Carr Chiropractic And Wellness, LLC

33 E Philadelphia Ave

Intake Form

Boyertown, PA 19512


Today’s Date: _______/_______/______________
Patient Information
First Name: ______________________ M.I.: ____ Last Name: ____________________

Address: ________________________________________________________________
City/State/Zip: ___________________________________________________________

Date of Birth: _____/_____/_____  Gender: M / F  Height: ________ Weight: ________
Marital Status: M / W / D / S   Social Security Number: _________-_____-___________

Email: _________________________________________@ _______________._______

Spouse: ___________________ Children:__________________, ___________________






        __________________, ___________________

Home Phone: (_____) ______-_________  Cell: (_____) ______-_________

Work: (_____) _____-________

Emergency Contact: ____________________________ Phone (_____) _____-________

Would you like to opt out of all the email benefits?  Yes ________ No _______

Whom may we thank for referring you?
________________________________________________________________________

Significant Other: ___________________
Kids: _______________________________

Primary Care Physician: __________________________ City: ____________________

Your Employer: _______________________________ Phone: (_____) _____-________

Address: ________________________________________________________________
Insurance
□ Personal Health Insurance              □ Third-Party Insurance                □ Self-Pay
Financially Responsible Party:
First Name: ___________________________ Last Name: ________________________

Social Security Number: _____-____-________  Date of Birth: _____/_____/_________

Gender: M / F  
Email: ______________________________@_________.______
Address: ________________________________________________________________

City: ________________________ State: _______________ Zip: ___________-______

Home (_____) _____-_________   Cell (_____) _____-________
Primary Insurance:

Company Name :_________________________________________________________

Insurance Policy ID#: _____________________________________________________

Group #: ______________________________ Phone #: (_____) _____- ___________

Insured First Name: ______________________ Last Name: _______________________

Insured Date of Birth: _____/______/___________

Secondary Insurance:

Company Name :_________________________________________________________

Insurance Policy ID#: _____________________________________________________

Group #: ______________________________ Phone #: (_____) _____- ___________

Insured First Name: ______________________ Last Name: _______________________

Insured Date of Birth: _____/______/___________
Claim Information:

□ Auto Accident        □ Other Injury

Date of Accident/Injury _____/_____/________ State of Occurrence: _______________

Insurance Adjustor Name: __________________________________________________

Claim #: __________________________________ Phone: (_____) _____-___________

Attorney’s Name: _________________________________________________________

Phone: (_____) _____-_________

Complaint Information

Please Mark The Areas Of Discomfort
[image: image1.emf][image: image2.png]



a=Achy
t=Tightness
s=Stiffness
n=Numb/Tingling
b=Burning
sh=Sharp
st=Stabbing

th=Throbbing
Complaint 1:
Location: ______________________________  Date of Onset _____/_____/__________

Frequency: _________________ per _______________

Severity: ____________ out of 10.  10 is the worst imaginable pain.

Quality: (Check all that apply)


□ Dull

□ Ache(y)
□ Burning
□ Sharp
□ Stabbing


□ Stiff

□ Weakness
□ Throbbing
□ Numbness/Tingling


□ Other: __________________________________________________________
Do the symptoms radiate? ​​​​_________
If so, where? _____________________________________________________________

Aggravated By:


□ Activity (Heavy)

□ Activity (Moderate)

□ Activity (Light)


□ Bending


□ Lifting


□ Twisting


□ Stress


□ Standing (Prolonged)
□ Temperature

Relieved By:


□ Cold



□ Heat



□ Increased Activity


□ Lying Down


□ OTC Medication

□ Posture Changes


□ Prescribed Medication
□ Rest



□ Stretching


□ Support Brace

Complaint 2:

Location: ______________________________  Date of Onset _____/_____/__________

Frequency: _________________ per _______________

Severity: ____________ out of 10.  10 is the worst imaginable pain.

Quality: (Check all that apply)


□ Dull

□ Achy
□ Burning
□ Sharp
□ Stabbing


□ Stiff

□ Weakness
□ Throbbing
□ Numbness/Tingling


□ Other: __________________________________________________________

Do the symptoms radiate? ​​​​_________

If so, where? _____________________________________________________________

Aggravated By:


□ Activity (Heavy)

□ Activity (Moderate)

□ Activity (Light)


□ Bending


□ Lifting


□ Twisting


□ Stress


□ Standing (Prolonged)
□ Temperature

Relieved By:


□ Cold



□ Heat



□ Increased Activity


□ Lying Down


□ OTC Medication

□ Posture Changes


□ Prescribed Medication
□ Rest



□ Stretching


□ Support Brace

Complaint 3:

Location: ______________________________  Date of Onset _____/_____/__________

Frequency: _________________ per _______________

Severity: ____________ out of 10.  10 is the worst imaginable pain.

Quality: (Check all that apply)


□ Dull

□ Achy
□ Burning
□ Sharp
□ Stabbing


□ Stiff

□ Weakness
□ Throbbing
□ Numbness/Tingling


□ Other: __________________________________________________________

Do the symptoms radiate? ​​​​_________

If so, where? _____________________________________________________________

Aggravated By:


□ Activity (Heavy)

□ Activity (Moderate)

□ Activity (Light)


□ Bending


□ Lifting


□ Twisting


□ Stress


□ Standing (Prolonged)
□ Temperature

Relieved By:


□ Cold



□ Heat



□ Increased Activity


□ Lying Down


□ OTC Medication

□ Posture Changes


□ Prescribed Medication
□ Rest



□ Stretching


□ Support Brace

Complaint 4:
Location: ______________________________  Date of Onset _____/_____/__________

Frequency: _________________ per _______________

Severity: ____________ out of 10.  10 is the worst imaginable pain.

Quality: (Check all that apply)


□ Dull

□ Achy
□ Burning
□ Sharp
□ Stabbing


□ Stiff

□ Weakness
□ Throbbing
□ Numbness/Tingling


□ Other: __________________________________________________________

Do the symptoms radiate? ​​​​_________

If so, where? _____________________________________________________________

Aggravated By:


□ Activity (Heavy)

□ Activity (Moderate)

□ Activity (Light)


□ Bending


□ Lifting


□ Twisting


□ Stress


□ Standing (Prolonged)
□ Temperature

Relieved By:


□ Cold



□ Heat



□ Increased Activity


□ Lying Down


□ OTC Medication

□ Posture Changes


□ Prescribed Medication
□ Rest



□ Stretching


□ Support Brace

Medical History
Prior Chiropractic Care:

Your previous Doctor of Chiropractic: ________________________________________

Location: _______________________________________________________________

Last visit to your previous Chiropractor? ______________________________________

Reason for visit? _________________________________________________________

Chiropractic Techniques you have had success with: _____________________________

Hospitalizations (Most Recent First):
Date of Hospitalization: _____/_____/__________

Reason for Hospitalization: _________________________________________________

Complications: ___________________________________________________________

Date of Hospitalization: _____/_____/__________

Reason for Hospitalization: _________________________________________________

Complications: ___________________________________________________________

Date of Hospitalization: _____/_____/__________

Reason for Hospitalization: _________________________________________________

Complications: ___________________________________________________________

Surgical History:

Any Prior Surgeries? __________________  If so, please check appropriate boxes:

□ Appendectomy


□ Breast Biopsy/Lumpectom

□ Cardiac Bypass


□ Cardiac Valve Replacement

□ Carpal Tunnel – Left

□ Carpal Tunnel – Right

□ Colon Resection


□ Cosmetic Procedure(s)

□ D & C



□ Discectomy

□ C-Section



□ Gallbladder Removal

□ Gastric Bypass


□ Hemorrhoids

□Hernia Repair


□ Hysterectomy

□ Knee – Left



□ Knee – Right

□ Lasik



□ Low Back Surgery

□Mastectomy



□ Pacemaker Implanted

□ Prostatectomy


□ Shoulder – Left

□ Shoulder – Right


□ Spinal Fusion – Cervical

□ Spinal Fusion – Thoracic

□ Spinal Fusion – Lumbar

□ Thyroidectomy


□ Tonsils

□ Tonsils and Adenoids

□ Wisdom Teeth

□ Other: __________________________________________________________

Current & Past Illness:
Please check the boxes that apply:


□ AIDS/HIV



□ Alcoholism


□Alzheimer’s



□ Anemia


□ Anorexia



□ Arthritis


□ Asthma



□ Bleeding Disorders


□ Breast Lump


□ Bronchitis


□ Bulimia



□ Cancer


□ Chemical Dependency

□ Depression


□ Diabetes



□ Hysterectomy


□ Emphysema



□ Epilepsy




□ Fracture 



□  Heart Disease 
□ Hepatitis 



□  Hereditary Disorder 
□ Hernia 



□ Herniated Disc 
□ High Blood Pressure 

□ High Cholesterol 
□ Infection 



□ Kidney Disease 


□ Liver Disease 


□ Migraine Headaches 
□ Miscarriage 



□ Multiple Sclerosis 
□ Neuromuscular Issues 

□ Osteoarthritis 
□ Osteoporosis 


□ Pacemaker 
□ Parkinson's Disease 

□ Pinched Nerve 
□ Pneumonia 



□ Polio 
□ Prostate Problems 


□ Psychiatric Care 
□ Rheumatoid Arthritis 

□ Stroke 
□ Suicide Attempt 


□ Thyroid Problems 
□ Trauma/Injury 


□ Tumor 
□ Ulcers 



□ UTI 
□ Venereal Disease 
□ Other: __________________________________________________________

Previous Medical Tests:
Please Report All Previous Medical Tests (Most Recent First)

Test: ___________________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Test: ___________________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Test: ___________________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Previous Medical Procedure:

Procedure:_______________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Procedure:_______________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Procedure:_______________________________________________________________

Reason: _________________________________________________________________

Date of Test _____/_____/__________

Prior Accidents/Injuries:
□ Automobile Accident 

□ Multiple Automobile Accidents 
□ Slip & Fall 



□ Sporting Injury 
□ Work Injury 


□ Fracture 
□ Concussion 



□ Concussion w/ Loss Of Consciousness 

□ Sprain/Strain Injury 

□ Herniated Disc 
□  Nerve Damage 
□ Other: __________________________________________________________

Allergies:
Please Tell Us About Your Allergies:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:
Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Name of medication: __________________________  Dosage: ____________________

Date of medication: _____/_____/_________

Systems Overview

General:


□ Lethargy / Weakness


□ Recurring Fever


□ Recent Weight Loss
 / Gain


□ Dizziness


□ Fever




□ Chills


□ Other: __________________________________________________________

Skin/Hair:


□ Skin Trouble / Rashes


□ Flushing


□ Change In Hair / Nails


□ Excessive Acne


□ Eczema




□ Psoriasis


□ Skin Cancer




□ Skin Pigmentation Issues


□ Blood In Stool



□ Easy Bruising


□ Gum Bleeding





□ Other: __________________________________________________________

Gastrointestinal:


□ Abdominal Pain 



□  Nausea Or Vomiting 
□ Bloating Or Cramping 


□ Heartburn 
□ Stomach Ulcer 



□ Difficulty Swallowing 
□ Jaundice 




□ Liver Disease 
□ Gallbladder Problems 


□ Pancreatitis 
□ Change In Bowel Habits 


□ Hepatitis 
□ Cirrhosis 




□ Black Or Bloody Stool 
□ Colon Cancer Or Colon Polyps 

□ Hemorrhoids 
□ Food Sensitivities 



□ Constipation 
□ Diarrhea 




□ Irritable Bowel Syndrome 
□ Crohn's Disease 



□ Gastric Reflux 
□ Collitis 




□ Loss Of Appetite 
□ Other: __________________________________________________________
Urinary:

□ Frequent Urination



□ Blood In Urine


□ Kidney Stones



□ Urinary Infections


□ Urgency




□ Incontinence

□ Genital/Bladder/Urinary Complaints
□ Hesitancy

□ Other: __________________________________________________________
Psychiatric:


□ Alzheimer's Disease 


□ Insomnia 
□ Difficulty Concentrating 


□ Memory Loss/Confusion 
□ Chemical Dependency 


□ Depression 
□ Anxiety 




□ Agitation/Irritability 
□ Suicidal Thoughts 
□ Other: __________________________________________________________

Musculoskeletal:


□ Osteoporosis 



□ Arthritis 
□ Scoliosis 




□ Joint Pain Or Swelling 
□ Cramping 




□ Fractures 
□ Implants, Plates, Pins or Screws 

□ Trauma 
□ Neck Pain 




□ Back Pain 
□ Hip Disorders 



□ Knee Injuries 
□ Foot / Ankle Pain



□ Shoulder Problems

□ Elbow / Wrist Pain



□ Poor Posture

□ Gout

□ Other: __________________________________________________________

Cardiovascular:

□ Chest Pain Or Tightness 


□ Palpitations 
□ Swelling Of Feet Or Hands 

□ High Blood Pressure 
□ Low Blood Pressure 


□ High Cholesterol Or Triglycerides

□ Heart Attack 



□ Heart Murmur 
□ Mitral Valve Prolapse 


□ Congenital Heart Defects

□ Rheumatic Fever



□ Leg Pain Upon Walking 
□ Blood Clots 




□ Varicose Veins 
□ Dizziness 




□ Excessive Bruising 
□ Coronary Artery Disease 


□ Pacemaker 
□ Other: __________________________________________________________

Neurological:


□ Anxiety And / Or Panic


□ Depression


□ Memory Loss



□ Sleeping Issues

□ Frequent Headaches 


□ Dizziness 
□ Weak Muscles 



□ Pins And Needles 
□ Fainting 




□ Migrains 
□ Numbness Or Tingling 


□ Loss Of Smell Or Taste

□ Temporary Loss Of Vision 


□ Difficulty Concentrating 
□ Stroke 




□ Epilepsy Or Seizures 
□ Poor Balance 



□ Tremors 
□ Head Injury 


□ Other:___________________________________________________________

Blood/Lymph:


□ Anemia 




□ Bleeding 
□ Bruising 




□ Blood Clots 
□ Past Transfusions 



□ Leukemia 
□ HIV/AIDS 




□ Sickle Cell 
□ Lymphoma 
□ Other: __________________________________________________________

Male Complaints:


□ Dribbling




□ Loss Of Libido


□ Erectile Dysfunction


□ Sexually Transmitted Disease


□ Testicular Pain Or Lumps


□ Prostate Disease


□ Penile Discharge


□ Other: __________________________________________________________

Head, Eyes, Ears, Nose and Throat:


□ Headaches Or Migraines 


□ Eye Or Vision Problems

□ Eyeglasses Or Contact Lenses 

□ Eye Surgery 
□ Cataracts 




□ Glaucoma 
□ Nose Congestion Or Sinus Trouble 
□ Nose Bleeds 
□ Ear Or Hearing Problems 


□ Dental Problems 
□ Gum Problems 



□ TMJ Problems 
□ Sore Throat 




□ Postnasal Drip 
□ Swollen Glands 



□ Hoarseness 
□ Other: __________________________________________________________

Respiratory:


□ Persistent Cough



□ Asthma Or Wheezing


□ Shortness Of Breath



□ Snoring Issues


□ Tuberculosis



□ Pneumonia


□ Spitting Up Blood



□ Exercise Intolerance


□ Apnea




□ Emphysema


□ Hay Fever




□ Breathing Or Lung Complaints

□ Other: __________________________________________________________

Endocrine:


□ Feeling Hot Or Cold All The Time 
□ Thyroid Problems 
□ Diabetes 




□ Increased Urination 
□ Excessive Thirst 



□ Hyperthyroidism 
□ Heat Intolerant 



□ Cold Intolerant 
□ Weight Loss 



□ Weight Gain 
□ Change In Appetite 



□ Hair Changes 
□ Hormonal Or Glandular Concerns 

□ Hyperparathyroidism 
□ Testosterone Deficiency 


□ Cushing's Syndrome 
□ Steroid Treatments 



□ Sweating 
□ Other: __________________________________________________________

Allergies:


□ Seasonal




□ Medication


□ Food



□ Other: __________________________________________________________

Female Complaints:

□ Painful Sex 




□ Vaginal Discharge 
□ Breast Pain Or Lumps 


□ Hot Flashes 
□ Menstrual Irregularity 


□ Loss Of Libido 
□ Menopause 




□ Sexually Transmitted Disease 
□ Other: __________________________________________________________

Other:

Please write anything that was not covered or elaborate a choice above:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History

Check all that apply:

□ AIDS/HIV 




□ Alcoholism 
□ Alzheimer's 




□ Anemia 
□ Anorexia 




□ Arthritis 
□ Asthma 




□ Bleeding Disorders 
□ Breast Lump 



□ Bronchitis 
□ Bulimia 




□ Cancer 
□ Chemical Dependency 


□ Depression 
□ Diabetes 




□ Hysterectomy 
□ Emphysema 



□ Epilepsy 
□ Fracture 




□ Heart Disease 
□ Hepatitis 




□ Hereditary Disorder 
□ Hernia 




□ Herniated Disc 
□ High Blood Pressure 


□ High Cholesterol 
□ Infection 




□ Kidney Disease 
□ Liver Disease 



□ Migraine Headaches 
□ Miscarriage 




□ Multiple Sclerosis 
□ Neuromuscular Issues 


□ Osteoarthritis 
□ Osteoporosis 



□ Pacemaker 
□ Parkinson's Disease 


□ Pinched Nerve 
□ Pneumonia 




□ Polio 
□ Prostate Problems 



□ Psychiatric Care 
□ Rheumatoid Arthritis 


□ Stroke 
□ Suicide Attempt 



□ Thyroid Problems 
□ Trauma/Injury 



□ Tumor 
□ Ulcers 




□ UTI 
□ Venereal Disease 
□ Other: __________________________________________________________
Lifestyle
Lifestyle Habits:
Tobacco Use:


□ Never


□ Previous Smoker

□ 1-3 Cigarettes/Day

□ Up to 1 Pack/Day

□ 1-2 Packs/Day

□ 2+ Packs/Day
Alcohol Use:


□ Abstainer


□ Former Alcoholic 

□ 1-2 Drinks/Week
□ 3-5 Drinks/Week

□ 1-3 Drinks/Day

□ 3+ Drinks/Day

Activity Level:


□ Sedentary
□ Light
□ Moderate
□ Vigirous

Nutritional Supplements:

Name of Supplement: _____________________________________________________
Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Name of Supplement: _____________________________________________________

Reason for Use: __________________________________________________________

Dietary Habits:

□ No Special Dietary Habits/Changes To Report 

□ Binges 




□ Purges 

□ Balanced 




□ High Protein 
□ High Calorie 



□ Low Carbohydrate 
□ Low-Fat 




□ Low-Cholesterol 
□ No Red Meat 



□ Atkins 
□ Diabetic 




□ Gluten-free 
□ Kosher 




□ Macrobiotic 
□ Paleo 




□ Raw Food 
□ Vegan 




□ Vegetarian 
□ Weight Watchers® 



□ 1-2 Meals Daily 
□ 2-3 Meals Daily 



□ 3-4 Meals Daily 
□ 4-6 Meals Daily Including Snacks
□ Other: __________________________________________________________
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