New Patient Entrance Form


Name:                                      Date:
____________________      ___________________

Address:
___________________________________________
Home Phone:                          Cell Phone:
___________________      _____________________
Work Phone:

          Employer:
___________________      _____________________
E-mail:
___________________________________________
Date of Birth:              Marital Status: (circle one) 
_______________    Married  Single  Divorce  Widowed
Spouse' Name:

        Spouse' Birthdate:
____________________   _____________________
Spouse' Employer:                Spouse' Phone Number:
____________________   _____________________
Emergency Contact (if not Spouse):
___________________________________________ 
Do you have children?           If so, how many?

____________________    _____________________
How did you hear of our office?

___________________________________________
What type of problem brings you in today?
___________________________________________
When did this condition begin? (estimated date)
___________________________________________
Did something cause this condition? (fall, accident, etc.)
___________________________________________
How much of your day are you affected by your symptoms?  

Please circle one:  0-25%   26-50%   51-75%   76-100%
How would you describe your symptoms? Please circle:
Sharp      Achy       Dull        Throb        Burning       Tightness  
Since it began, is your condition: Improving/Worsening

Do your symptoms travel to other areas?  Yes/No         
If so, where?    (arms, legs, hands, feet, etc...)

_______________________________________
How severe would you describe your symptoms?  
Please circle one.

Minimal     1    2    3    4    5    6    7    8    9    10     Severe
What makes your symptoms better?  Circle all that apply:
Ice  Heat  Chiropractic  Tylenol  Sitting/Rest  Movement 
What makes your symptoms worse?  Circle all that apply:
Walking  Sleep  Bending  Cough/Sneeze  Sitting  Lifting
What activities are you unable to perform due to your symptoms?                          
___________________________________________
How committed are you to fixing this problem? 
Please circle one:
Not at all    1    2    3    4    5    6    7    8    9    10    Extremely

Do you have a history of the following?

|
Heart Attack


Y
N

|
High Blood Pressure

Y
N

|
Stroke



Y
N

|
Heart Disease


Y
N

|
High Cholesterol

Y
N

|
Diabetes                        
Y
N

|
Pacemaker


Y
N

|
Smoking


Y
N

|
Low bone density

Y
N

|
Migraine Headaches

Y
N

|
Major or Minor Falls

Y
N

|
Major or Minor Car Accidents
Y
N

|
Surgeries


Y
N

|
Describe all 'Yes' answers _________________
|
_____________________________________
|
_____________________________________
|
What medications are you currently taking? 

|
_____________________________________
|
_____________________________________
|
_____________________________________
|
Who is your primary physician? 

|
_____________________________________
|
When were your last x-rays taken?

|
Neck _____________ Lower Back __________
|
What office? __________________________
|
When was your last MRI taken?

|
Neck _____________ Lower Back __________
|
Where? ______________________________
|
What other treatments have you tried?

|
Physical Therapy______ How long?__________
|
Chiropractic _________ How long?__________
|
What Doctor? __________________________
|
Medication_____________________________
|
Injection ________ When? _______________
|
Did you obtain relief from any type of care? Y
N

|
Which ones?___________________________
|
_____________________________________
|
_____________________________________
|
For how long?___________________________ |           _____________________________________
|
Signature of Patient


Date
|
_____________________________________

|          CONSENT TO TREAT A MINOR

|
I,___________________________, give consent for

|
Dr. Derek Rose or Dr. Jo Rose, D.C. to perform    

|            chiropractic treatments on
|
__________________________________ for 

|
the duration of his/her chiropractic care plan.

|

|
_________________________________________
|
Signature of Parent or Guardian

Date
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