NEW PATIENT INTAKE FORM

CORNERSTONE CHIROPRACTIC CLINIC - 13470 N. 83RD AVE, STE 302 - PEORIA, AZ 85381 - 623.249.7141-DR. JEssICA J. HAuG DC, CCSP
GENERAL INFORMATION

NAME: SSN: DATE: FILE #
ADDRESS: CiTy: STATE: ZIP:

HOME PHONE: ( ) - CELL PHONE: ( ) -

EMAIL ADDRESS: MAY WE CONTACT YOU VIA EMAIL?
AGE: DATE OF BIRTH: / / MARITAL STATUS: M S W D

OCCUPATION: EMPLOYER:

WORK PHONE: ( ) -

SPOUSE’S NAME: PHONE: ( ) -
NAME OF NEAREST RELATIVE: PHONE: ( ) -

NAMES & AGES OF CHILDREN (IF APPLICABLE):

FAMILY MEDICAL DOCTOR:

HOW WERE YOU REFERRED TO OUR OFFICE?

INSURANCE INFORMATION

| HAVE HEALTH INSURANCE THAT COVERS CHIROPRACTIC CARE. ___YES ___NO. IF YES, PLEASE ALLOW US TO MAKE A COPY OF IT.
| DO NOT HAVE HEALTH INSURANCE THAT COVERS CHIROPRACTIC CARE, AND OPT TO PAY CASH. ___ YES ___NoO

| AM INTERESTED IN A DISCOUNTED CASH PLAN FOR WELLNESS CARE? ___ YES ___NoO

| AM INTERESTED IN A FAMILY WELLNESS PLAN? YEs__No

IS YOUR CURRENT CONDITION A RESULT OF AN ACCIDENT/INJURY? YES ___No IFYES: __AuTO __WORK __SLIP/FALL

HISTORY OF PRESENT ILLNESS
PURPOSE OF THIS APPOINTMENT (WELLNESS OR SPECIFIC CONCERN)
EXPLAIN:

WHEN DID YOU FIRST NOTICE THE PROBLEM?

HoOw DID IT ORIGINALLY OCCUR?

HOW HAS IT PROGRESSED RECENTLY? (CIRCLE) SAME/IMPROVING/GETTING WORSE

HOW FREQUENT IS THE CONDITION? (CIRCLE) CONSTANT/FREQUENTLY/INTERMITTENT/OCCASIONALLY

DESCRIBE THE PAIN: (CIRCLE ALL THAT APPLY) SHARP/DULL/NUMBNESS/TINGLING/ACHING/BURNING/STABBING/THROBBING OR
OTHER:

DOES ANYTHING RELIEVE THE PROBLEM? IF SO, PLEASE LIST. ___NO ___ YES

WHAT DOES THIS PROBLEM PREVENT YOU FROM DOING OR ENJOYING?

PAST MEDICAL HISTORY
PLEAS CHECK ANY OF THE FOLLOWING CONDITIONS THAT YOU HAVE BEEN DIAGNOSED WITH OR EXPERIENCED.

___BROKEN OR FRACTURED BONES ___ OSTEOARTHRITIS ___EATING DISORDERS ___DIABETES
___CIRCULATORY PROBLEMS ___EPILEPSY ___ALCOHOLISM ___ GLAUCOMA
___RHEUMATOID ARTHRITIS ___PACE MAKER ___DRUG ADDICTION  ___DIZZINESS
___SEIZURES/CONVULSIONS ___ STROKES ___HIV POSITIVE ____OSTEOPOROSIS
____ANY CONGENITAL DISEASES ___GALL BLADDER PROBLEMS ~ ____CANCER ___METAL SCREWS
___EXCESSIVE BLEEDING ___RUPTURES ___DEPRESSION ___RINGING IN THE

HIGH/Low BLOOD PRESSURE COUGHING BLOOD ULCERS EARS



PLEASE LIST ANY MAJOR ILLNESSES, INJURIES, FALLS, AUTO ACCIDENTS, OR SURGERIES (INCLUDING DATES). WOMEN INCLUDE
INFORMATION REGARDING CHILDBIRTH.

HAVE YOU BEEN TREATED, FOR ANY HEALTH CONDITION, BY A PHYSICIAN WITHIN THE LAST YEAR? No YES
IF YES, PLEASE LIST:

ARE YOU TAKING ANY SUPPLEMENTS? No YES
IF YES, PLEASE LIST:

WOMEN: IS THERE ANY CHANCE YOU MAY BE PREGNANT? YES No NOT SURE
PLEASE LIST ANY ADDITIONAL HEALTH PROBLEMS YOU HAVE, NO MATTER HOW INSIGNIFICANT THEY MAY BE.

SOCIAL HISTORY
PLEASE CHECK THE FOLLOWING THAT APPLY TO YOUR LIFESTYLE. (PLEASE DESCRIBE FREQUENCY AND TYPE)
ALcoHOL

ToBACCO PRODUCTS

CAFFEINE

EXERCISE

HOBBIES

WHAT PERCENTAGE OF THE DAY ARE YOU: % LIFTING % SITTING % BENDING % WORKING AT A COMPUTER?

FAMILY HISTORY
PLEASE CHECK ANY CONDITIONS THAT RUN IN YOUR FAMILY AND INDICATE WHETHER THE FAMILY MEMBER IS YOUR
GRANDPARENT, FATHER, MOTHER, SISTER OR BROTHER.

__ DIABETES __ CANCER _ MENTAL ILLNESS __ ARTHRITIS
__ STROKE __ ASTHMA __ KIDNEY DISEASE _ LIVER DISEASE
__ HEART DISEASE _ LUNG DISEASE OTHER:

ANY OTHER PERTINENT INFORMATION THAT THE DOCTOR SHOULD BE AWARE OF: _ NO ____ YES

IF YES, PLEASE DESCRIBE

| UNDERSTAND THAT | AM RESPONSIBLE FOR ALL CHARGES FOR MEDICAL AND SUPPLEMENTAL SER-
VICES, INCLUDING THOSE THAT ARE NOT COVERED BY MY INSURANCE PLAN.

initials

FAILING TO SHOW FOR A SCHEDULED APPOINTMENT, WITHOUT NOTICE, WILL RESULT IN A FULL EX-
AMINATION CHARGE OF $60.

initials

PATIENT (OR GUARDIAN) SIGNATURE DATE



