                                             CLIENT INTAKE QUESTIONNAIRE                    Date____/____/_____
 (Confidential)


           

NAME ____________________________EMAIL____________________________DOB: _____/_____/______ 

GENDER _________________ RACE/ETHNICITY __________________________PHONE___________________
ADDRESS__________________________________________________________________________________

CITY______________________ STATE ________________________________ ZIP CODE__________________

DESCRIBE YOUR CURRENT PROBLEM. (Current problems as you see them/what you would like to accomplish): 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HOW LONG HAS THIS BEEN GOING ON? ________________________________________________________

PREVIOUS TREATMENT
MEDICAL PROVIDER/ PRIMARY CARE PROVIDER
PROVIDER _________________________________________________DATES___________________________
PROVIDER _________________________________________________DATES __________________________
HAVE YOU EVER BEEN HOSPITALIZED?         [  ] Yes [  ] No     

IF YES, WHERE AND WHEN ____________________________________________________________________
MEDICAL / SURGICAL HISTORY
DO YOU SEEN ANY OTHER MEDICAL SPECIALISTS?  [  ] Yes [  ] No
If yes, please list provider’s name and what you see them for: _____________________________

___________________________________________________________________
MEDICATION ALLERGIES   [  ] Yes [  ] No     

NAME OF MED _______________________________ ALLERGIC REACTION_____________________________
NAME OF MED _______________________________ ALLERGIC REACTION_____________________________
CHRONIC PAIN: [  ] Yes [  ] No     Where? ________________________________________________________

Average pain level (0-10; 0=no pain, 10=worst ever)? ______________________________________________
How long have you suffered with chronic pain? ___________________________________________________
ANY CHANCE OF CURRENTLY BEING PREGNANT?     [  ] Yes [  ] No     
# OF PREGNANCIES _____ #OF LIVE BIRTHS _____ # OF ABORTIONS _____ # OF MISCARRIAGES _____
SURGICALHISTORY: _____________________________________________________________________________________________________________
MEDICAL HISTORY 
[  ] History of Head Injury 
[  ] Epilepsy/Seizures 

[  ] Stroke

[  ] Headaches/Migraines
[  ] Ear Issues


[  ] Eye Issues 



[  ] Sinus Issues 

[  ] Mouth/Throat Issues
[  ] Respiratory Problems 

[  ] Emphysema/Asthma 
[  ] Muscle Problems

[  ] Heart Disease 

[  ] High Blood Pressure 
[  ] Rheumatic Fever

[  ] Bladder/Kidney Problems 

[  ] Hepatitis 


[  ] Thyroid: __Hypo __Hyper

[  ] STDs


[  ] HIV/AIDS 


[  ] Arthritis 

[  ] Autoimmune Diseases 
[  ] Genetic Conditions 
[  ] Cancer 

[  ] Diabetes 


[  ] Sleep Apnea 

[  ] Hormonal Issues 

[  ] Skin Issues 


[  ] Intestinal Issues 

[  ] High Cholesterol

[ ] Menopause                           [  ] Other:
Have you been tested for HIV/Hepatitis C? [  ] Yes [  ] No
Please describe if you checked any of the above problems: ________________________________________________________________________________________________________________________
CURRENT MEDICATIONS may list here or provide list (including OTC, Herbal medications, and Natural Remedies)

NAME _____________________________ DOSE / FREQUENCY ______________________________________

NAME _____________________________ DOSE / FREQUENCY ______________________________________

NAME _____________________________ DOSE / FREQUENCY ______________________________________

NAME _____________________________ DOSE / FREQUENCY ______________________________________

NAME _____________________________ DOSE / FREQUENCY ______________________________________

FAMILY MENTAL/MEDICAL HEALTH HISTORY

If yes, please indicate the family member’s relationship to you in the space provided (e.g. father, grandmother, etc.)
High Blood pressure
 
[  ] Yes [  ] No
__________________________________________________________ 

High Cholesterol
 
[  ] Yes [  ] No
__________________________________________________________ 

Alcohol Abuse 


[  ] Yes [  ] No
__________________________________________________________ 

Substance Abuse 

[  ] Yes [  ] No
__________________________________________________________ 

Anxiety/ Depression

[  ] Yes [  ] No
__________________________________________________________ 

Cancer (type)

 
[  ] Yes [  ] No
__________________________________________________________ 

Thyroid Disease

 
[  ] Yes [  ] No
__________________________________________________________ 
General Consent for Care and Treatment Consent TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical, medical or diagnostic procedure to be used so that you may make the decision whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure for any identified condition(s). This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and treatment. By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after a specific diagnosis has been made and treatment recommended; and (2) you consent to treatment at this office or any other satellite office under common ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any time to discontinue services. You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of any test ordered for you. If you have any concerns regarding any test or treatment recommend by your health care provider, we encourage you to ask questions. I voluntarily request a physician, and/or mid-level provider (Nurse Practitioner, Physician Assistant, or Clinical Nurse Specialist), and other health care providers or the designees as deemed necessary, to perform reasonable and necessary medical examination, testing and treatment for the condition which has brought me to seek care at this practice. I understand that if additional testing, invasive or interventional procedures are recommended, I will be asked to read and sign additional consent forms prior to the test(s) or procedure(s).I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents.
Signature of Patient or Personal Representative______________________ Date______/________/________
Printed Name of Patient or Personal __________________________________________________________

Signature of Witness __________________________________________Date_______/_________/________
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