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Patient Intake Form 
Patient Information 
Full Name:           Date:       
                         First        MI                   Last  
 
Address:       City:     State:    Zip:     
 
Age:     Birth Date:     Female:    Male:    
 
Social Security Number:        Email Address:         
 
Home Phone:      Work Phone:      Cell/Other:      
 
I prefer to receive calls at (circle) Home/Work/Cell I am (circle) Under Age18/Single/Married/Divorced/Widowed/Separated 
 
Employer:           Occupation:       
 
Business Address:       City:      State:    Zip:    
 
Spouse’s Name:          Spouse’s Date of Birth:      
 
Emergency Contact:       Emergency Contact Phone Number:      
 

Payment Information  
Person Responsible for Payment:              
 
Social Security Number:      Phone:        Date of Birth:      
 

Insurance Information 
Do you have health insurance? ______ Yes ______ No  

Primary Insurance Secondary Insurance 
Insurance Company: Insurance Company: 
Policy Holder’s Name:  Policy Holder’s Name: 
Relationship to Patient: Relationship to Patient: 
Policy Holder’s Birth Date:  Policy Holder’s Birth Date:  
Group Number: Group Number: 
Policy ID Number: Policy ID Number:  

Please have your insurance card and driver’s license ready so they can be copied for the clinic’s records. 
 

Consent for Treatment 
Assignment & Release - By signing below, I authorize [clinic name] to release medical records required by my insurance 
company(s). I authorize my insurance company(s) to pay benefits directly to [clinic name] and I agree that a reproduced copy of 
this authorization will be as valid as the original. I understand that I am responsible for any amount not covered by my insurance, 
or any amount for a patient for which I am the guarantor. I agree that I will be responsible for any collection agency or attorney 
fees incurred. I understand that by signing below, I am giving written consent for the use and disclosure of protected health 
information for treatment, payment, and health care operations.  

By signing below, I give my consent for examination and the performance any tests or procedures needed. If patient is a minor, by 
signing I give consent for examination, tests and procedures for the above minor patient 
 
Signed ___________________________________________________________________________________  Date  ____________________________________ 



Informed Consent 

I hereby request and consent to the performance of chiropractic procedures, including various modes of 
physio therapy, diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for 
whom I am legally responsible) by the doctor of chiropractic indicated below and/or other licensed 
doctors of chiropractic and support staff who now or in the future treat me while employed by, working or 
associated with or serving as back-up for the doctor of chiropractic named below, including those 
working at the clinic or office listed below or any other office or clinic, whether signatories to this form or 
not. 

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office 
or clinic personnel the nature and purpose of chiropractic adjustments and procedures. 

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed and 
there is no promise to cure. I further understand and I am informed that, as is with all Healthcare 
treatments, in the practice of chiropractic there are some risks to treatment, including, but not limited to, 
muscle spasms for short periods of time, aggravating and/or temporary increase in symptoms, lack in 
improvement of symptoms, fractures, disc injuries, strokes, dislocations and sprains. I do not expect the 
doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to 
exercise judgment during the course of the procedure which the doctor feels at the time, based upon the 
facts then known, is in my best interests. 

I further understand that Chiropractic adjustments and supportive treatment is designed to reduce and/or 
correct subluxations allowing the body to return to improved health. It can also alleviate certain 
symptoms through a conservative approach with hopes to avoid more invasive procedures. However, like 
all other health modalities, results are not guaranteed and there is no promise to cure. Accordingly, I 
understand that all payment(s) for treatment(s) are final and no refunds will be issued. However, prorated 
fees for unused, prepaid treatments will be refunded if I wish to cancel the treatment. 

I further understand that there are treatment options available for my condition other than chiropractic 
procedures. These treatment options include, but not limited self-administered, over the counter 
analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants 
and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and have been 
informed that I have the right to a second opinion and secure other opinions if I have concerns as to the 
nature of my symptoms and treatment options. 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions 
about its content, and by signing below I agree to the above-named procedures. I intend this consent to 
cover the entire course of treatment for my present condition and for any future condition(s) for which I 
seek treatment. 

Name of Patient:________________________________________________________________ 
Signature of Patient:_____________________________________________________________ 
Name Printed of Guardian/Parental and Relationship to Patient:___________________________ 
Guardian/Parental Signature:______________________________________________________ 
Date:____________________ 
Doctor of Chiropractic Name:_____________________________________________________ 
Signature of Doctor of Chiropractic:________________________________________________ 
Date:____________________ 
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Financial Policy 
Insurance Coverage  
Welcome to Evans Family Chiropractic.  Your insurance policy is an agreement between you and 
your insurer, not between your insurer and this clinic.  Like all types of care, coverage for 
chiropractic services varies from insurer to insurer and plan to plan.  Most insurance policies 
require the beneficiary to pay co-insurance, co-payment and/or a deductible.  For example: if you 
have a deductible of $100, and your insurance pays 80%, you are responsible for 20% of all charges 
incurred during the year after you have paid your $100 at the beginning of the year.  Our clinic will 
call your insurer to verify your benefits, however, we are not responsible for your insurer’s final 
payment and benefit determinations.  
 

Payments 
In order to help you determine your responsibility toward payment for services, please read the 
following, and initial your preference for the method of payment of your account.  Please notify this 
office if the status of your insurance changes.  
 

Private Pay: (please initial) 
 

A  As I have no insurance, I agree to assume all responsibility and to keep my account current 
by paying for services when they are rendered. 
 

B  I have insurance, but I wish to file my claims personally, and I agree to assume all 
responsibility and to keep my account current by paying for each visit at the time services are 
rendered. 
 

Health Insurance: (please initial) 
 

C I would like this clinic to bill my insurance. I understand I am responsible for the costs of 
treatment.  
 

Missed Appointments 
It is the policy of Evans Family Chiropractic to assess a $20 missed visit fee to patients who cancel 
appointments with less than a 24-hour notice.  One missed visit will not result in the assessment of 
a fee, but you will be charged for any additional missed visits.  This clinic provides care for many 
individuals and missed visits result in time lost that could have been used to provide care for 
others.   
  My initials here indicate that I understand the above missed visit policy.   

 
I understand that all health services rendered to me and charged to me are my personal financial 
responsibility. I understand and agree to the conditions of this policy.  
                                
              Signature          Date 
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Health Questionnaire 

Patient Information 
 
Date:      

Patient Name:         Date of Birth:        

Height:          Weight:        

List all prescription, non prescription medications and other supplements you take as well as the associated condition: 

                

                

                

List any surgeries or hospitalizations you have had complete with the month and year for each:  

                

                

                

List anything you are allergic to:              

Family History (list all major diseases such as cancer, diabetes, heart problems, bone/joint diseases and the relation to you of the 
individual):  

                

                

                

Do you exercise? □  Yes □ No  Hours per week   What activity(s)?        

                

Are you dieting? □ Yes □ No Since:  Do you smoke? □  Yes □ No   packs per day.   

How many years have you been smoking?   Do you drink alcoholic beverages? □ Yes □ No  __drinks per day.     

Do you wear? □ Heal lifts □ Arch supports □ Prescription Orthotics 

For women:  Are you pregnant or nursing? □ Yes □ No If pregnant, How many weeks?       

Date of last menstrual period:               
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Medical History  
 
Describe the reason(s) for your doctor visit today: 

               

               

               

               

Are you here because of an accident?     What type?       

When did your symptoms start? _________________________________ How did your symptoms begin? ______________________  

_______________________________________________________________________________________________________________________________________ 

How often do you experience symptoms? (Circle one)  Constantly     Frequently      Occasionally       Intermittently 

Describe your symptoms? (circle all that apply)  Sharp      Dull ache      Numbing      Burning      Tingling      Shooting 

Are your symptoms? (Circle one) Getting better  Staying the same Getting worse 

How do your symptoms interfere with your work or normal activities?       

               

               

Have you experienced these symptoms in the past?         

               

               

History of Treatment  
 
Primary care physician:        Phone:        
 
Date last seen:         May we update them on your condition? ____Yes _____ No 
 
Have you seen a chiropractor before?  Yes   No Who referred you to us?       
 
Have you seen another doctor for these symptoms? If yes, indicate name and type of medical provider:    
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Description of Condition  
 
Mark any area(s) of discomfort with the following key: 

A =Ache N =Numbness B = Burning T = Tingling S = Stiffness O = Other 

    

On a scale of one to ten how intense are your symptoms? Not intense   Unbearable  
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For the conditions below please indicate if you have had the condition in the past or if you presently have the condition.

Past Present Condition Past Present Condition Past Present Condition 

  Abdominal Pain   Elbow/upper arm pain   Liver/Gall Bladder  
Disorder 

  Abnormal Weight gain/loss   Epilepsy  
 

  Loss of Bladder  
Control 

  Allergies Headache   Excessive thirst    Low back pain 

  Angina    Frequent Urination  
 

  Mid back pain 

  Ankle/foot pain    General Fatigue   Neck pain 

  Arthritis   Hand pain  
 

  Painful Urination 

  Asthma    Heart attack    Prostate Problems 

  Bladder Infection    Hepatitis   Shoulder pain 

  Birth Control Pills   High blood pressure   Smoking/tobacco  
Use 

  Cancer  
 

  Hip/upper leg pain   Stroke 

  Chest Pains  
 

  HIV/AIDS   Systematic Lupus 

  Chronic Sinusitis  
 

  Hormone Therapy   Thoracic Outlet  
Syndrome 

  Depression   Jaw pain   Tumor 

  Dermatitis/Eczema    Joint swelling/stiffness   Ulcer 

  Dizziness    Kidney Stones   Upper back pain 

  Drug/Alcohol Use  
  

  Knee/lower leg pain   Wrist pain 

Additional comments you would like the doctor to know:          
 
                 
 
                 
 
                 
 

Patient’s signature:        Doctor’s signature:       

 
 



 

 

  
 

    

     
     

    
 
 
 
 

  

  
 

  

   
   

    

 

    

   
      

    
  

   
       

   

 

    
      
       

    
   

      

   

     
 

     
   

      
  

      
  

   

  
  
  
  
  

   

   

 
 

   
  
   

  

   

 
 
  

   
   
     

   

 
    

      
  

  

   
 

  
      

   
      

  
    

   

   
  
   

  
  

    

       
 

           
 

      
       

NECK DISABILITY INDEX 

THIS QUESTIONNAIRE IS DESIGNED TO HELP US BETTER UNDERSTAND HOW YOUR NECK PAIN AFFECTS YOUR ABILITY TO
 

MANAGE EVERYDAY -LIFE ACTIVITIES. PLEASE MARK IN EACH SECTION THE ONE BOX THAT APPLIES TO YOU. 

ALTHOUGH YOU MAY CONSIDER THAT TWO OF THE STATEMENTS IN ANY ONE SECTION RELATE TO YOU, 


PLEASE MARK THE BOX THAT MOST CLOSELY DESCRIBES YOUR PRESENT -DAY SITUATION. 


SECTION 1 - PAIN INTENSITY    
    
ß ß ß ß I have no pain at the moment.
 
ß ß ß ß The pain is very mild at the moment. 

ß ß ß ß The pain is moderate at the moment. 

ß ß ß ß The pain is fairly severe at the moment. 

ß ß ß ß The pain is very severe at the moment. 

ß ß ß ß The pain is the worst imaginable at the moment.
 

SECTION 2 - PERSONAL CARE 
 
ß ß ß ß I can look after myself normally without causing 

extra pain. 
ß ß ß ß I can look after myself normally, but it causes

 extra pain. 
ß ß ß ß It is painful to look after myself, and I am slow 

and careful. 
ß ß ß ß I need some help but manage most of my personal care. 
ß ß ß ß I need help every day in most aspects of self -care. 
ß ß ß ß I do not get dressed. I wash with difficulty and 

stay in bed. 

SECTION 3 – LIFTING 
 
ß ß ß ß I can lift heavy weights without causing extra pain.
 
ß ß ß ß I can lift heavy weights, but it gives me extra pain. 

ß ß ß ß Pain prevents me from lifting heavy weights off
 

the floor but I can manage if items are conveniently 
positioned, ie. on a table. 

ß ß ß ß Pain prevents me from lifting heavy weights, but I
 can manage light weights if they are conveniently 
positioned. 

ß ß ß ß I can lift only very light weights. 
ß ß ß ß I cannot lift or carry anything at all. 

SECTION 4 – WORK 
 
ß ß ß ß I can do as much work as I want. 

ß ß ß ß I can only do my usual work, but no more. 

ß ß ß ß I can do most of my usual work, but no more.
 
ß ß ß ß I can't do my usual work.
 
ß ß ß ß I can hardly do any work at all. 

ß ß ß ß I can't do any work at all.
 

SECTION 5 – HEADACHES 
    
ß ß ß ß I have no headaches at all.
 
ß ß ß ß I have slight headaches that come infrequently.
 
ß ß ß ß I have moderate headaches that come infrequently.
 
ß ß ß ß I have moderate headaches that come frequently.
 
ß ß ß ß I have severe headaches that come frequently.
 
ß ß ß ß I have headaches almost all the time.
 

SECTION 6 – CONCENTRATION 
 
ß ß ß ß I can concentrate fully without difficulty. 

ß ß ß ß I can concentrate fully with slight difficulty. 

ß ß ß ß I have a fair degree of difficulty concentrating.
 
ß ß ß ß I have a lot of difficulty concentrating. 

ß ß ß ß I have a great deal of difficulty concentrating.
 
ß ß ß ß I can't concentrate at all.
 

SECTION 7 – SLEEPING 
    
ß ß ß ß I have no trouble sleeping.
 
ß ß ß ß My sleep is slightly disturbed for less than 1 hour. 

ß ß ß ß My sleep is mildly disturbed for up to 1-2 hours. 

ß ß ß ß My sleep is moderately disturbed for up to 2-3 hours.
 
ß ß ß ß My sleep is greatly disturbed for up to 3-5 hours.
 
ß ß ß ß My sleep is completely disturbed for up to 5-7 hours.
 

SECTION 8 – DRIVING 

ß ß ß ß I can drive my car without neck pain. 

ß ß ß ß I can drive as long as I want with slight neck pain.
 
ß ß ß ß I can drive as long as I want with moderate neck pain.
 
ß ß ß ß I can't drive as long as I want because of moderate 


neck pain. 
ß ß ß ß I can hardly drive at all because of severe neck pain. 
ß ß ß ß I can't drive my care at all because of neck pain. 

SECTION 9 – READING 
 
ß ß ß ß I can read as much as I want with no neck pain.
 
ß ß ß ß I can read as much as I want with slight neck pain. 

ß ß ß ß I can read as much as I want with moderate neck pain.
 
ß ß ß ß I can't read as much as I want because of moderate
 

neck pain. 
ß ß ß ß I can't read as much as I want because of severe 

neck pain. 
ß ß ß ß I can't read at all. 

SECTION 10 – RECREATION 
    
ß ß ß ß I have no neck pain during all recreational activities.
 
ß ß ß ß I have some neck pain with all recreational activities. 

ß ß ß ß I have some neck pain with a few recreational activities.
 
ß ß ß ß I have neck pain with most recreational activities. 

ß ß ß ß I can hardly do recreational activities due to neck pain.
 
ß ß ß ß I can't do any recreational activities due to neck pain.
 

PATIENT NAME _______________________________________ DATE _____________ 


SCORE __________ [50]  BENCHMARK -5 = __________
 

Copyright: Vernon H. and Hagino C., 1987. Vernon H, Mior S. The Neck Disability Index: A study of reliability and validity.
 
Journal of Manipulative and Physiological Therapeutics 1991; 14:409-415. Copied with permission of the authors. 



          

    

    

    

    

Oswestry Low Back Pain Scale 

Please rate the severity of your pain by circling a number below: 

No pain 0 1 2 3 4 5 6 7 8 9 10  Unbearable pain 

Name Date
 

Instructions: Please circle the ONE NUMBER in each section which most closely describes your problem.
 

Section 1 – Pain Intensity
0. The pain comes and goes and is very mild. 
1. The pain is mild and does not vary much. 
2. The pain comes and goes and is moderate. 
3. The pain is moderate and does not vary much. 
4. The pain comes and goes and is severe. 
5. The pain is severe and does not vary much. 

Section 2 – Personal Care (Washing, Dressing, etc.) 
0. I would not have to change my way of washing or 
    dressing in order to avoid pain. 
1. I do not normally change my way of washing or 
    dressing even though it causes some pain. 
2. Washing and dressing increase the pain but I 

manage not to change my way of doing it.
3. Washing and dressing increase the pain and I find it 

necessary to change my way of doing it. 
4. Because of the pain I am unable to do some washing 

and dressing without help. 
5. Because of the pain I am unable to do any washing

 and dressing without help. 

Section 3 – Lifting 
0. I can lift heavy weights without extra pain. 
1. I can lift heavy weights but it gives extra pain. 
2. Pain prevents me lifting heavy weights off the floor. 
3. Pain prevents me lifting heavy weights off the floor, but I can
    manage if they are conveniently positioned, e.g., on a table. 
4. Pain prevents me lifting heavy weights but I can manage light 

to medium weights if they are conveniently positioned. 
5. I can only lift very light weights at most. 

Section 4 – Walking 
0. I have no pain on walking. 
1. I have some pain on walking but it does not increase 

with distance.
2. I cannot walk more than 1 mile without increasing pain. 
3. I cannot walk more than ½ mile without increasing pain.
4. I cannot walk more than ¼ mile without increasing pain. 
5. I cannot walk at all without increasing pain.

Section 5 – Sitting
0. I can sit in any chair as long as I like. 
1. I can sit only in my favorite chair as long as I like. 
2. Pain prevents me from sitting more than 1 hour. 
3. Pain prevents me from sitting more than ½ hour. 
4. Pain prevents me from sitting more than 10 minutes. 
5. I avoid sitting because it increases pain immediately. 

Section 6 – Standing 
0. I can stand as long as I want without pain. 
1. I have some pain on standing but it does not increase with time. 
2. I cannot stand for longer than 1 hour without increasing pain. 
3. I cannot stand for longer than ½ hour without increasing pain. 
4. I cannot stand for longer than 10 minutes without increasing pain. 
5. I avoid standing because it increases the pain immediately. 

Section 7 – Sleeping 
0. I get no pain in bed.
1. I get pain in bed but it does not prevent me from sleeping well. 
2. Because of pain my normal nights sleep is reduced by less than

one-quarter. 
3. Because of pain my normal nights sleep is reduced by less than

 one-half. 
4. Because of pain my normal nights sleep is reduced by less than

three-quarters. 
5. Pain prevents me from sleeping at all.

Section 8 – Social Life 
0. My social life is normal and gives me no pain. 
1. My social life is normal but it increases the degree of pain. 
2. Pain has no significant effect on my social life apart from limiting 
    my more energetic interests, e.g., dancing, etc.
3. Pain has restricted my social life and I do not go out very often. 
4. Pain has restricted my social life to my home. 
5. I have hardly any social life because of the pain. 

Section 9 – Traveling 
0. I get no pain when traveling. 
1. I get some pain when traveling but none of my usual forms of 

travel make it any worse. 
2. I get extra pain while traveling but it does not compel me to seek 

alternate forms of travel. 
3. I get extra pain while traveling which compels to seek alternative 

forms of travel. 
4. Pain restricts me to short necessary journeys under ½ hour. 
5. Pain restricts all forms of travel. 

Section 10 – Changing Degree of Pain
0. My pain is rapidly getting better. 
1. My pain fluctuates but is definitely getting better. 
2. My pain seems to be getting better but improvement is slow. 
3. My pain is neither getting better or worse. 
4. My pain is gradually worsening. 
5. My pain is rapidly worsening. 

TOTAL
 

marinsn
Text Box
Fairbank, J.C., Couper, J., Davies, J.B., & O'Brien, J.P. (1980). The Oswestry low back pain disability questionnaire. Physiotherapy, 66, 271-273.


