
For OlTice Use Onl)

Date:
-\

,{cct i
Name:

Address ['referred Language

C ity _ State__ Zip Ho,ne Phone

Cell Phone Ernail Eth n icitr

Sex EMale EFemale Agc__ Bifth date__ Esingle EMarried Ewido\\.ed Osepalated EDivolced

Social Security # Reltrred br'

Patient Employed Bl_ _ ()ceupation_

Business Address

Business E-rnail

Notifo in Case ofemergency

Cell Phone

Horne Phone Work Phonc

Ernail

Person Responsible for Account_

Relation to Patient

Phone

Contract #

Soc. Sec. #

Perst''r Responsitlle Employed By__ -_ occupation

Insurance Companl

Ernail

Croup #

Choose the sererin level associated rvith each symptom

B(l) Verr- Mild l(2) tr(i) tr(4) D(5) tr(6) tr(7) g(8) tr(e) rl(10) Remarkabll Severe

O(l) Very Mild tr(2) tr(3) D(4) tr(5) tr(6) D(7) tr(S) tl(9) O(10) Remarkably Severe

tr(l) Very Mild A(2) D(l) tr(4) D(5) D(6) tr(7) I(8) tr(9) tr(10) Remarkably Severe

tr( l) Very Mild tr(2) tr(3) tr(-l) tr(5) tr(6) D(7) C(8) l(9) tr( l0) Remarkabll Serele

D(l) Very Mild fl(2) El(i) tr(l) tr(s) tr(6) tr(?) D(8):l(9) fl(10) Remarkably Severe

List any tests, studies or medications received for this condition

ETests/Studies:

Were you admitted to the hospital due to this condition: EYes ENo

If yes, what hospital? 

-Transported 

b-u.'? EArnbulance EPolice BOther

[-ist the hospital procedures teceived

Patient Intake Form

Business Phone

B irth date

List symptorns )'ou are experiencing todal':

EMedications:

Date Admitted: Date Released: Length ofStay:



Patient Nanre

Are your present problerns due to an in jurr? EYes ENo Enter tlie date ot'the in-iurf

Was the iniurr,? E Job Related EAuto Accident QPersonal hrjLrq flOther

Do -u.,ou suffer from anr condition rrthel than that tbr rr Irich ) ou ale no\\ consulting us'l flYes E\o

ITABITS

E Drinking Alcohol: (Cups/day): _
E Coffee Cups/Day:

E Soft Drink Bottles or Cans/Dav:

El Water CupsrDay:

List an) past condi(iorts rou nrar ltare had

FAMILY HISTORY

Diabetes Cancer Back Pain Other

Mothertrtrtrtr_
FathertltrOO_
Brothe(s)E O tr O_
Sister(s)Otrtr4_

Do you currently smoke tobacco ofany kind? rYes rFormer Smoker rNever been a smoker

Ifyes. how often do you smoke: nCurrent everyday smoker :Current sometimes smoker

Are you taking any rnedication (prescription or over-the-counter)- home remedies. r'itanrins. minerals- etc',) f,lYes ONo
If ves- rvlriclr orres?

EXERCISE

0None

EModerate

EDait-u-

Type: _

Have 1,ou taken any rnedications in the past? EYes ENo lf res- uhich onesJ

Do you have allergies (including medications)? EYes ENo If yes. please explain

Have vou ever had any surgcries? OYes ENo (lf y- es- please enter the approximate date of surgery'.)

Have you ever had X-rays taken? EYes ENo When'l

For rvhat ailnrents rvere these X-rars taken'l

81' Whom?

Date:

Do you have any current work restrictions due to this condition?

Offwork: EYes ENo UPreviouslr From: To:

Light duty: DYes BNo EPreviously (lf yes. what arelvvere )our restrictions?) _
What type ofr.rork do )ou do?_ _



Patient Name Date

OPERATTONS AND PROCEDURES

Please check the box for each current or past symptom listed. EYE/EAR

GENERAL SI'MPTONIS GASTRO-I\TESTII(AL NOSE/THROAT

B Allergl,(what) ' E Belching ol Cas f,l Asthma

El Colon Trouble E Deaftess

D Bronchitis

tr Chills (Constant)

E Convulsions

E Dizziness

E Fainting

E Fatigue

EI Headache

E Loss of Sleep

f,l Loss of Weight

El Nervousness

0 Night Sweats

D Numbness or Pain

in anns/legs/hands

El Wheezing

MUSCLES & JOINTS

E Backache

E Foot Trouble

E Hernia

E Pain Between

Shoulders

E Painful Tail Bone

E stiff Neck

E Spinal Curvature

E Swollen Joints

E Trernors

El Twitching

O Constipation

E Diarrhea

O Gall Bladder Trouble

E Hernorrhoids (piles)

E Jaundice

E Liver Trouble

E Nausea

O Stornach Pain

O Vorniting

fl Vorniting Blood

E Heart Burn

B Bloodl,' Stools

E Acid Reflux

Cl lrritable Bonel

CARDIO-VASCTJLAR

E High Blood Pressure

fl Lorv Blood Pressure

O Chest Pain

E Heart Trouble

E Poor C irculation

O Rapid Heart

E Slor Heart

O Stlokes

E Swelling Ankles

E Varicose Veins

E Ealache

E Eal Discharge

E Ear Noises

fl Thyroid Problems

O Frequent Colds

E Hay Fever

E Nasal Obstluction

0 Nose Bleeds

E Pain in Eyes

E Pool Vision

E Blurred Vision

fl Sinusitis

E Sore Throats

E Tonsillitis

SKIN OR ALLERGIES

E Bruising Easily

E Dryness

E Eczema

O Hives or Allergy

E Itch ing

E Sensitive Skin

E Skin Eruptions

RESPTRATORY

E Chest Pain

fl Chlon ic Cou.eh

E Difficulty Breathing

0 Spitting Blood

E Spitting Phlegrn

CENITO.URINARY

E Bed Wetting

El Blood in Urine

E Frequent Urination

E lnability to Control

U rirre

E Kidnel, lnfection

E Kidney Stones

D Painful Urination

E Prostate Trouble

FOR FEMALES ONLY

E Cramps

E Hot Flashes

. E lrregular Cycle

E Painful Periods

E Vaginal Discharge

E Pregrant Now?

Last Pap Date

Las Menstrual Cycle



DO YOU HAVE O}(HAVE YOU HAD ANY OF THE FOLIUWING DISEASES?

EAppendicitis

EGoiter

EPolio

EAlcoholism

DAnemia

Dr,pilepsy

EChicken Pox

DEczema

EArthritis

EMumps

ELumbago

ECancer

ElPneumonia OMeasles

Elnfluenza DMental Disorder

ETuberculosis DDiabetes

EVenereal Disease QHIV Positive

I have rcviewed the information on this qllestionnaire and it rs accurate to the best of my knowledge. I understand that rhis information will bc used by the
chiropractor to hclp dcaermine appropriate and healthful chiropractic treatmenl. Iltheie is any change in my medical status, I will inform the chiropractor.

I authorizc thc chiropractor to release all information necessar)'to secure the payment ofbenefits. I understand that I arn financially responsible for all
charges whether or not paid by insurance.

I hereby authorizc the doctor to examine and treat my condition as he/she deems appropriate through the use ofchiropractic health care, and I give authority
for thcse procedurcs to be pcrformed. It is understood and agreed the imaging is ior examination only and the negatives will remain the property ofthis
office, being on file where they may be viewed.

Payment is due in full at time of treatment unless prior arrangements have been approved.

Shuttleworth Chiropractic Centre uses Electronic Health Records and you will have the ability to access your clinical summaries via the
internet. You can use this to make sure we have an updated Iist ofyour medications, allergies, personal information and diagnosis, along
with being able to print offfor your own personal records or another doctor's records.

Yes, I would like to have this information available for my own personal access

No, I would not like to haye this information available for my own access

Date:

Witness: Date:

E Heart Disease

ERheumatic Fever

EPleurisy

EWhooping Cough

I authorize my insurance company to pay the chiropractor or chiropractic group all insurance benefits otherwise payable to me for services rendered. I
authorize the use ofthis signature on all insurance submissions.

Patient's/Guardian's Signature;


