
 

 

CONFIDENTIAL PATIENT INFORMATION 

Patient’s Name:___________________________________________            Date:__________________ 

Sex:   M     F                          Date of Birth: ________________________           Age: ___________________ 

Home Address: ____________________________________________           Apt. #__________________ 

City: ______________       State: ______________________________           Zipcode: _______________ 

Home Phone Number:_________________________             Cell Phone Number:___________________ 

Social Security Number:________________________             Email Address: _______________________ 

If Child, parent’s/gaurdian’s name:_________________________________________________________ 

Primary Care Physician: ________________________               

Employer: ___________________________________          Work Number: ______________________ 

Emergency Contact Name: ______________________           Phone Number______________________ 

Would you like us to communicate to any other family members, Power of Attorney, or other 
individuals pertaining to your medical records, treatment plan, billing/insurance questions, 
appointments, etc.? If so please list below. 

Name: _______________________________________              Relation:__________________________ 

Do you allow us to release our medical records to a referring physician, primary care physician, or 
specialist if they request such to jointly treat your medical condition? If so PLEASE INITIAL 
HERE_______ 

Insurance Information 

Insurance Company:______________          Policy Number:_____________  Group Number: _________ 

What name is the policy under? _________________            Relationship:   SPOUSE   PARENT   OTHER 

 

Patient HIPAA consent: 

In each of our offices, we have our Notice of Privacy Practices published. The notice contains a Patient 
Right’s section describing your rights under the law. You have the right to review our Notice before 
signing this consent. The terms of our Notice may change before signing this consent. If we change our 
Notice, you may obtain a revised copy by contacting our office. 



You have a right to request how protected health information about you is used or disclosed for your 
treatment, payment, and health care operations.  By signing this form, you consent to our use and 
disclosure of protected health information about our treatment, payment, and health operations. You 
have the right to revoke this consent, in writing, signed by you at any time; however, that does not 
affect any disclosures we have already made in reference with your prior consent. This consent is 
required so that Tullos Chiropractic is in compliance with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA).  

Patient Signature: ________________________                      Staff Initials: _________________________ 

 
 
 

PATIENT INTAKE FORM 
Patient Name:  _____________________________ Date:  _______________ 
 

1. Is today's problem caused by:  □ Auto Accident     □ Workman's Compensation 
 

2. Indicate on the drawings below where you have pain/symptoms 

 
3. How often do you experience your symptoms? 
 □ Constantly (76-100% of the time)  □ Occasionally (26-50% of the time) 
 □ Frequently (51-75% of the time)  □ Intermittently (1-25% of the time) 
 

4. How would you describe the type of pain? 
 □ Sharp   □ Numb 
 □ Dull   □ Tingly 
 □ Diffuse  □ Sharp with motion 
 □ Achy   □ Shooting with motion 
 □ Burning  □ Stabbing with motion 
 □ Shooting  □ Electric like with motion 
 □ Stiff   □ Other:___________________ 
 

5. How are your symptoms changing with time? 
□ Getting Worse  □ Staying the Same  □ Getting Better 
 

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem? 
0     1     2     3     4     5     6      7     8      9     10 (Please circle) 
 

7. How much has the problem interfered with your work? 
□ Not at all □ A little bit □ Moderately □ Quite a bit □ Extremely 
 

8. How much has the problem interfered with your social activities? 
□ Not at all □ A little bit □ Moderately Quite a bit □ Extremely 
 



9. Who else have you seen for your problem? 
□ Chiropractor  □ Neurologist  □ Primary Care Physician 
□ ER physician  □ Orthopedist  □ Other:_____________ 
□ Massage Therapist □ Physical Therapist □ No one 
 

10. How long have you had this problem? ___________ 
 

11. How do you think your problem began? 
___________________________________________________________________________________ 
 

12. Do you consider this problem to be severe? 
□ Yes  □ Yes, at times  □ No 
 

13. What aggravates your problem? 
____________________________________________________________________________________ 
 

14. What concerns you the most about your problem; what does it prevent you from doing? 
____________________________________________________________________________________ 
 

15. What is your:  Height___________  Weight _____________ Date of Birth ___________ 
  Occupation _____________________________________________________ 

 

16. How would you rate your overall Health? 
□ Excellent         □ Very Good         □ Good         □ Fair         □ Poor 
 

17. What type of exercise do you do? 
□ Stenuous            □ Moderate            □ Light            □ None 
 

18. Indicate if you have any immediate family members with any of the following: 
□ Rheumatoid Arthritis                                       □ Diabetes                            □ Lupus 
□ Heart Problems                                               □ Cancer                               □ ALS 
 

19.  For each of the conditions listed below, place a check in the "past" column if you have had the condition 
in the past.  If you presently have a condition listed below, place a check in the "present" column. 
Past  Present   Past   Present             Past   Present 
□         □ Headaches  □          □ High Blood Pressure      □         □ Diabetes 
□         □ Neck Pain  □          □ Heart Attack              □         □ Excessive Thirst 
□         □ Upper Back Pain  □          □ Chest Pains             □         □ Frequent Urination 
□         □ Mid Back Pain  □          □ Stroke              □         □ Smoking/Tobacco Use 
□         □ Low Back Pain  □          □ Angina              □         □ Drug/Alcohol Dependance 
□         □ Shoulder Pain  □          □ Kidney Stones             □         □ Allergies 
□         □ Elbow/Upper Arm Pain □          □ Kidney Disorders             □         □ Depression 
□         □ Wrist Pain  □          □ Bladder Infection             □         □ Systemic Lupus 
□         □ Hand Pain  □          □ Painful Urination             □         □ Epilepsy 
□         □ Hip Pain   □          □ Loss of Bladder Control □         □ Dermatitis/Eczema/Rash 
□         □ Upper Leg Pain  □          □ Prostate Problems          □         □ HIV/AIDS 
□         □ Knee Pain  □          □ Abnormal Weight Gain/Loss 
□         □ Ankle/Foot Pain  □          □ Loss of Appetite                  For Females Only 
□         □ Jaw Pain  □          □ Abdominal Pain             □         □ Birth Control Pills 
□         □ Joint Pain/Stiffness □          □ Ulcer              □         □ Hormonal Replacement 
□         □ Arthritis   □          □ Hepatitis             □         □ Pregnancy 
□         □ Rheumatoid Arthritis □          □ Liver/Gall Bladder Disorder 
□         □ Cancer   □          □ General Fatigue 
□         □ Tumor   □          □ Muscular Incoordination 
□         □ Asthma   □          □ Visual Disturbances 
□         □ Chronic Sinusitis  □          □ Dizziness 
□         □ Other:____________________________ 
 

20. List all prescription medications you are currently taking: 
_______________________________________________________________________________ 
 

21. List all of the over-the-counter medications you are currently taking: 
________________________________________________________________________________ 
 

22. List all surgical procedures you have had: 
________________________________________________________________________________ 
 

23. What activities do you do at work? 



□ Sit:           □ Most of the day                      □ Half the day                 □ A little of the day 
□ Stand:         □ Most of the day                      □ Half the day                 □ A little of the day 
□ Computer work: □ Most of the day                      □ Half the day                 □ A little of the day 
□ On the phone:  □ Most of the day                      □ Half of the day             □ A little of the day 
 

24. What activities do you do outside of work? 
_________________________________________________________________________________ 
 

25. Have you ever been hospitalized? □ No □ Yes 
if yes, why __________________________________________________________________________ 
 

26. Have you had significant past trauma?     □ No       □ Yes 
 

27. Anything else pertinent to your visit today?______________________________________________ 
 
Tullos Chiropractic uses multiple forms of communictaion with our patients and, as such, we ask you 
provide the following information: 
 
28. Cell Phone number?________________________________________________________________ 
 

29. Cell phone provider?________________________________________________________________ 
 
30. Primary email address?_____________________________________________________________ 

 

Patient Signature___________________________________   Date:____________________ 
 
 
 

1.  What was the date of the accident?______________________ 
 
2.  What time did the accident occur?_______________________ 
 
3.  How many vehicles were involved in the accident?____________________ 
 
4.  What was the estimated damage to the vehicle you were in? _______________ 
 
5.  What state did the accident occur in? __________________________________ 
 
6.  What city did the accident occur in? ___________________________________ 
 
7.  What street or intersection were you on when the accident occured? ________________________ 
 
8.  What direction were you traveling in? _____________________________________ 
 
9.  What type of impact was the auto accident? _____________________________________ 
 
10.  Did your vehicle hit anything after the accident? if yes, please describe 
___________________________________ 
 
11.  Where were you sitting in the vehicle during the accident? 
___________________________________ 
 
12.  Did you know the accident was coming?_______________________________ 
 
13.  What type of vehicle were you in? _____________________________ 
 
14.  What type of vehicle impacted yours? ___________________________ 
 
15. At the time of the impact, how fast was your vehicle moving? __________________ 
 
16. At the time of impact, how fast was the other vehicle moving? _________________ 



 
17. During and after the crash what happened to your vehicle? (circle all that apply) 
 - kept going straight    - spun around 
 - kept going straight hitting a car in front   - spun around and hit a stationary object 
 - was hit by another vehicle    - hit a stationary object 
     
18. Did you lose consciousness during the accident? -yes         - no 
 
19. How was your head positioned during the accident? _______________________________ 
 
20. How was your torso positioned during the accident? _______________________________ 
 
21. How were your hands positioned during the accident? ______________________________ 
 
22. Did your head hit anything during the accident? -no     - yes, please describe______________ 
 
23. Did your face hit anything during the accident? -no     - yes, please describe_______________ 
 
24. Did your shoulders hit anything during the accident? -no     - yes, please describe__________ 
 
25. Did your neck hit anything during the accident? -no     - yes, please describe______________ 
 
26. Did your chest hit anything during the accident? -no     - yes, please describe______________ 
 
27. Did your hips hit anything during the accident? -no     - yes, please describe_______________ 
 
28. Did your knees hit anything during the accident? -no     - yes, please describe______________ 
 
29. Did your feet hit anything during the accident? -no     - yes, please describe________________ 
 
30. What kind of headrest was in your vehicle? 
 - movable fixed headrest 
 - nonmovable fixed headrest 
 - no headrest 
 
31. Where was the headrest positioned on your head? ________________________________ 
 
32. Did you have your seatbelt on during the accident? - yes -no 
 
33. Did you slide out of your seatbelt during the accident? ___________________________ 
 
34. What was damaged in your vehicle? (Circle all that apply) 
 - windshield  - rear bumper  - mirror 
 - steering wheel  - front bumper  - knee bolster 
 - dashboard  - trunk   - back right door 
 - seat frame  - front left door  - completely totalled 
 - side window  - front right door 
 - rear window  - back left door 
 
35. Choose the items that dented inward 
 - floorboards - side door - dashboard 
 
36. Choose the doors that would not open as a result of the accident 
 - front left - front right 
 - rear left - rear right 
  



37. Did you go to the hospital?   If no, why and do not answer 38-43 
____________________________________ 
 
38. How did get to the hospital? ____________________________________ 
 
39. What was the name of the hospital? _____________________________ 
 
40. Were you hospitalized over night? _________________________________ 
 
41. Circle what you were prescribed at the hospital 
 - pain medication - muscle relaxors - neck brace 
  
42. Did you recieve any stitches for any cuts at the hospital? ____________________ 
 
43. Were x rays taken at the hosiptal?  If yes, which area was taken? 
___________________________________________________ 
 
 
 
Dr.’s Notes: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 
 
 
 
 
 

 


