
Patient Intake Form 012- REV 01/09

Confidential Patient Information						            	              Date ______________

Name_____________________________________________________ 	 Home Phone_______________________________________________

Address___________________________________________________ 	 Cell Phone_________________________________________________

__________________________________________________________ 	 Age_______   Birth date ______________ 	 Marital    M    S   W   D

City______________________________  State _______  Zip__________ 	 Number Of Children  _______________________________________

SS#_______________________________________________________ 	 Primary email   _____________________________________________

Occupation________________________________________________ 	 Employer__________________________________________________

Address ___________________________________________________ 	 Office Phone _______________________________________________

City______________________________  State _______  Zip__________ 	 Office email _ ______________________________________________

Financial Agreement And Insurance Assignment
I hereby authorize treatment to patient by the above physician and/or any affiliated chiropractic staff member(s). I further authorize release of 
any and all medical and/or charge information as is necessary for third party reimbursement. I authorize direct payment from said insurer(s) to 
this practice. I accept responsibility for payment of all charges incurred as well as attorney’s fees of 33 1/3% and any other related costs of 
collections should such action become necessary.

Patient/Guarantor_____________________________________________________________ 	 Date________________________________

Relationship To Patient_________________________________________________________

❏ � Dizziness
❏  Backaches
❏  Heart Trouble
❏ � Diabetes

❏  Tuberculosis
❏ � Arthritis
❏ � Headaches
❏ � Numbness

❏ � Asthma
❏ � Neuritis
❏ � Digestive Disorders
❏ � Nervousness

❏ � Sinus Trouble
❏ � Anemia
❏ � Rheumatic Fever
❏ � Cancer

Have You Ever Suffered From:

Purpose Of This Appointment:_____________________________________________________________________________________________

Other Doctors Seen For This Condition:_____________________________________________________________________________________

Have You Been Treated For Any Other Health Condition By A Physician In The Last Year?	 ❏ � Yes	 ❏ � No

Describe:_ ______________________________________________________________________________________________________________

What Medication Drugs Are You Taking?____________________________________________________________________________________

Remarks And Additional Information_ _____________________________________________________________________________________ 	

_______________________________________________________________________________________________________________________

– Payment Is Expected At Time Of Visit –

Are You Insured?	 ❏ � Yes	 ❏ � No	 Company______________________________________________________________________________

Insured’s Name_________________________________________________________________________________________________________ 	

If You're Here For An accident Related injury, 
please complete the information requested on the reverse side

Please Present A Photo I.D. & Insurance Card(s) to be photocopied!

Name of Spouse/Guardian __________________________________ 	 Occupation  _______________________________________________

Employer _ ________________________________________________ 	 Office Phone _______________________________________________

Primary email______________________________________________ 	 Cell Phone _ _______________________________________________

Local Emergency Information:

Name_____________________________________________________ 	 Primary Phone____________________________________________

Relationship_ ______________________________________________ 	 Cell Phone _ ______________________________________________

Charney Chiropractic, Back Rehab & Wellness



Patient Intake Form 012- REV 01/09

Date of accident_ ____________________ 	 Hour ________________   	❏ AM 	 ❏ PM 	 Location___________________________________

How did the accident occur?	 ❏  Auto Collision	 ❏  On-The-Job Injury	 ❏  Other

If Not An Auto Collision, Please Describe The Circumstances:	

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

Did you report the injury to your foreman or employer?	 ❏  Yes	 ❏  No	  	

Did he/she (they) recommend care at our office?	 ❏  Yes	 ❏  No

If auto accident, were you...	 ❏  Driver	 ❏  Passenger	 ❏  Pedestrian

If auto accident, were you struck from...	 ❏  Front	 ❏  Behind	 ❏  Right side	 ❏  Left Side		 ❏  Parked

Did your car strike the other(s) involved?	 ❏  Yes	 ❏  No

Did the other car strike you?		  ❏  Yes	 ❏  No	 ❏  Undetermined	  

		

❏ � Headache
❏  Neck pain
❏  Neck stiff
❏ � Sleeping problems
❏  Back pain
❏ � Nervousness
❏ � Tension

❏  Chest pain
❏ � Dizziness
❏ � Head seems too heavy
❏ � Pins & needles in arms
❏ � Pins & needles in legs
❏ � Numbness in toes
❏ � Shortness of breath

❏ � Fatigue
❏ � Depression
❏ � Lights bother eyes
❏ � Loss of memory
❏ � Ears ring
❏  Face flushed
❏  Loss of balance

❏ � Fainting
❏  Loss of smell
❏ � Loss of taste
❏ � Diarrhea
❏  Feet cold
❏  Hands cold
❏ � Stomach upset

❏ � Constipation
❏  Cold sweats
❏ � Fever
❏ � ____________________
❏ � ____________________
❏ � ____________________
❏ � ____________________

CHECK THE SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT Below:

Symptoms other than above:_ _____________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Have you lost any days of work?      ❏ � Yes        ❏ � No �         Dates Missed: ____________________________________________________________

_______________________________________________________________________________________________________________________

Insurance Companies Involved:

My car insurance company_____________________________________________________ 	 Claim #_ ________________________________  

Insurance company of person responsible for injuries______________________________ 	 Claim #_ ________________________________

Adjusters name_______________________________________________________________

Do you have an attorney that has advised you in this case?         ❏ � Yes           ❏ � No 

Attorney’s name_______________________________________________________________________________________________________________ 	

If Your Injury Is accident Related , please complete the Following Questions

In The Event Of An Emergency - Who Should We Contact?

Name:_____________________________________________________ 	 Home Phone_______________________________________________ 	

Relationship: _ _____________________________________________ 	 Work Phone _______________________________________________

Cell Phone _ _______________________________________________

List the extent of your injuries as you know them:_ _______________________________________________________________________________

_____________________________________________________________________________________________________________________________

Did you require post-accident hospitalization?_____ ❏  Yes_ ______ ❏  No_ ____________________________________________________________

_____________________________________________

Name____________________________________________________ Confidential Patient Information – Page 2



Patient Questionnaire

Please answer YES or NO to the following questions.
Your answers will help us complete your medical history.

1.	 Do you have a Pacemaker or Metal Vascular Implant?...................❍ Yes	 ❍ No

2.	A re you taking any Blood Thinning Medications?..........................❍ Yes	 ❍ No

3.	 Have you been diagnosed with Hemophilia?...................................❍ Yes	 ❍ No

4.	 Do you get headaches?.........................................................................❍ Yes	 ❍ No
	 If Yes, How Often? _________________________

5.	 Do you have Diabetes?.........................................................................❍ Yes	 ❍ No

Coldness, numbness, tingling or burning in arms or hands?6.	 .........❍ Yes	 ❍ No

Coldness, numbness, tingling or burning in legs or feet?7.	 ...............❍ Yes	 ❍ No

8.	 Have you had a stroke?........................................................................❍ Yes	 ❍ No
	 If Yes, Date Of Stroke: _________________________

9.	 Have you had an MRI test of the Neck or Low Back.......................❍ Yes	 ❍ No

10.	 Have you had a CT scan of the Neck or Low Back?........................❍ Yes	 ❍ No

11.	 History Of Spinal Surgery?..................................................................❍ Yes	 ❍ No 
	 If Yes, What Level: ______________________________
	 Any Fusion Or Hardware?: ______________________

12.	 History of Peripheral Nerve Surgery.................................................❍ Yes	 ❍ No
	 Circle Area:     Arm        Hand        Leg        Foot

13.	 Cigarette Smoking.................................................................................❍ Yes	 ❍ No 
	 Pack/Day: ________   Number Of Years: ________

14.	A lcohol Use............................................................................................❍ Yes	 ❍ No 
	 How Much: ________   How Often: ________  Number Of Years: ________

Patient Name:________________________________________	 Date:	 _ ______________________________

Signature:____________________________________________

Patient Questionnaire 013– REV 01/09



Indicate Where Your Pain Is & The Type Of Pain You Feel At The Present Time:

	S tabbing 	 Burning	 Pins & Needles	N umbness	T hrobbing	
	 ////	 xxxx	 oooo	 ====	 ++++	

Name_____________________________________________ Patient Questionnaire – Page 2

Patient Questionnaire 013 –REV 04/09

List All Medications You Are Currently Taking:
_______________________________________	 ____________________________________
_______________________________________	 ____________________________________
_______________________________________	 ____________________________________

Right			   Left Left			R   ight

FRONT BACK

Mark the level below that most accurately represents your pain
	 No Pain = 0        10 = Unbearable

Right Now:	 0	 1	 2	 3	 4	 5	 6	 7	 8	 9	 10
Average Pain:	 0	 1	 2	 3	 4	 5	 6	 7	 8	 9	 10
At Best:	 0	 1	 2	 3	 4	 5	 6	 7	 8	 9	 10
At Worst:	 0	 1	 2	 3	 4	 5	 6	 7	 8	 9	 10



❏
	

Im
prove Overall Health & W

ell-Being
❏
	

Rem
ove Environm

ental Toxins & Toxic Risk Factors
❏

	
Reduce Risk of Heart Disease & Stroke

❏
	

Reduce Risk of Cancer
❏

 	
Im

prove Energy & Stam
ina

❏
	

Im
prove Com

prom
ised Im

m
une System

❏
	

Reduce Stress, Anxiety and Nervous Tension
❏

 	
Im

prove Sleep
❏

 	
W

eight Loss - W
eight M

aintenance
❏
	

Stabilize Glucose Levels • Diabetes/Hypoglycem
ia

❏
	

Low
er Cholesterol

❏
	

Low
er Blood Pressure

❏
	

Relieve Allergy/Asthm
a Sym

ptom
s

❏
 	

Im
prove M

ental Alertness, M
em

ory & Concentration
❏

	
Relieve PM

S Sym
ptom

s
❏

	
Relieve Pre-M

enopause or M
enopausal Sym

ptom
s

❏
	

Im
prove Prostate Health

❏
 	

Im
prove ADD/ADHD or Autism

 Sym
ptom

s 
❏

	
Im

prove Vision or M
acular Degeneration

❏
 	

Reduce Joint Pain & Inflam
m

ation
❏

 	
Im

prove Digestive Disorders, Heartburn or Indigestion
❏

 	
Restore Aged or Dam

aged Skin

❏
	

Other: ______________________________________

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .		


Your		


B
rothers 

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Y
ou	

S
pouse	

C
hildren	P

arents 	S
isters

Fatigue – Low
 Energy or Stam

ina . . . . . . . . . . . . . . . . . . ❏
	

❏
	

❏
	

❏
	

❏
 

Com
prom

ised Im
m

une System
 (Frequent Colds Or Flu) . .

❏
	

❏
	

❏
	

❏
	

❏

Stress, Anxiety, Nervous Tension . . . . . . . . . . . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Insom
nia (Sleeplessness) . . . . . . . . . . . . . . . . . . . . . . . ❏

	
❏
	

❏
	

❏
	

❏

W
eight Challenges or Appetite Problem

s . . . . . . . . . . . . .
❏

	
❏

	
❏

	
❏

	
❏

Diabetes or Hypoglycem
ia . . . . . . . . . . . . . . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

High Cholesterol . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
❏

	
❏

	
❏

	
❏

	
❏

High Blood Pressure . . . . . . . . . . . . . . . . . . . . . . . . . . . .
❏

	
❏

	
❏

	
❏

	
❏

Heart Attack, Heart Disease or Stroke
 . . . . . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

Cancer . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
❏

	
❏

	
❏

	
❏

	
❏

Allergies – Asthm
a, Hay Fever or Bronchitis . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

Food Sensitivities or Food Allergies . . . . . . . . . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Chronic Headaches or M
igraines . . . . . . . . . . . . . . . . . . ❏

	
❏
	

❏
	

❏
	

❏

ADD / ADHD or Autism
 . . . . . . . . . . . . . . . . . . . . . . . . . . ❏

	
❏
	

❏
	

❏
	

❏
 

Poor M
em

ory, Concentration or Alzheim
er’s . . . . . . . . . . ❏

	
❏
	

❏
	

❏
	

❏

Frequent M
ood Sw

ings or Irritability . . . . . . . . . . . . . . . . ❏
	

❏
	

❏
	

❏
	

❏

PM
S, Pre-M

enopause or M
enopausal Sym

ptom
s . . . . . . ❏

	
❏
	

❏
	

❏
	

❏

Depression, W
ithdraw

al or Despondency . . . . . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Poor Vision, Blurred Vision or M
acular Degeneration  . . . .❏

	
❏
	

❏
	

❏
	

❏

Joint Pain, Arthritis or Sports Injuries . . . . . . . . . . . . . . . ❏
	

❏
	

❏
	

❏
	

❏

Leg Cram
ps, M

uscle Tw
itching or M

uscle W
eakness

 . . . .
❏
	

❏
	

❏
	

❏
	

❏
	

Trem
ors Or Trem

bling In Hands, Feet, Eyelids or Tongue . .
❏
	

❏
	

❏
	

❏
	

❏

Dim
inished Touch Sensation or Aversion To Touch

 . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Bleeding Gum
s, Bad Breath or M

etallic Taste in M
outh . . .

❏
	

❏
	

❏
	

❏
	

❏

Ulcers in M
outh or Digestive Tract . . . . . . . . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

Digestive Disorders, Heartburn or Indigestion  . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Constipation or Diarrea . . . . . . . . . . . . . . . . . . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

Frequent Urination
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

Abdom
inal or Stom

ach Cram
ps . . . . . . . . . . . . . . . . . . . .

❏
	

❏
	

❏
	

❏
	

❏

Skin Rashes or Skin Irritation . . . . . . . . . . . . . . . . . . . . . .
❏
	

❏
	

❏
	

❏
	

❏

F
a

m
ily H

isto
r

y • D
o Y

o
u O

r A
 F

a
m

ily M
em

b
er S

u
ffer F

r
o

m
 A

n
y O

f T
h

e F
o

llo
w

in
g:

Y
o

u
r P

er
so

n
a

l H
ea

lth &
 W

elln
ess G

o
a

ls:

Nam
e:

Date:	

W
ork:	

Hom
e:

Cell:	

em
ail:

Best Tim
e To Reach You:

Pa
tien

t H
ea

lth
 &

 W
elln

ess Q
u

estio
n

n
a

ire
The answ

ers to this questionnaire m
ay be very im

portant to your Doctor in helping you achieve optim
al health.

Please continue this questionnaire on the next (back) of this page



		


Yes	
No

Do you take nutritional supplem
ents of any kind?

 . . . . . 	
❏

	
❏

Do you take herbal supplem
ents of any kind? . . . . . . . . 	

❏
	

❏

Are you fam
iliar w

ith the benefits of detoxification? . . . . 	
❏

	
❏

Do you feel that you eat a healthy diet? . . . . . . . . . . . . . 	
❏
	

❏

Do you exercise regularly? . . . . . . . . . . . . . . . . . . . . . . . 	
❏
	

❏

W
e appreciate the tim

e it has taken you to com
plete this survey.

This inform
ation m

ay give your doctor vital inform
ation 

to help you im
prove your overall health and w

ell-being.

If you are - or ever have been em
ployed in any of the occupations below

, 
or if you are involved in any sim

ilar activities as hobbies, please check all that apply:

❏
 	

Agricultural Products
❏
	

Asbestos Abatem
ent

❏
	

Auto M
echanic 

❏
	

Battery M
anufacturing

❏
	

Battery Recycling
❏

	
Canning Plant 

❏
	

Carpentry
❏

	
Ceram

ic M
anufacturing

❏
	

Ceram
ics (Fine Art)

❏
	

Construction
❏

	
Com

puter M
anufacturing

❏
	

Com
puter (Business - Personal)

❏
	

Cosm
etic M

anufacturing
❏

	
Cosm

etologist
❏

	
Cosm

etic/Nail Polish User
❏
 	

Dentist 
❏

	
Dental Assistant or Hygenist

❏
	

Dental Lab
❏

	
Diesel Equipm

ent M
echanic

❏
	

Dynam
ite M

anufacturing
❏

	
Dynam

iter
❏

	
Electronic Assem

bly
❏

	
Electronic Com

ponent M
anufacturing 

❏
	

Explosives
❏

	
Engraver

❏
	

Fertilizer M
anufacturing

❏
	

Fiberglass M
anufacturing

❏
	

Fiberglass Installation

❏
	

Firem
an

❏
	

Volunteer Fire Dept.
❏

	
Firing Range

❏
	

Fisherm
en - Longshorem

an
❏

	
Fluorescent Tube M

anufacturing
❏

	
Foundry W

orker
❏

	
Glass M

anufacturing
❏

	
Glassblow

er
❏

	
Glass Artist

❏
 	

Grinder Operator
❏

	
Hairdresser

❏
	

Hazardous M
aterials

❏
	

Hom
e Renovation/Dem

olition
❏

	
Ink M

anufacturer
❏

	
Jew

eler
❏

	
Laboratory

❏
	

Landfill
❏

	
Landscaping

❏
	

Lapidary Artist
❏

	
Law

n Care
❏

	
Lum

ber Processing
❏

	
Lum

ber Yard
❏

	
M

etal Recycling
❏

	
M

etal Sculptor
❏

	
M

ilitary
	

Arm
y, Navy, Airforce or M

arines 
❏
 	

Deployed Overseas (Check If M
ilitary)

❏
	

M
ining

❏
 	

Nail Technician
❏

	
Paint M

anufacturing
❏

	
Painter (Residential or Com

m
ercial)

❏
	

Painter (Fine Art)
❏

	
Petrochem

icals
❏
 	

Pharm
aceutical M

anufacturing
❏

	
Plastic Product M

anufacturing
❏

	
Plum

bing
❏

	
Plum

bing Supply M
anufacturing

❏
	

Policem
an

❏
	

Potter
❏

	
Preservative M

anufacturing
❏

	
Printing

❏
	

Refining
❏
 	

Search And Rescue
❏

	
Shipyard

❏
	

Ship Repairs
❏

	
Shooting Instructor

❏
	

Sm
elting Plant

❏
	

Soldering
❏

	
Stained Glass Artist

❏
	

Tanner
❏

	
Tattoo Artist

❏
	

Tire Industry
❏

	
Truck M

echanic
❏

	
W

aste Handler
❏

	
W

elding
❏

	
W

ell Digging
	

Please List All Supplem
ents 

You Currently Use

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________

Are Your Currently Taking 
Prescription M

edications For Any Of The 
Follow

ing Conditions?

❏
	

Diabetes

❏
	

High Cholesterol

❏
	

High Blood Pressure

❏
	

Heart Disease

❏
 	

Anti-Inflam
m

atories

❏
	

Pain Killers

O
ther: ____________________________

_________________________________

_________________________________

_________________________________
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