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PATIENT INTAKE FORM

Patient Name: ___________________________________________________________
Age: ___________     	         Birth  Date:____/____/____       	Gender: _________
Address: _______________________________________________________________
City: ________________________________ State: __________   Zip: _____________  
Telephone: (M) _________________ (H) ___________________ (W) ______________
Email Address: ____________________________  Occupation: ___________________
Who is your primary heath care provider/MD? _________________________________ 
Emergency Contact:  __________________________ Phone: _____________________



MAIN COMPLAINT: _____________________________________________________

SURGERIES (please include date of procedure): ________________________________

TRAUMA (auto accident, fall, psychological, etc): ______________________________

ALLERGIES (drug, food, chemical/environmental): _____________________________

MEDICATIONS Please attach additional page if necessary: _______________________

VITAMINS/SUPPLEMENTS/HERBS: _______________________________________ 

EXERCISE ACTIVITY: Days per week_________ Type of Activity: _______________
