Date___/____/______
File Number___________________
Adult Intake Form

Thank you for choosing Crossroads Family Chiropractic for your current health concerns and your wellness needs! 
Dr. Keen is honored to be your coach in getting you and your family on a path to a healthier lifestyle.  Please fill out the following form as thoroughly as possible.
PERSONAL INFORMATION

Patient Name ______________________________________________       Female  (    Male  (
Date of Birth____/___/______        Age______                                               
Home Address ________________________________City___________________  State___  Zip​​_______
Home Phone (____)____-_____     Cell (____)____-______      Email _____________________________
Occupation _______________________________    Employer __________________________________
Employer Address __________________________________   Employer Phone (____)_____-________
Spouse/Partner Name _______________________________ Spouse/Partner Phone (___)____-______

Who may we thank for referring you to the office? ____________________________________________
May we thank them for referring you? Yes   No
Would you like to receive our newsletter?  Yes  No

RELEASE

I, the undersigned, authorize the Dr. and her staff to release any information deemed appropriate concerning my physical condition to any insurance company, claims adjuster, case nurse, claims reviewer, employer, health care provider or attorney in order to process any claim for reimbursement or charges incurred by me as a result of professional services rendered and hereby release him/her of any consequences thereof. I agree that a photo static copy of this agreement shall serve as the original.
X_________________________________________________________________________________________________

  
 Patient Signature




 


Date
REASONS FOR SEEKING CHIROPRACTIC CARE

The initial goal of treatment is to address your current concerns.  Please, briefly describe why you are seeking care for yourself today, and answer the questions that follow.
1. Complaint: _________________________________________________________________ Date of Onset: _____________

    Can you relate this concern to anything? ___________________________________________________________________
    If you are experiencing pain, is it?    Sharp (    Dull Ache (    Throbbing (    Stabbing (    Numbness (    Pins and Needles (
    Does the pain travel/radiate anywhere?  No (  Yes ( - please describe on the lines provided below

    ____________________________________________________________________________________________________
    Since the problem started, it is?  Getting worse (      About the Same (      Getting better (
    What makes it feel worse? _______________________________________________________________________________

    What have you done for this condition that has helped you feel better? ____________________________________________
    What have you done for this condition that was of no help? _____________________________________________________
2. Complaint: _________________________________________________________________ Date of Onset: _____________

    Can you relate this concern to anything? ___________________________________________________________________

    If you are experiencing pain, is it?    Sharp (    Dull Ache (    Throbbing (    Stabbing (    Numbness (    Pins and Needles (
    Does the pain travel/radiate anywhere?  No (  Yes ( - please describe on the lines provided below

    ____________________________________________________________________________________________________

    Since the problem started, it is?  Getting worse (      About the Same (      Getting better (
    What makes it feel worse? _______________________________________________________________________________

    What have you done for this condition that has helped you feel better? ____________________________________________

    What have you done for this condition that was of no help? _____________________________________________________
Have you had, or felt the need to make any 'positive' changes in your life due to your condition? (i.e., eat better, exercise, less 
alcohol or drugs, meditate, activities, etc.) If so, what?   
______________________________________________________________________________________________________
Please list other doctors you have visited for these conditions.

1. Name _____________________________    Specialty ______________________________ Date Visited ____/___/______
    City_______________________ State ___    Special Tests/X-Rays _____________________________________________ 

    Diagnosis __________________________    Treatment ______________________________________________________

    Did it help? _______   How so? __________________________________________________________________________
2. Name _____________________________    Specialty ______________________________ Date Visited ____/___/______

    City_______________________ State ___    Special Tests/X-Rays _____________________________________________ 

    Diagnosis __________________________    Treatment ______________________________________________________

    Did it help? _______   How so? __________________________________________________________________________
Do you authorize our office to contact your doctors to discuss previous medical care?  No (   Yes (
Have you ever had chiropractic care?    No (  Yes (  
If yes…Date of Last Visit ____/___/_____   Were you satisfied? __________________________________
Females Only
Date of Last Menstrual Period ___/___/_____

Are you Pregnant?  Yes (  No(   

If Yes, how far along are you? ______________________________________

GENERAL HISTORY
Please mark all symptoms you have ever had, even if they do not seem related to your current problem:

( Dizziness

( Headache

( Pins and needles in legs

( Fainting
( Neck Pain

( Back Pain

( Pins and needles in arms

( Loss of balance
( Loss of smell

( Buzzing in ears

( Ringing in ears


( Nervousness
( Numbness in fingers
( Numbness in toes
( Loss of taste


( Stomach upset
( Fatigue


( Depression

( Irritability


( Tension
( Sleeping problems
( Stiff neck

( Cold hands


( Cold feet
( Diarrhea

( Constipation

( Fever



( Hot flashes
( Urinary problems

( Menstrual Irregularity
( Light bothers eyes

( Cold Sweats

( Heartburn

( Mood swings

( Menstrual pain


( Ulcers

List any medications you are taking and why: (Prescription, Over the Counter and Nutritional Supplements) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you had any surgery? (Please include ALL surgery)
1.Type___________________________ Date:__________     2.Type_______________________________ Date:___________
3.Type___________________________ Date:__________     4.Type_______________________________ Date:___________
Accidents and/or injuries: auto, work related, or other (especially those related to your present problems).

1.Type__________________________________________Date:__________________Hospitalized:  No (   Yes (
2.Type__________________________________________Date:__________________Hospitalized:  No (   Yes (
3.Type__________________________________________Date:__________________Hospitalized:  No (   Yes (
Have you ever had x-rays taken?   Yes (    No ( (If yes) When__________________Where________________________________________Area of body:____________________
Do you wear orthotics or heel lifts? Yes (     No (
The Beginning Years: 

Research is showing that many of the health challenges that occur later in life originated during the developmental years, some starting at birth. Please answer the following questions to the best of your ability.

Birth to 17 yrs. of age




Yes

    No 

Unsure

Did you have any serious childhood illnesses? 


  (

    (

    (
Did you have any serious falls as a child? 


  (

    (

    (
Did you play youth sports? 




  (

    (

    (
Did you take/use any drugs (prescribed or not)? 


  (

    (

    (
Did you have any surgery? 




  (

    (

    (
Were you involved in any car accidents? 


  (

    (

    (
Was there prolonged use of medicine such as antibiotics/inhalers? 
  (

    (

    (
Did you suffer any other traumas (physical or emotional)? 

  (

    (

    (
Were you vaccinated?




  (

    (

    (
Were you under regular chiropractic care? 


  (

    (

    (
ADDITIONAL HEALTH PROFILE
However, on a daily basis, your health is affected by physical, biochemical and emotional/psychological stresses.  These situations can have positive or negative effects on your ability to live a wellness lifestyle. The following questions help the doctors determine which areas of your life may be the cause of additional health risk factors. 
Bio-Chemical Stress



   
   Never 
         Rarely          Occasionally          Always 
Based on a Typical Week                                                    
                 (0 days)       (1-2 days)         (3-5 days)           (6-7 days)
Do you drink 10-12 glasses of water (8 ounce servings)? 

      (
             (                     (                        (
Do you supplement with Fish Oils or Flax Seeds?                                      (
             (                     (                        (
Do you consume 5-8 servings of fruits & vegetables (raw/steamed)?        (
             (                     (                        (   
Do you consume 1 or more serving of caffeine per day?                            (
             (                     (                        (
Do you consume 1 or more Nicotine products daily?                                  (
             (                     (                        (
Do you consume 1 or more servings of Alcohol?


      (
             (                     (                        (
Do you use Splenda or Artificial Sweeteners?


      (
             (                     (                        (
Do you eat Pre-Made or Pre-Packaged Foods?


      (
             (                     (                        (
Do you eat fast foods?




      (
             (                     (                        (
Bio-Emotional Stress 




              Never         Rarely       Occasionally      Always         Base answers on the number of time experienced per day                                (0-2x's)      (2-5x's)         (5-8x's)            (> 8x's)    
Fear confrontation of any kind




 (
     (
         (

(
Feelings of guilt






 (
     (
         (

(
Feeling unappreciated





 (
     (
         (

(
Feeling overwhelmed





 (
     (
         (

(
Feeling depressed






 (
     (
         (

(
Feelings of anxiety






 (
     (
         (

(
Feeling that you are not accomplishing all you can be in your life

 (
     (
         (

(
Bio-Physical Stress




        Always                  Sometimes                 Never
Based on an average Month


                            (4 weeks of month)   (2 weeks of month)  (0 weeks of month)

Do you spend at least 40 minutes (total) per week stretching?
         (

           (

            (
Do you exercise (20-60 minutes per session) at least 3 days 
         (        
           (

            (
     per week(cardio/weights/pilates) 

Do you sit for the majority of the day?



         (

           (

            (
Do you spend your day on the computer?


         (
 
           (

            (
Do you carry your wallet in your back pocket?


         (

           (

            (
Do you carry a purse, messenger bag or back pack?

         (

           (

            (
Do you wear high heels?               



         (

           (

            (
Do you care for small children, physically disabled, or elderly?
         (

           (

            (
Family Health Profile 

Dr. Keen is not only interested in your health and well-being, but also the health and well-being of your family and loved ones. Please list below their names and any health conditions or concerns they may have:

Children:
____________________________________________________________________________________________
____________________________________________________________________________________________

Spouse: 
____________________________________________________________________________________________
Mother: 
____________________________________________________________________________________________

Father: 
____________________________________________________________________________________________
Brother:
____________________________________________________________________________________________

Sister: 
____________________________________________________________________________________________
Others: 
____________________________________________________________________________________________
Thank you for choosing Crossroads Family Chiropractic!

We look forward to guiding you to a healthier future.
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