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NEW PATIENT INTAKE FORM 

 

Patient information:  

Name: _______________________________ DOB: __________ Age: ___   Sex: M  F 

Primary Phone: (______)______________ Email:_____________________________ 

Address: _____________________________________________________________ 

Marital status: _____________   Referred by: _________________________ 

Emergency contact: (Name)_______________(Relationship)________________(Number)_________________ 

 

Current Complaint: 

PLEASE DRAW ON THE DIAGRAM to indicate any area(s) where you are currently experiencing pain or symptoms using the 

following letter abbreviations:  

Sharp Pain = P  Stiffness = S  Tingling = T  Dull Pain = D  Numbness = N  Burning = B 

 

Chief Complaint(s):    Pain severity (average): 

1. _________________________________  0   1   2   3   4   5   6   7   8   9   10 

2. _________________________________  0   1   2   3   4   5   6   7   8   9   10 

3. _________________________________  0   1   2   3   4   5   6   7   8   9   10 
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Initial date your current symptoms began: ________________________________________ 

How did your symptoms begin? ________________________________________________ 

Have your symptoms been getting:    Better    Worse   Staying the same 

Pain frequency: 

Constant (100%-76% of the time)          

Occasional (50%-26%)                               

Frequent (75%-51%) 

Intermittent (25% or less)

Have you had a similar complaint in the past? YES or NO;  

if so, when? _____________________ 

Are there particular activities that your complaint is preventing you from doing? 

 Work 
 Sleep 

 Daily routine  

 Sports  
 Recreation 

 Other: ___________________ 

Have you found anything that makes your symptoms better? 

 Ice 

 Heat 

 Rest 

 Medication 

 Rehabilitative exercises 

 Other: ______________ 

Have you seen any physicians or had any treatments for your current complaint? YES or NO 

If yes, please check all that apply:  

 Surgery 

 Injections 

 Physical therapy 

 Acupuncture 

 Chiropractic 

 Medications 

 Imaging (X-ray, MRI, CT) 

 Other: _________________
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Medical History:  

Have you been treated for any health condition by a physician is the last year? YES or NO 

If yes, please describe: ________________________ 

Date of last physical: ______________ Findings: _________________________________ 

 
Are you currently taking any medications? YES or NO 

If yes, please specify:  

 

Do you have any known allergies? YES or NO 

If yes, please describe: _________________________________ 

Have you had any surgeries in the past 5 years? YES or NO 

 If yes, please describe: _________________________________ 

  

Name Dosage Reason for taking Taking since 

1.    

2.    

3.    

4.    
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Health Issues and Conditions: have you had previously or do you have now any of the following 

symptoms/conditions?  N = now P = Previously 

___Abdominal Pain 

___Alcoholism 

___Allergy 

___Anemia  

___Arthritis 

___Asthma 

___Cancer 

___Chest Pain 

___Colds/Infections 

___Colon trouble 

___Constipation 

___Depression 

___Diabetes 

___Dizziness 

___Epilepsy 

___Fatigue 

___Fainting 

___Gall bladder 

___Gout 

___Gynecological Problems 

___Hardening of Arteries 

___Hearing Problems 

___Heat Disease 

___Headaches 

___Hemorrhoids 

___Hepatitis 

___High Blood Pressure 

___HIV/AIDS 

___Indigestion 

___Kidney Trouble 

___Knocked Unconscious 

___Liver Trouble 

___Low Back Pain 

___Lung Problems 

___Mental Disorders 

___Menstrual Difficulties 

___Nausea 

___Nervousness 

___Pneumonia 

___Poor Appetite 

___Prostate Problems 

___Sciatica 

___Shortness of Breath 

___Sinus Trouble 

___Sleeplessness 

___Stress 

___Stroke 

___Thyroid Trouble 

___Ulcers 

___Varicose Veins 

___Vision Problems 

___Weakness  

___Weight Gain/Loss 
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Family Health History: 

Please list any past or current health problems of your family members: 

Mother [age__]  

Father [age__]  

Sister [age__]  

Brother [age__]  

Grandmother(maternal)[age__]  

Grandfather (maternal)[age__]  

Grandmother (paternal)[age__]  

Grandfather (paternal) [age__]  

 

Social History: 

Please indicate how frequently you engage in the following activities:  

O = Often  S = Sometimes  R = Rarely N = Never 

___Exercise 

___Sitting 

___Alcohol Use 

___Drug Use 

___Tobacco Use 

___High stress Activity 

___Family Pressure 

___Financial Pressure 

___Other: _________

General stress levels:        Minimal    Moderate    Severe  

Women: Are you, or do you think that you may be pregnant? Yes or No 

If yes, # of weeks_______ 

In general, do you feel like you get consistent and sufficient nightly sleep? YES or NO 

 How many hours of sleep do you generally get on an average night? ________ 

 

 

Patient Initials: _______ 
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Financial Policies: 

Payment: You agree to pain cash, check, or credit card on the day that treatment is rendered. 
Unless we approve other arrangements in writing, the balance on your account is due and 
payable when the services are rendered, and is past due if not paid by the end of the week. 

______ (Initials) 

Missed appointment Fees: Patients who do not show up for an appointment or cancel with less 
than 24 hours notice will be charged a fee of $25.00. This fee must be paid before a new 
appointment is scheduled or will be billed to your current account. Providing updates to any 
and all contact information are the sole responsibility of the patient.  

______ (Initials) 

Credit History: We will report your account status to any credit-reporting agency such as a 
credit bureau for delinquent accounts. IF your accounts become past due, we will take 
necessary steps to collect this debt. If we have to refer your account to a collection agency, you 
agree to pay all of the collection costs, which are incurred. If we have to refer collection of 
balance to a lawyer, you agree to pay all lawyers’ fees, which we incur, plus all court costs.  

Returned Checks: You understand that an additional $25.00 fee will be charged for any checks 
returned by the bank.  

Waiver of Confidentiality: You understand if this account is submitted to an attorney or 
collection agency, if we have to litigate in court, or if your past due status is reported to a credit 
reporting agency, the fact that you received treatment at our office may become a matter of 
public record 

Transferring of Records: You will need to request in writing and pay a $25.00 copying fee if you 
want to have copies of your records sent to another doctor or organization.  

Effective date: once you have signed this agreement, you agree to all of the terms and 
conditions contained herein and the agreement will be in full force and effect 

 

Patient Name: _________________________ Patient Signature: ________________________ 

Responsible Party: _____________________ Signature: _________________________ 

Date: _____________ 
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Notice of Privacy Practices 

This notice descries how medical information about you may be used and disclosed and how you can get 

access to this information, please review it carefully.  

Shane Kelly, DC is required by law to maintain the privacy and confidentiality of your protected health information and 

to provide patients with notice of our legal duties and privacy practices with respect to your protected health 

information.  

Disclosure of your health care information: 

1) Treatment: 

a. We may disclose your health care information to other healthcare professionals within our practice for the purpose 

of treatment, payment, or healthcare operations. 

2) Payment 

a. We may disclose your health information to your insurance provider for the purpose of payment or health care 

operations. If payment is not made as arranged, our office may utilize an outside collection agency, credit reporting 

agency or other means of collecting outstanding debt. Your file, containing protected health care information, may 

be reviewed by the designated collection agency or authority.  

3) Emergencies 

a. We may disclose your health information to notify or assist in notifying a family member, or another person 

responsible for your care, about your medical condition or in the event of an emergency or of your death.  

4) Public Health 

a. As required by law, we may disclose your health information to public health authorities for purposes related to: 

preventing or controlling disease, injury or disability; reporting child abuse or neglect; reporting domestic violence; 

reporting to the Food and Drug Administration problems with produces and reactions to medications; and reporting 

disease or infection exposure. 

5) Judicial and Administrative proceedings 

a. We may disclose your health information in the course of any administrative or judicial proceeding. 

6) Law enforcement 

a. We may disclose your health information to a law enforcement official for purposes such as identifying or locating a 

suspect, fugitive, material witness or missing person, complying with a court order or subpoena and other law 

enforcement purposes.  

7) Deceased Persons 

a. We may disclose your health information to coroners or medical examiners 

8) Public safety 

a. It may be necessary to disclose your health information to appropriate persons in order to prevent or lessen a serious 

and imminent threat to the health or safety of a particular person or to the general public 

9) Specialized government agencies 

a. We may disclose your health information for military, national security, prisoner and government benefits purposes.  

b. Marketing and other communications: 

i. We may contact you for marketing persons as described below: (example) 

ii. “as a courtesy to your patients, it is your policy to call your home on the evening prior to your appointment 

to remind you of your appointment time. If you are not at home, we leave a reminder message on your 

answering machine or with the person answering the phone. No protected health information will be 

disclosed during this call other than the date and time for your scheduled appointment and a request to 

call our office if you need to cancel or reschedule your appointment” 

c. Change of Ownership 

i. In the event that Shane Kelly, DC is sold or merged with another organization, your health 

information/record will become the property of the new owner.  

Patient Initials:______  
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Informed Consent to Chiropractic Treatment: 

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to 

move your joints. You may feel a "click" or "pop", such as the noise when a knuckle is "cracked", and 

you may feel movement of the joint. Various additional procedures, such as rehabilitative exercise, Soft 

tissue therapy, hot or cold packs, or electric muscle stimulation may be used.  

Possible Risks: As with any health care procedure, complications are possible following a chiropractic 

manipulation. Complications could include fractures of bone, muscular strain, ligamentous sprain, 

dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or 

stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness 

or soreness after the first few days of treatment. The ancillary procedures could produce muscle 

soreness, bruising, skin irritation, burns or minor complications. I wish to rely on the doctor to exercise 

judgment during the course of the procedure which the doctor feels at the time, based on the facts 

then known, is in my best interests.  

Probability of risks occurring: The risks of complications due to chiropractic treatment have been described 

as "rare". The risk of cerebrovascular injury or stroke has been estimated at one in one million to one 

in twenty million, and can be even further reduced by screening procedures. The probability of adverse 

reaction due to ancillary procedures is also considered "rare". 

Other treatment options which could be considered may include the following: 

1. Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver and 

kidneys, and other side effects in a significant number of cases 

2. Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs 

include a multitude of undesirable side effects and patient dependence in a significant number of cases. 

3. Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable 

disease in a significant number of cases. 

4. Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an 

extended convalescent period in a significant number of cases. 

5. Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other 

degenerative changes. These changes can further reduce skeletal mobility, and induce chronic pain 

cycles. It is quite probable that delay of treatment will complicate the condition and make future 

rehabilitation more difficult. 

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any 

questions answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing 

treatment. I have freely decided to undergo the recommended treatment, and herby give my full consent 

to the entire course of treatment. 

Patient Name: ________________________ Patient Signature: _________________________ 

Responsible Party: _____________________ Signature: ______________________________ 

Date: _____________ 


