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RETTIG CHIROPRACTIC

Back to Basics
PATIENT INTAKE FORM
Confidential Patient Information Name: Date:
Address: City: State: Zip:
Fhone: (Home) (Waorlk) (Makile)
E-mail: (Optional) Referred by:
Age: Birth Date: Social Security No.: Sex M/F Marital Status: S/M /W /D
Occupation: Employer:
Spouse’s Name: Spouse’s Work Phone: Number of Children:
In Case of Emergency, Contact: Contact Phone:

Surgeries, Hospitalizations, Serious Illness (List Year in Brackets):

Fractures, Dislocations, Major Dental Work (List Year in Brackets):

Please check any of the following that apply to your current/past medical history:

Q AIDS/HIV U Depression 0 High Blood Pressure Q Prostate Problems
Q Alcoholism O Diabetes 0 High Cholesterol 0 Prosthesis

Q Allergies 0 Digestive Disorders Q Hypoglycemia O Rheumatic Fever
O Anemia Q Dizziness Q Neck Pain Q Sinus Troubles

O Anorexia 0 Epilepsy O Nervousness O Stroke

Q Arthriris/ Joint Pain O Facigue Q Neuritis O Tuberculosis

Q Asthma Q0 Gout O Numbness Q Ulcer

O Backaches 0 Headaches O Osteoporosis Q Urinary Trouble
Q Bleeding Disorders Q Heart Trouble O Pacemaker U Venereal Disease
O Breathing Problems 0 Heparitis O Parasites O Weight Loss

U Bulimia Q Hernia O Pinched Nerve O Yeast/ Candida
Q Cancer O Herniated Disk Q Poor Circulation O Other

For Women Only: Is there a possibility you may be pregnant?Q yes O no  Date of last menstrual cycle

O Unable to get pregnant O Menstrual cramps 0 Hysterectomy 0 Tubal ligation

O Lumps in Breast Q Irregular Cycle O Premenstrual Tension 0 Menopausal symptoms

Chief Complaint:

Other Doctor's Seen for this Condition:

Have you been treated for any other condition in the past year? Yes / No (If so, describe):

Medications / Drugs you are taking (State reason in brackets following drug):







