Healthline Chiropractic Clinic                                                          
(734) 421-0101            11837 Merriman Rd.            Livonia, MI 48150


New Patient Intake Form
**Please fill out all of the following questions as completely as possible. If you have any questions, please feel free to ask**
Name:                                                            Date Of Birth:                         Date:               .
Address:                                                        City:                            State:       Zip:              .
Phone:                                                           Cell:                                                                 .
E-Mail Address:                                                                                                                    .
How did you hear about us?                                                                                                 .
Employer:                                                     Occupation:                     Phone:                     .
Spouse’s Name:                                            Ages of Children:                                            .
Medical History

List all traumatic injuries including childhood, old and new:                                              .
                                                                                                                                               .
List all spinal surgeries and/or joint replacements:                                                               .
Auto accidents:       Rear End: Dates                                 Side Impact: Dates                       .   

                                Front End: Dates                                Motorcycle: Dates                        .
Please check all that apply to you:

     Osteoporosis                              Lupus                                Osteoarthritis

     Rheumatoid Arthritis                 Blood Disorders               History of stroke

     Bone infection                           Aneurysms                          Prescribed steroids
     Using blood thinners                 Diabetes                            Cholesterol Medications  
     Cancer, Where?                                                    Fractures, Where?                               . 
**Please list ALL current medications you are taking:                                                  .
                                                                                                                                              .
.Family History
                               S= Self       M= Mother    F= Father
       TB                             Cancer                               Mental Illness                     Diabetes 
       Asthma                       Heart Disease                   Stroke                                 Kidney Disease    

       Lung Disease             Blood Disorders               Liver Disease                     HIV     

       Scoliosis                     Osteoporosis                    Rheumatoid Arthritis

Females Only
Is there any chance that you may be pregnant?          Yes         No.
Any difficult births? Why?                                                                                                  . 
**IMPORTANT**All fees are payable at the time x-rays, examination and treatments are received unless other arrangements are made in advance. X-rays remain the property of Healthline Chiropractic Clinic. I hereby give permission for treatment. I have read and understand the HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT policies of Healthline Chiropractic Clinic which are also available in the waiting room.**
Patient Signature:                                                                                     Date:                   . 
*Patient’s Guardian:                                                                                                              .

*Required if patient is a minor child. My signature represents consent to treat a minor child. I am the legal   guardian of said child. 

PLEASE MARK ALL CONDTIONS WHICH YOU HAVE OR HAVE HAD IN THE PAST
GASTROINTESTINAL

     Nausea

     Vomiting food

     Vomiting blood

     Abdominal pain

     Poor appetite 

     Excessive hunger

     Difficult chewing

     Difficult swallowing

     Excessive thirst 

     Diarrhea

     Constipation

     Bloody stool

     Black stool

     Hemorrhoids

     Weight trouble

     Liver trouble

     Gall bladder trouble

NERVOUS SYSTEM

     Dizziness

     Fainting

     Numbness

     Loss of feeling

     Paralysis

     Headaches

     Convulsions

     Muscle spasms

     Forgetfulness

     Confusion

     Depression

CARDIOVASCULAR

     Chest pain

     Rapid heartbeat

     Heart problems

     Pain over heart

     Blood pressure problems

     Varicose veins

     Lung problems

     Coughing phlegm

     Persistent cough

     Difficult breathing

HABITS

     Smoking                       pks/day

     Alcohol                        drinks/day

     Coffee/Caffeine           cups/day
     High Stress level. Why?                                .
EAR, EYE, NOSE & THROAT
     Eye strain

     Vision problems

     Eye infection

     Hearing loss

     Ear noises 

     Ear pain 

     Ear discharge

     Nose bleeding

     Nose discharge

     Nose pain

     Difficult nose breathing

     Difficult speech

     Dental problems

     Sore gums

     Sore mouth 

     Sore throat

     Hoarseness

GENITOURINARY

     Bladder trouble
     Painful urination

     Discolored urine

     Scanty urination

     Excessive urination

MUSCULOSKELETAL

     Low back problems

     Neck problems

     Upper back pain

     Mid back pain

     Shoulder blade pain 

     Arm problems

     Leg problems

     Painful joints

     Stiff joints

     Swollen joints

     Sore muscles

     Weak muscles

     Broken bones

     Walking problems

FEMALE 

     Vaginal discharge or bleeding

     Vaginal pain

     Breast pain

     Lumps on breast
Patient Signature:                                                                                                       Date:                               .

Current Medical Condition/Symptoms

Please answer ALL questions as completely as possible
1. Major Complaints: (Check all that apply) 
*Grade your pain for each complaint from 0 – 10 with 10 being the highest level of pain.
            Neck Pain                          Headaches              Upper back pain               Mid back pain
             Lower back pain               Arm pain                 Leg pain                           Hip pain   
             Stiffness                                    Numbness/Tingling

        Other:                                                                                                                              .
2. How did these conditions develop? (What caused it?) Please be as specific as possible:                                                                
                                                                                                                                               .
3. Did the symptoms start                   gradually or         sudden?                                                                      4. Are your symptoms getting        Better,                   Worse, or        Staying the same?                                          
5. How intense is your pain?          Minimal               Slight              Moderate          Severe
6. How often throughout the day are your symptoms present?
         Constant(75-100% of the day)              Frequently(50-75% of the day)

         Occasionally(25-50% of the day)         Intermittently(0-25% of the day)
7. What do your symptoms feel like?       Sharp         Ache                  Dull                  Numbness  
         Tingling              Stiffness             Constant             Occasional         Burning         Shooting

         Other:                                                                                                                              . 
8. Does the pain radiate to another area of the body? If yes, where?                                   .
9. When did you first notice these problems?                                                                       .
10. Have you ever had these problems or symptoms before?       Yes         No.
11. Who have you seen for these conditions?                                                                       .
                                                                                                                                               .

12. What makes your symptoms better?                                                                               .
13. What makes your symptoms worse?                                                                               .    

14. How have these symptoms affected your daily activities?                                             .
                                                                                                                                               .

15. Are you having any trouble with sleeping?      Yes        No        Awaken because of pain?
16. Have you noticed any bowel, bladder or sexual dysfunction?       Yes        No
ACTIONS RELATING TO YOUR CONDITIONS
(B) BRINGS ON   (A) AGGRAVATES   (R) RELIEVES

IN THE MORNING      B       A       R
BENDING BACK         B       A       R

TWISTING LEFT         B       A       R

SNEEZING                    B       A       R

LIFTING                        B       A       R

COLD                             B       A       R

MEDICATIONS            B       A       R

     NOTHING RELIEVES PAIN

AFTERNOON             B       A       R

BENDING LEFT         B       A       R

TWISTING RIGHT     B       A       R

STRAINING                B       A       R

SITTING                      B       A       R

REST                            B       A       R

OTHER:                                          .
BENDING FORWARD     B       A       R
BENDING RIGHT             B       A       R
COUGHING                       B       A       R
STANDING                        B       A       R
HEAT                                  B       A       R
LAYING DOWN               B       A       R
Patient Signature:                                                                                                             .
