Patient Intake Form

Welcome to our office of chiropractic. Thank you for taking a moment to fill in our
and to the best of your knowledge. Let our staff know if you Have any questions. Wh
authorization checked and appropriate signatures filled in.
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Patient Intake Form. Please fill this form completely

en complete return it to our office with the bottom

Patient Information

SSN: Birthday:
*First Name: Middle Name: *Last Name:
Sex: Om OF Height: Weight:
Married/Civil Union: ()Married ()Single Spouse Name: # of Children:
Home #: Cell #: Work #:
Address:
City: State: Zip:
*Email:
Employer Information
Employed: QOrulimime (PartTime (()Homemaker ()Unemployed  Employer Name:
Employer Address:
Employer City: Employer Stata: Employer Zip:
Cccupation: Work Supervisor: Supervisor #:
Physical Work Duties:
History
List current Medications.

{(name, amounts, frequency, length of use, reason for use)

List current vitamins, minerals, supplements, or herbs:

(name, amounts, frequency, length of use, reason for use)

Have you ever:

Broken Bones: QOyes (Ono Treatment: (Yes (No Explain:
Sprains/Strains: QYes (ONo Treatment: (Yes (No Explain:
Hospitalized: OYes OnNo Explain:

Surgery: QOyes (o Explain:

Auto Accident: QOYes (Oho Treatment: ()Yes (ONo Explain:
Struck Unconscious: ()Yes (ONo Treatment: ()Yes (ONo Explain:
Eating Disorder: Qvyes (ONo Explain: s
Stroke: Qves (ONo Explain:

Family Health History:

Example: arthritis, cancer, diabetes, heart disease, kidney disease, high cholesterol, etc.




Social History & Life Choices

Alcohol: (Opaily  (Oweekly ()Occasionally (ONever Caffeine Drinks (Opaily  (Oweekly (Doccasionally (Onever

Diet Food Products: ()Daily ~ ()Weekly ()Occasionally (WNever Drugs: (Opaily  (OWeekly ()Occasionally (Onever
OTC Stimulants: (Opaily  (Oweekly (Occasionally Never Exercise: (Opaily  (Oweekly (DOccasionally (Never
Homemade Food: ~ ()Daity ~ ()Weekly (O)Occasionally Never Processed Food: ~ (()Daily ~ (DWeekly (7)Occasionally (Oiever

Soft Drinks: Ooaily  ()Weekly (OOccasionally [ Never Tobacco: (Opaily  (O)weekly ()Occasionally (Oiever

Water: O Daily O Weekly OOccasiDnalIy DNever

Chiropractic Experience

Who referred you to our office?

How did you find our office? [ ] Newspaper [ ] sign [ ] Yeliow Pages [ ] Community Event [ ] Mailing

{Have you been adjusted by a chiropractor before? (OYes  (ONo

If yes, what was the reason ?

Doctor's Name: Date of last visit

Has any member of your family ever seen a wellness chiropractor? () Yes (ONo

Reason for this Visit

Describe the reason for this visit:

Impact on Life:

( Skip this section for wellness services )

(Oweliness  (D)sports (OAute Orall (DHome Injury (O1ob (O¢hronic Discomfort (Oother

When did this concern begin?

Has this concern? (") Gotten Worse (_)Stayed Constant ()Come and Gone

Does this concern interfere with: [ | Work [ | Sleep [ ] Daily Routine [ ] Other Activities

Briefly Explain:

Has this concern occurred before? OYE'S (ONo  Briefly Explan:

Have you seen other doctors for this concern?()Yes  ()No  Doctor's Name:

Type of Treatment:

Results:  (D)Good (D)Bad  (D)indifferent

Women Only

Are you pregnant? OYes ONO Are you taking birth control? OYes ONo Do you have irregular cycles? OYes ONO

Are you nursing? OYes (ONo Do you experlence painful periods? ()Yes ()No  Doyou have breast implants? OYes  ONo




Goals for Your Care
People see a chiropractor for a variety of reasons. Some go for relief of pain, some to correct the cause of pain and others
for correction of whatever is malfunctioning in their body. Your doctor will weigh your needs and desires when

recommending your care program. Please check the type of care desired so that we may be guided by your wishes
whenever possible.

[_] I want the Doctor to select the type of care appropriate for my condition.

D Relief Care: Symptomatic relief of pain or discomfort.
[] Corrective Care: Correcting and relieving the cause of the problem as well as the symptoms.

D Comprehensive Care; Bring whatever is malfunctioning in the body to the highest state of health possible with chiropractic care.

Were you aware that...

Doctors of Chiropractic work with the nervous systerm?

Qves (ONo

The nervous system controls all bodily functions and systems?

OYes  (ONo

Chiropractic is the largest natural healing profession in the world?

OYes OND

Authorization

I certify that I'm the patient or legal guardian listed above. | have read/understand the included information and certify it to be true
and accurate to the best of my knowledge. | consent to the collection and use of the above information to this office of chiropractic.

I authorize this office and its staff to examine and treat my condition as the doctors see fit. | hereby authorize the doctor to release
all information necessary to any insurance company, attorney, or adjuster for the purpose of claim reimbursement of charges
incurred by me. | grant the use of my signed statement of authorization with my signature for required insurance submissions. |
understand and agree that all services rendered to me will be charged to me, and I'm responsible for timely payment of such
services. | understand and agree that health/accident insurance policies are an arrangement between an insurance carrier and
myself. | understand that fees for professional services will become immediately due upon suspension or termination of my care or
treatment.

(] tagree with this statement of authorization *

Name of the Insured :

Patient's / Guardian's Signature:

Date:



Cantalupo Chiropractic: Lifestyle Sheet for -

Please let us know if you participate in any of the following activities. It's important for us to

know what activities are important to you! Please circle your answers

Athletic: walking for health running/jogging swimming golfing cycling bowling
Boating canoe/kayak surfing tennis baseball football yoga
Aerobics spinning wt. training  martial arts  racket ball  other:

Hobbies: quilting  archery firearms hunting fishing hiking dining
Sewing crocheting  art crafts baking cooking woodworking
Working on cars/boats boating fixing things computer gardening writing
Entertaining travel camping playinginstrument Listening to music skiing
Motorcycles horseback riding bowling  dancing other:

Special activities: drive to the beach/mountains  play bzll with my children  scouting

Babysitting grandchildren ~ dance  meditation  coacn athletics volunteer work

Church activities caregiver for someone socialize with circle of friends

Other:

Work responsibilities: driving carrying lifting pulling unpacking
Packing items prolonged standing prolonged sitting computer/phone work

Repetitive bending/lifting  assisting patients prolonged postures w/o movement

Other:

Are there any other aspects of your current lifestyle that would be impacted if your current

problem does not improved or continues to worsen? Note here:

Signed: date: ___/ /




CANTALUPO CHIROPRACTIC

Financial Responsibility

180 Maple Ave
Westbury. NY 11590
Phone: (516) 334-3636
Fax: (516)334- 3976

Every effort will be made to collect payment for services from my health insurance policy (if
insured). I realize | am responsible for any deductibles, co-payments, or uncovered services. I

agree that I am ultimately responsible

or payments of all services rendered on my behalf or my

dependents. I understand that payment is due at the time of services unless other arrangements

have been made.

" lauthorize my provider to charge any unpaid balances to the “Preferred Credit Card”

indicated below.

Patient’s Name:

Patient’s Signature:

Date:

Preferred Credit Card (/f applicable ):

Card Type:

Name on Card:

Credit Card # ;

Exp. Date:

CHC:

Billing Zip code:




CANTALUPO CHIROPRACTIC
180 MAPLE AVENUE
WESTBURY, NEW YORK 11590
(516) 334-3636

Notice of Privacy Practices:

We are required by law to maintain your privacy and provide you with this notice of our legal duties and
privacy practices with respect to protecting health information,

I have had a copy of the HIPPA policies made available to me Signature below is only an
acknowledgement this notice of our privacy practices.

Print
Name: Signature: Date;
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