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Adult Intake Form

Date:  ______________________






File #________________

Last Name:  ____________________________________First Name:  ____________________________________

Address:  ______________________________________________________________Apt. #:  ________________

City:  __________________________Province:  _________Postal Code:  _________________________________

Home Phone #: (_____)____________________________Date of Birth: Da_____________\Mo_____________\Yr_____________

Cell Phone #:  (_____)___________________________

Email Address:  ___________________________

Whom may we thank for referring you?:  ___________________________________________________________

Family Doctor:  ___________________________________Phone #:  ______________________________________

Emergency Contact: Name_________________________________________________________________________

Phone number:_____________________________________
Relation:_________________________________

What are you health concerns in order of most importance?

1.__________________________________________________________________________________________________

2.__________________________________________________________________________________________________

3.__________________________________________________________________________________________________

4.__________________________________________________________________________________________________

5.__________________________________________________________________________________________________

If female, are you currently pregnant?  
□ Yes      
□ No   

Medical history

How would you describe your general state of health:    □ Excellent 
□ Good

□ Fair
     
□ Poor

Please indicate and serious conditions, illnesses or injuries and any hospitalizations, along with approximate dates:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any allergies (medicine, environmental)? Please indicate.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all current medications and supplements (prescription, over-the-counter, vitamins, herbs, homeopathics).  Include dosages if possible.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list all past medications and dosages if known.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How many times have you been treated with antibiotics; and for what purpose? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you frequently use any of the following?

Aspirin □     Laxatives □
     Antacids □
    Diet pills □
  Birth control:  Pills □
 Implants □    Injections □

Alcohol-how much day/ or week________________________________________________________________________________

Tobacco-form and amount/day_________________________________________________________________________________

Caffeine-form and amount/ day________________________________________________________________________________

Recreational drugs-what and how often_________________________________________________________________________

Please indicate what immunizations you have had.

□ DPT (Diphtheria, Pertussis, Tetanus)
□ Haemophilus influenza B
□ Hepatitis A

□ Tetanus booster; when?

□ “Flu”



□ Hepatitis B

____________________________________











□ MMR (Measles, Mumps, Rubella
□ Polio



□ Smallpox

Other__________________________________________________________________________________________________________

Please indicate if you have experienced any negative reactions from the vaccinations. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________   

Do you get regular screening tests done by your doctor? (pap, blood tests, ect.?)

□ Y
      □ N 

Diet        

Do you have any food intolerances or allergies? Please list.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any dietary restrictions? (religious, vegetarian/ vegan,  ect.?) Please list

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your typical diet

Breakfast______________________________________________________________________________________________________

Lunch_________________________________________________________________________________________________________

Dinner_________________________________________________________________________________________________________

Snacks________________________________________________________________________________________________________

Beverages (total and quantity)__________________________________________________________________________________

Family History

Indicate if a close relative (parent, sibling, child) has had any of the following.

	Condition
	Indicate family member

	Allergies
	

	Asthma
	

	Heart Disease
	

	High blood pressure
	

	Cancer
	

	Diabetes
	

	Depression
	

	Other mental illness
	

	Drug abuse/ alcoholism
	

	Kidney disease
	

	Other
	


□ I don’t know my family history.

Women’s Menstrual Cycle History

Age of first menses_______________________

Length of typical menstrual cycle (ie 26, 28, 32 days?)________________________

Length of actual menses (ie. 3, 5, 7 days?)____________________________________

Would you describe your menses as:
□ Heavy

 □ Moderate

□ Light

Do you experience any symptoms with your menses?  If so what do you experience? _____________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you experienced any issues related to fertility?  If so what have you experienced? ___________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had fertility treatment?  If so what type of treatment, and for what duration? ___________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any surgeries or procedures related to your female reproductive organs?  If so what was the purpose of the procedure(s) (fibroid, endometriosis, abortion, hysterectomy, tubal ligation, ect.)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At what age did you begin to experience menopause?_________________________

At what age did your mother experience menopause?_________________________

Do you have any symptoms related to menopause?  If so what do you experience?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Environment
Occupation____________________________________________________________________________________________________

Hobbies________________________________________________________________________________________________________

Do you exercise regularly?
□ Y
   □ N


What do you do for exercise, how much, how often?_____________________________________________________________

________________________________________________________________________________________________________________

How is your home heated?______________________________________________________________________________________

Are you regularly exposed to toxins or other hazards (work, home, hobbies, ect.) Please indicate.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How stressful is your work, or other aspects of your life?  How well do you handle these stressors?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything of importance that you feel has not been covered in this intake form?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for taking the time to fill out this application.  

All the information provided will be used to further the understanding of your unique case and will at all times remain confidential as outlined in the Southview Chiropractic & Wellness Center Confidentiality agreement.  If you have any questions or comments about this intake form please ask your ND.
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