
Patient Intake Form 

Today’s Date: _____________________ 

Last Name First Name Middle 

Birth Date Age Sex:     M     F Cell phone 

Street Address City State Zip 

Social Security No Home Phone Work Phone 

Employer Employer Address 

Spouse Name Spouse Work Phone 

Spouse Employer/Address 

Spouse Social Security No Spouse DOB 

Nearest Friend or Relative  Home Phone   (  ) 

Primary Care Physician 

Phone Number 

Referred By 

Phone Number 

Email Address Preferred Language  English  Spanish  Other 

Race:  American Indian/Alaska Native  Asian   Black/African American 

  Native Hawaiian/Pacific Islander       White       Other Race    Declined 

Ethnicity:  Hispanic or Latino  Not Hispanic or Latino  Declined 

Primary Insurance Company Phone (  ) 

Insurance Co Address 

Insured Person Name 

Insured Person Social Security No Insured Person Birth Date 

Your Relationship to Insured Person Group # 

Policy / ID # Copayment  Amount 

Secondary Insurance Company Name Phone (  ) 

Insurance Co Address 

Insured Person Name 

Insured Person Social Security No Insured Person Birth Date 

Your Relationship to the Insured Person Group # 

Policy / ID # Copay Amount 

Is this injury related to an auto / vehicular accident? ____Yes     ____No   Work Comp? ____Yes       ____No 

Do you have an Advanced Care Directive?  _____Yes _____No     Would you like additional information? _____Yes _____No 

Can you name your surrogate? _____Yes _____No  

Note: We do not accept auto / vehicular related cases. We only accept Marriott International and Choice Medical Management 

Workers’ Compensation. 

_______________  Claim #: 

 Phone: ______________________ 

If yes above, date of the accident / injury : ________________ 

Adjustor Name:   

Attorney Name and Address: 

 



Medical and Social History

      Patient Name:  ______________Date: 

Please list your current symptoms:  ________________ 

Past Medical History: Please check if you have been diagnosed with or treated for the following disorders.

Anemia, Iron Deficiency Hyperthyroidism 

Angina (Ischemic Chest Pain) Hypothyroidism 

Arrhythmia (irregular heart rate/ rhythm) Increased Cholesterol 

Arthritis Irritable Bowel Syndrome 

Asthma Murmurs 

Bleeding Disorders Peripheral Neuropathy 

Brain Mass: Intracranial Mass Peripheral Vascular Disease 

Cardiovascular Disease Seizures 

Congestive Heart Failure Stroke 

COPD Ulcers 

Diabetes Cancer:  (Please give details) 

Fibromyalgia 

Gastric Reflux 

Gout 

High Blood Pressure 

Please explain all checked boxes for the above disorders: 

_______

_____________________________________________________________________________________________________ 

 ______Right               ______Left 

  __________________________ 

Are you Right handed or Left handed? 

How long have you had your symptoms? 

Conservative Treatment:

Past tests/ treatments for these symptoms:   (please check/List all that apply) 

 Physical Therapy   Date: _____________________________________   Facility ____________________________________________________ 

 Chiropractic Treatment    Date: ______________________________     Physician __________________________________________________ 

 EMG/Nerve Conduction Study     Date: __________________________ Physician __________________________________________________ 

List medications taken for current symptoms:

_______________________________________________________________________________________________________________________ 

 Traction    Date: ____________________________________________ Facility ___________________________________________________ 

 Spinal Injections:           Epidural injections Facet blocks            Facet Rhizotomies         Trigger point injections  

 Date(s) _______________________________________________   Physician/Facility _____________________________ 

DOB:

Osteoporosis / Osteopenia

Kidney Disease



Please list all surgeries and major hospitalizations:   (Date/ Procedure) 

If none, please check. 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Medications: List Name, Strength, and how often taken 

If none, please check. 

Medication/Prescription 

Over the counter 

Dosage 

MG 

Frequency 

#Times/ Day 

Reason/ Condition 

Treated 

Prescribing Doctor 

**Attach list if you need more space 

List Allergies:   

If none, please check. 

Family Medical History: 

Any family illness (es)? If so, please explain 

_______ 

__________________________________________________________________________________________________ 

Social History: 

Are you a smoker? _______   If so, how long? __________  How much? ____________  If quit, when? ____________ 

Do you drink alcohol?   ____ Never ____ On Occasion         ____ Moderately 

Marital Status:  ____ Married  ____ Divorced   ____Single  ____Widowed 

Occupation: _______________________________________________________________________________________ 

Names of any current specialist/referring doctor: 

__________________________________________________________________________________________ 



Symptoms:  Please mark Yes or No if you have had the following symptoms in the past 6 month

Y     N  Constitutional 

Fatigue 

Body Aches 

Fever 

Weight Loss 

Chills 

Y     N  Eyes 

Blurred Vision 

Double Vision 

Visual Loss/Change in vision 

 Y     N  Ears, Nose, & Throat 

Thyroid Mass 

Vertigo 

Sinus Pain 

Sore Throat 

 Y     N  Cardiovascular 

Chest Pain 

Syncope/Loss of Consciousness 

Lightheadedness 

Irregular Heart Beats 

Lower Extremity Edema/swelling 

Rapid Heart Rate 

Y  N  Respiratory 

Shortness of Breath 

Hoarseness 

Wheezing 

Cough 

Y  N  Gastrointestinal 

Nausea 

Constipation 

Heartburn 

Vomiting 

Loss of Appetite 

Diarrhea 

Difficult Swallowing 

Abdominal Pain 

Y  N  Genitourinary 

Urgency 

Urinary Retention 

Frequency 

Difficulty Voiding 

Incontinence 

Possible Pregnancy 

Skipped Menstrual Cycle 

Y  N  Neurologic 

Speech Difficulties 

Seizures 

Loss of balance/Falls 

Memory Difficulties 

Tremors 

Head Injuries 

Tingling or numbness 

Y  N  Musculoskeletal 

Joint Pain/Swelling 

Back Pain 

Neck Pain 

Muscular Weakness 

Muscle Pain 

Arm pain 

Leg pain 

Y  N  Endocrine 

Unusual Loss of Hair 

Heat Intolerance/cold intolerance 

Decreased Libido 

Y  N  Psychiatric 

Anxiety 

Feeling Confused 

Difficulty Sleeping 

______________Date:  Patient Name: DOB:



Patient Name:   _______________________________ 

Account #:        _______________________________ 

D.O.B.              ______  / _______   / _______ 

Doctor:             _______________________________ 

Pharmacy Information 

Pharmacy Name:    _______________________________________________________ 

Address:                 _______________________________________________________ 

     _______________________________________________________ 

Phone Number:      ( ______  )  ______  -  _________ 

*** We must have this information BEFORE you see the doctor *** 

Thank You 

Rev 14-Jan-2020 
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