[bookmark: _GoBack]Patient Intake Form
Date: __________________________
Full name: __________________________________________________   Age: ___________
 Date of Birth: _______________________   Phone number: ___________________________
Home address: ____________________________________________________________
City: ____________________________   State: _______    Zip code: __________________
Email address: _____________________________________________________________
Weight: ______________________________    Height: _____________________________
Name of referring physician: _______________________________________________
Medical History
Do you smoke? Y/N	How often? _______________________
Are you pregnant? Y/N	Do you have a pacemaker? Y/N
Allergies: ______________________________________________________________________
Medications: ___________________________________________________________________
Previous injuries: ______________________________________________________________
Previous surgeries: ______________________________________________________________
Medical conditions/diagnoses: ______________________________________________________________________________
Complaints
What is your major complaint? ____________________________________________________
Other symptoms: _______________________________________________________________
Start date: ______________	Possible cause: _________________________________________
Aggravating factors: _____________________________________________________________
Relieving factors: _______________________________________________________________
Please circle the level of pain you have experienced within the past two weeks (0 is no pain, 10 is most severe pain possible):
Current pain: 0 1 2 3 4 5 6 7 8 9 10
Least pain: 0 1 2 3 4 5 6 7 8 9 10				Most pain: 0 1 2 3 4 5 6 7 8 9 10
