. STEINBACH

» CHIROPRACTIC CLINIC

PATIENT INTAKE FORM
Dr. Terry Kehler / Dr. Derek Magnus / Dr. Leah Vibar

MHSC#: PHIN:
NAME: DOB (D/M/Y): AGE: _ GENDER:
ADDRESS: PHONE:
EMAIL:
Have you had previous Chiropractic care? Yes No
When was the last time? Doctor/Clinic:
What were you treated for?
Have you had X-ray, CT Scan or MRI? Yes No
Were you injured at work? Yes No Do you have a Health Insurance Policy? Yes No
Were you recently in a car accident? Yes No Company Name:

Main Complaint:

Location:

How did it start?

When did it start?

How often do you feel it (25% of the time, half the day, all day)?

Does it radiate anywhere?

What type of pain is it (sharp, shooting, dull, achy, tight)?

How bad is the pain (0-10 scale. 0-no pain, 10-unbearable)?

What makes it worse or better?

Does it wake you up at night?

Any numbness or tingling?

Past History Family History Current Medications
Cancer Y N Cancer Y N

Diabetes Y N Diabetes Y N

Stroke Y N Stroke Y N .

Cardio-vascular Y N Cardio-vascular Y N Other Risks and Concerns
Epilepsy Y N Epilepsy Y N

Surgery Y N Main complaint Y N

Significant falls Y N Arthritis Y N




