your Social Security Number 

Smoking Status 
current every day smoker 
current some day smoker 
former smoker 
never smoker 
live with a smoker 

Race 
American Indian or Alaska Native 
Asian 
Black or African American 
Native Hawaiian or other Pacific Islander 
White 
 Declined to state

Ethnicity 
Hispanic or Latino 
Not Hispanic or Latino 
Declined to state

Preferred Language 
English 
Spanish 
Other 
Declined to state 

HEALTH HISTORY    

Date of Last: Spinal X-Ray____________________  MRI_____________________CT-Scan_____________________  Other_________________ 

List any Medications you are taking:_________________________________________________________________________________________ 

List any Medications you are allergic to:______________________________________________________________________________________ 
_ Vitamins / Herbs / Minerals: _______________________________________________________________________________________________ 
Females:  Are you Pregnant?    Yes       No         Beginning of last menstrual cycle______________________________

         
___________________________________________________________________________________________________________ 
Home Phone                         Cell       Work    ext. 
_______________________________________________             Best way to reach you:    Home    Cell    Work    Email 
Email 
__________________________________________________________________________________________________________ 
Occupation      Hobbies 

IN CASE OF EMERGENCY, CONTACT 

_______________________________________________________________________________________________________________________________________________________ 
Name        Relationship 
__________________________________________________________________________________________________________ 
Home Phone                                                       Cell                                                           Work                                              ext. 

Have you had any:           Description                     Date 

Automobile Accidents______________________________________________________________________________________________________ 
Surgeries________________________________________________________________________________________________________________ 

Broken Bones____________________________________________________________________________________________________________ 

Falls/Head Injuries_________________________________________________________________________________________________________

STRESSORS          EXERCISE 

 Smoking    Packs/Day________________________________  None 
 Alcohol    Drinks/Week______________________________  Occasional 
 Coffee/Caffeine Drinks  Cups/Day________________________________  Daily 
 High Stress Level   Reason___________________________________  Moderate 
           Heavy 
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What are your goals while under care here? ___________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Acknowledgements 
To set clear expectations, improve communications and help you get the best results int he shortest amount of time, please read each statement and initial your agreement. 

Initials________ I have read and reviewed the Privacy Policy and understand it describes how my personal health  
  information is protected and released on my behalf for seeking reimbursement form any involved third  
  parties. 

Initials________ I grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards,  
  letters, emails or health information to me as an extension of my care in the office. 

Initials________ I acknowledge that any insurance I may have is an agreement between the carrier and me and that I am  
  responsible for the payment of any covered or non-covered services I receive. 

Initials________ I may request a copy of the Financial Policy at any time. 

Initials________ I hereby request and consent to the performance of chiropractic adjustments and any other chiropractic  
  procedures, including a comprehensive exam, diagnostic x-rays, physical therapy techniques, on me by the 
  licensed doctors of chiropractic and team at this office.  

To the best of my ability, the information I have supplied is complete and truthful. I have not misrepresented the present, severity 
or cause of my health concern. 

___________________________________________________________________________________________________________ 
Patient (or legal guardian) Signature                Date 

If the patient is a minor child, print child’s full name: ________________________________________________________________ 

___________________________________________________________________________________________________________ 
Authorized Witness Signature                  Date

PATIENT CONDITION 
What is your major symptom/problem____________________________________________________________________________________________ 

When did your symptoms begin? __________________ What triggered the onset of symptoms? _____________________________________________ 
__________________________________________________________________________________________________________________________ 

Have you had this problem before?  Yes  No              

Is your condition getting progressively worse, better, or staying the same?                   Is this problem:    100%    75%    50%    25%    of the day 

How does it feel?   Burning       Sharp        Shooting       Dull       Aching       Stiff      Tingling       Throbbing       Swelling     

Other______________________________________________________________________________________________________________________ 

Circle the severity of your pain on a scale of 0 to 10:        (No pain)     0     1     2     3     4     5     6     7     8     9     10      (Severe Pain) 
What makes your condition better? ______________________________________worse? __________________________________________________ 

What other treatments have you had for this condition?   

___________________________________________________________________________________________________________________________
      
Other Symptoms other than major condition:_______________________________________________________________________________________ 
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Check all of the following conditions you have ever had: Place a star by anything current. 

AIDS/HIV 
Allergies 
Anxiety/Depression 
Arm/shoulder pain 
Arthritis 
Asthma 
Bladder Problems 
Cancer 
Chronic Fatigue 
Deafness

Diabetes 
Digestion Problems 
Earache 
Ear Ringing 
Epilepsy 
Headaches 
Migraines 
Heart Disease 
Hemorrhoids 
Herniated Disk 
Hernia

High Blood Pressure 
Insomnia 
Irregular Cycle 
Kidney Problems 
Leg Pain 
Low back pain 
Neck pain 
Numbness 
Osteoporosis 
Poor Circulation

Prostate Problems 
Rheumatoid Arthritis 
Sciatica 
Shingles 
Sinus Infection 
Stroke 
Thyroid Problems 
TMJ 
Venereal Disease 
Vertigo/Dizziness 
Ulcer

Please mark your current symptoms as 
described below on the figure to the right: 

X - pain 

O - ache 

// - pins and needles 

^^ - numbness

OFFICE USE ONLY 

VITALS                          
Temp:           
Pulse:              
BP:              
Resp:          
Height:              
Weight:  

Notes: 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Treatment Plan:_______________________________________________________________________________ 

soto-H  + -   Depr  + -   Comp  + -  Valsalva + -  Distraction + - Kemp + - 
SLR + -  Braggart  + -   PatFB + -   Yeo + -   Dere + -   Ely’s + -  Hibbs + -  

DERM WNL _____   CNS:  WNL ______    MMT   UE:  /5   LE:   /5    DTR: =+2 / 2 UE/LE 

Cervical    B / R / L        +1 +2 +3     H M T 
Thoracic   B / R / L        +1 +2 +3     H M T 
Lumbar     B / R / L        +1 +2 +3     H M T 

additional subjective 

objective findings        DDx 

Assessment         Dx 

CROM:   WNL  /  Reduced / Reduced w Px  

TROM:   WNL  /  Reduced / Reduced w Px 

LROM:   WNL  /  Reduced / Reduced w Px 
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Personal Injury/Accident ONLY 

Insurance Company __________________________________    Policy Number ____________________________ Agent ________________________ 

Insurance Address ______________________________________________________________ Have you retained a Lawyer for this case?  Yes       No 
Name and Address of Attorney __________________________________________________________________________________________________ 

Was a police report filed    Yes   No      Police of City: __________________  County:  ______________________   State:  _______________________ 

Date and Time of accident   ____________________________________  Were you driving?  Yes   No    If no, where were you seated?  ______________ 

Were you wearing a seat belt  Yes    No     Did you hit any part of your body on anything?   Yes   No   If yes where and how?  ______________________ 

___________________________________________________________________________________________________________________________ 
Did the air bags deploy?  Yes  No   If yes which ones?   Steering   Passenger   Curtain  Door   How fast were you going?  ________________________ 

Where was your car hit?  (circle all that apply)   Front   Back    Drivers Side    Passenger Side   Front Fender    Rear Fender   

Describe your accident _______________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 
Were you hospitalized?  Yes     No    If yes, where _______________________________________________    How long? _______________________    

Did you lose consciousness during or after the accident?  Yes   No    Do you remember the impact?    Yes    No     

Did your vehicle go off the road or roll?  Yes    No  ________________________________________________________________________________ 

 INFORMED CONSENT TO CHIROPRACTIC TREATMENT  

I hereby request and consent to the performance of chiropractic adjustments and any other chiropractic procedures, including a 
comprehensive exam, diagnostic x-rays, physical therapy techniques, on me (or on the patient named below for which I am legally 
responsible) by the licensed doctors of chiropractic at this office.  

I understand that, as with any health procedure, there are certain conditions that may arise during a chiropractic adjustment. 
Those complications include but are not limited to: fractures, dislocations, muscle strain, costovertebral strains and separations. Some 
types of manipulations of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious 
complications including stroke. This is a very rare occurrence (a one in three million chance). We screen our patients for indications that 
they are candidates for chiropractic adjustments to the best of our ability. I do not expect the doctor to be able to anticipate all risk and 
complications during the course of the procedure(s) that the doctor feels at the time, based upon the facts then known, are in the best 
interest.  

I have had an opportunity to discuss with the doctor the nature, purpose, and risk of chiropractic adjustments and other 
recommended procedures and have had my questions answered to my satisfaction. I understand that the results are not guaranteed.  

I have read or have had read to me the above explanation of the chiropractic adjustment and related treatment. By signing below, 
I state that I have weighed the risks involved in undergoing treatment and have myself decided that it is in my best interest to undergo the 
chiropractic treatment recommended. Having being informed of the risks, I hereby give my consent to that treatment. I intend this 
consent form to cover the entire course of treatment for my present condition and for any future condition (s) for which I seek treatment.  

*CONSENT TO TREAT A MINOR*  

I,  ________________________________(Parent or legal guardian) do hereby consent to have the doctors at Evolution Chiropractic, 

render care to my son/daughter/etc.  ___________________________  who is  _________   years of age.   

Date of birth of child  ____________________ 

Signature of Parent or Legal Guardian ________________________________________________Relationship______________ 
   
Authorized Witness: _______________________________________________________________Date  ___________________


