
                                                                New Patient Intake Form 

 

First Name:_______________________   M.I._________  

Last Name________________ Preferred Name:___________ 

Address:____________________________________________  

City:____________________ State:_____ Zip:_____________ 

Date of Birth:_______/_______/_______   Age:____________     

                     Gender (please circle one): M   F  

 

Primary Phone #:___________________  Secondary Phone #:________________________ 

Email:__________________________________________     Marital Status: S   M   W   D 

Name of Spouse (if applicable):___________________ Spouse Phone #:_________________ 

Children?:  Y   N       If Yes, how many?:___________ 

Emergency Contact (if other than spouse):_________________________________________ 

Relationship:_______________________________ Phone #:___________________________ 

*How did you hear about us? ____________________________________________________ 

Have you ever been adjusted before? Y  N   Chiropractor’s Name:_____________________ 

Approx. date of last visit:___/___/___ Have you seen other chiro’s for this condition? Y  N 

 

REASON FOR VISIT 

What is the reason for your visit today?____________________________________________ 

______________________________________________________________________________ 

Describe your symptoms:________________________________________________________ 

What caused this problem?______________________________________________________ 

When did this complaint begin?___/___/___ Other doctors seen for this issue?___________ 

Did your pain come on (please circle one):   Suddenly   Gradually 

Is the pain (please circle one):   Mild   Moderate   Severe     Rate pain on scale of 1-10:_____ 

Do you experience pain everyday?  Y  N    Do you wear an orthotic or heel lift?  Y  N 



Age of mattress?_____________     Do your symptoms interfere with your daily life?  Y  N 

What is the frequency of symptoms? (please circle one): 

Constant (76-100% of the day)                 Occasionally (26-50% of the day) 

Frequent (51-75% of the day)                   Intermittent (0-25% of the day) 

Describe the nature of symptoms (Please circle all that apply): 

Sharp            Dull ache           Numb           Shooting            Burning              Tingling                

Have you ever had this problem before?  Y  N     If yes, when?____/____/____ 

Which of these factors affect your condition? (Please circle all that apply): 

Working              Lying down                                 During heavy activity         While resting 

Sitting                 During the night                          Before meals                        Recreation/play 

Standing              First thing in the morning           During meals 

Walking              End of the day                             After meals                                                                                                

 

MEDICAL HISTORY 

Have you been treated for any conditions in the last year?  Y   N 

If yes, please describe:__________________________________________________________ 

Date of last physical exam:_______________   Is there a chance you are pregnant?  Y   N  

Have you ever:                                    If yes, please explain: 

Broken Bones                       Y   N      _______________________________________________ 

Been Hospitalized                Y   N      _______________________________________________ 

Been in an Auto Accident   Y   N      _______________________________________________ 

Had sprains/strains             Y   N      _______________________________________________ 

Been struck unconscious     Y   N     _______________________________________________ 

Had surgery                          Y   N     _______________________________________________ 

Have a pacemaker                Y   N    _______________________________________________ 

Have a defibrillator              Y   N    _______________________________________________ 

 

 



Please circle any conditions that you now have or have had in the past:  

Gastrointestinal                                          Skin             Genitourinary            

Constipation               Gall bladder issues          Bruising         Frequent urination              Kidney infection 

Diarrhea                      Hemorrhoids                   Boils              Painful urination                 Prostate trouble 

Digestive Problems    Liver trouble                   Dryness          Difficulty starting urine      Blood in urine 

Stomach pain             Vomiting of blood                                  Inability to control urine     Bed wetting 

Muscles and Joints         Cardiovascular                     For WOMEN Only 

Foot problems                  High blood pressure               Cramps                     Irregular cycles 

Swollen joints                  Low blood pressure                Backache                  Painful intercourse 

Hernia                              Previous heart trouble            Excessive flow          Painful menstruation 

                                         Previous stroke                       Hot flashes               Vaginal discharge 

Respiration                                                                    Eyes/Ears/Nose 

Chest pains                       Spitting blood                        Eye pain                  Nose bleeds 

Chronic cough                  General allergies                    Earaches                 Sinus trouble 

Difficulty breathing          Weight loss                            Ear discharge          Difficulty swallowing 

Frequent colds                  Nervousness                          Ringing of ears        Hoarseness 

                                          Emotional issues                   Nasal discharge       Asthma 

 

What medications are you taking and for what conditions? Please list dosage and amounts: 

______________________________________________________________________________ 

______________________________________________________________________________ 

What vitamins or herbs are you currently taking? For what and what amounts?_________ 

______________________________________________________________________________ 

Any allergies?  Y  N   If yes, please list:____________________________________________ 

Alcohol use:  Y  N   Amount:________                           Tobacco use:  Y  N   Amount_______ 

Coffee or Caffeine use:  Y  N   Amount:_______           Drug use:  Y  N   Amount:_________ 

Exercise amount and type:_______________________________________________________ 

Dietary restrictions:____________________________________________________________ 



FAMILY HISTORY 

Has anyone in your immediate family (mother, father, brother, sister, grandparents, 

children) had any of the following: 

Condition                        Family Member                  Condition                        Family Member 

Heart Disease                                                               Epilepsy 

Hypertension                                                                Glaucoma 

Stroke                                                                            Bleeding Disorders  

Cancer                                                                           Kidney Disease 

Diabetes                                                                         Thyroid Disease 

 

INFORMED CONSENT 

To the patient: Please read this entire document prior to signing it.  It is important that you 

understand the information contained in this document.  Please ask questions before you sign if 

there is anything that is unclear. 

The nature of the chiropractic adjustment: 

The primary treatment I use as a Doctor of Chiropractic is spinal manipulative therapy.  I will 

use that procedure to treat you; it involves the use of my hands upon your body in such a way as 

to move your joints.  This may cause an audible “pop” or “click”, much as you have experienced 

when you “crack” your knuckles.  You may feel a sense of movement. This audible may not 

always occur; if it doesn’t, that does not mean that the joint didn’t move. Please remember this!  

Analysis / Examination / Treatment  

As part of the analysis, examination, and treatment, you are consenting to the following 

procedures: 

• spinal manipulative therapy     • palpation     • vital signs       • range of motion testing                 

• orthopedic testing • basic neurological testing • muscle strength testing  • postural analysis 

The material risks inherent in chiropractic adjustment. 

As with any healthcare procedure, there are certain complications which could arise during 

chiropractic manipulation; a few of these complications could include fracture and the incidence 

of stroke. Please know that adjustments do not cause stroke without there being an injury to the 

artery already in progress. Some patients will feel some stiffness and soreness following the first 

few days of treatments.  I will make every reasonable effort during the examination to screen for 

contraindications to care; however, if you have a condition that would otherwise not come to my 

attention, it is your responsibility to inform me. 



The probability of risks occurring. 

Fractures are rare occurrences and generally result from some underlying weakness of the bone.  

Stroke has been the subject of tremendous disagreement.  The incidences of stroke are 

exceedingly rare and are estimated to occur between one in one million and one in five million 

cervical adjustments.  The other complications are also generally described as rare. 

The availability and nature of other treatment options. 

Other treatment options for your condition may include: 

1-Self-administered, over-the-counter analgesics and rest   2-Medical care and prescription drugs 

such as anti-inflammatory, muscle relaxants and pain killers   3-Hospitalization   4-Surgery 

If you chose to use one of the above noted “other treatment” options, you should be aware that 

there are risks and benefits of such options and you may wish to discuss these with your primary 

medical physician. 

The risks and dangers attendant to remaining untreated. 

Remaining untreated may allow the formation of adhesions and reduce mobility which may set 

up a pain reaction further reducing mobility.  Over time this process may complicate treatment 

making it more difficult and less effective the longer it is postponed. 

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.  

PLEASE CHECK THE APPROPRIATE “BOX” AND SIGN BELOW: 

I have read □ or have had read to me □ the above explanation of the chiropractic 

adjustment and related treatment.  I have discussed it with the Doctor of Chiropractic at 

Flying M Chiropractic and have had my questions answered to my satisfaction.  I certify 

that the information I have provided is correct to the best of my knowledge.  I will not hold 

my doctor or any staff member at Flying M Chiropractic responsible for any errors or 

omissions that I may have made in the completion of this form.  By signing below, I state 

that I have weighed the risks involved in undergoing treatment and have decided that it is 

in my best interest to undergo the treatment recommended.  Having been informed of the 

risks, I hereby give my consent to that treatment. 

Dated:________________________________          Dated:_____________________________ 

_______________________________________                   _____________________________ 

Patient’s Name (Please print)            Doctor’s Name   (Please print) 

X_____________________________________                    _____________________________ 

Signature of Patient, Parent or Legal Guardian (if a minor)        Doctor’s Signature 

 

 



TERMS OF ACCEPTANCE 

Open floor environment 

Flying M Chiropractic utilizes an “open treatment area” in which complete privacy may not be 

possible in this setting. If you would prefer to be seen in a private room or have a question or 

concern that you wish to be addressed in private, it is your responsibility to let us know and we 

will do the best we can to accommodate your wishes.  

Children in the office 

Children are always welcome in the office; however, due to the nature of the gym setting, their 

safety and wellbeing are not the doctor’s responsibility. By bringing children into the office you 

understand and agree to the fact that they are solely the responsibility of the parent and must be 

kept off all gym equipment at all times.  

I hereby authorize the staff to perform such services deemed necessary by the physician to 

diagnose and treat my condition(s). I understand that I am responsible for all charges which 

may include collection fees relating to my account. 

FINANCIAL POLICY 

• It is our office policy that payment for services rendered is ultimately the responsibility of 

the patient. We are happy to extend a payment plan to you so that you can follow through 

with all the care you may require.  

• All patient fees are expected at the time of service or according to a present payment 

plan.  

• This office only accepts CASH or CHECKS.  

• If payment is refused by your bank for any check written, this office will charge a fee of 

$35 to offset any charges we occur as the result of the returned check.  

• Any balance left unpaid after a period of 180 days will result in an interest charge of 2% 

per month.  

• Should you discontinue care for any reason, other than discharge by the doctor, any and 

all balances will become due and payable at that time. If you are on a predetermined 

payment plan, that plan will continue to be in effect until your balance is zero.  

CONFIDENTIALITY POLICY 

In accordance with Federal Law, HIPAA, (Health Insurance Portability and Accountability Act) you can be 

assured that your personal and private health information will be protected and kept private.  We will not 

release any of your private and personal health information without your express, written consent.  The 

information will only be released to the party which you have designated in writing and dated. We reserve the 

right to contact you via mail, E-mail or phone as is necessary to remind you of upcoming/ missed 

appointments, upcoming events/updates on our clinic procedures, birthdays and educational opportunities. 

____________________________                                            ________________           

                  Signature                                                                                                Date 



OTHER HEALTH CARE PROFESSIONALS 

At Flying M Chiropractic, we want to make sure we are on the same page as all your other health 

care professionals. Each one of us uses a different lens to evaluate your health and wellbeing and 

we find it is best if we share our lens and our view with those that are caring for you.  

Please identify your complete health care team with their name, phone number and email 

address. If you Google them and get their website, you’re welcome to just write that in below.  If 

there is a health care professional that we missed, please fill out the empty space at the bottom.  

______________________________________________________________________________ 

Chiropractor (if you have been cared for previously) 

______________________________________________________________________________ 

Massage Therapist 

______________________________________________________________________________ 

Acupuncturist 

______________________________________________________________________________ 

Medical Doctor  

______________________________________________________________________________ 

Medical Specialist      (ie: Cardiologist, Endocrinologist, Dermatologist, Gastroenterologist, 

Oncologist, Hematologist, Nephrologist, Neurologist, Psychiatrist, Pulmonologist, 

Rheumatologist, ENT, Urologist) 

______________________________________________________________________________ 

Eye Doctor 

______________________________________________________________________________ 

Pharmacist 

______________________________________________________________________________ 

Midwife/Doula 

______________________________________________________________________________ 

Lactation Consultant 

______________________________________________________________________________ 

Naturopath 

______________________________________________________________________________ 



Fitness Trainer 

______________________________________________________________________________ 

Yoga Instructor 

______________________________________________________________________________ 

Nutritionist 

______________________________________________________________________________ 

Reiki Practitioner  

 

 


