
CLIENT INTAKE FORM 

Name: _____________________________________________________  Date of Birth: 

_____________ Address:_______________________________________________  

City:__________________________ State: _______________ Zip Code:______________ 

Best Contact Phone Number :____________________________________ (Cell / Home) 

Referring Physician or Primary Doctor: __________________________________________________________ 

Hand Dominance:  □ Right    □ Left 

How did you hear about our services?  □ Doctor   □ Nurse practitioner/PA   □ Chiropractor   □ Friend/family     
□ Internet   □ Other: ______________________________________
*Your email address: (optional) 
Your email is used share information about your diagnosis, appointment reminders, healthy lifestyle tips, and 
monthly newsletters … 

WORK INFORMATION 
Are you currently employed?    □ Yes    □ No 
What is your job title/position?  ________________________________________________________________ 
What are your job duties/responsibilities?  _______________________________________________________   
_________________________________________________________________________________________ 
What is your work status? □ Full-duty            □ Full-time     □ Part-time     □ Restrictions     □ Retired 

□ Light-duty □ One-handed □ Off-duty □ Disability □ Student

PAST MEDICAL HISTORY 
Please circle any past or current medical problems you may have: 

Cancer  Stroke 
High Blood Pressure Head Injury 
Diabetes Neck or Back pain 
Gout 

Cardiac Heart Failure 
Pacemaker 
Cardiovascular Disease 
COPD  
Irregular Heart rate Arthritis 
Other (please list):  _________________________________________________________________________ 

Check if you consume   □ tobacco/nicotine  □ cannabis. Have you fallen in the last 6 months? □ Yes     □ No 

Please list any previous neck, shoulder, arm, and/or hand surgeries and/or injuries:_______________________ 

_________________________________________________________________________________________ 

Do you have any metal implants or artificial joints?            □ Yes     □ No 

Do you have any allergies? Please specify: ______________________________________________________ 

Are you taking any medications? Please list:  _____________________________________________________ 

_________________________________________________________________________________________ 
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