
   Confidential   Intake   Form  
                                                                                        Date __________ 

  
 

 

Name_____________________________________________        Date of Birth_____________ 
  (Please Print) 
Address  ___________________________________________   Home Phone (___)_____________ 
  (Circle) 
City/ State/Zip _____________________________________Cell or Work  Phone (__)_____________  
  
Occupation _______________________________    Referred By ___________________________ 
 
Emergency contact person: ___________________________________   Phone  (___)_________________ 
 
Name of Physician: _____________________________________   Phone  (___)_______________ 
 
Permission to consult with your Physician?     If Yes,  Initial here ________    
    
Email Address ___________________________________________ 
 
 

        
Are you pregnant or trying to become pregnant?    Yes / No       *Number of months _______* 
 

 
   

 
Please check any that apply: 

 
 
 AIDS 

 
 Curvature of the back 

 
 Osteoporosis  

 
 Allergies 

 
 Diabetes 

 
 Numbness/Tingling 

 
 Arm, Neck, Shoulder Pain 

 
 Drug/Alcohol Addiction 

 
 Panic Disorder 

 
 Arthritis/ Bursitis 

 
 Fatigue / Depression 

 
 Physical /Emotional Abuse 

 
 Asthma 

 
 Fibromyalgia 

 
 Pink Eye 

 
 Athletes Foot 

 
 Fractured/Broken Bones 

 
 Respiratory/Lung Problems 

 
 Blood clots / Bruises 

 
 Fungus of the Nails 

 
 Ruptured/bulging disc 

 
 Blue Finger or Toe Nails 

 
 Headache / Head Injuries 

 
 Seizures 

 
 Cancer / Tumors 

 
 Heart Condition / Attack 

 
 Sinus Problems 

 
 Chronic Pain 

 
 High  or  Low Blood Pressure 

 
 Skin Conditions/rashes/ warts 

 
 Claustrophobia 

 
 Irritable Bowel/ Crohn's Disease 

 
 Sleep Disorders 

 
 Cold / Flu 

 
 Jaw Pain  / TMJ 

 
 Stroke 

 
 Constipation 

 
 Kidney Disease/Infection 

 
 Shingles / Herpes 

 
 Cramps/ Spasms 

 
 Low Back, Hip, Leg Pain 

 
 swelling of ankles or feet 

 
 Cold Sores 

 
 Lymph Edema 

 
 Varicose Veins 

 
 Contact Lenses 

 
 Muscular Conditions 

 
 Whiplash 

 
List any conditions that are not listed above: ________________________________________________________________ 
 

Medical History 
 

Personal Data 
 




