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Patient Full Name:                                                                                            M        F    Date of Birth:  

SSN:              

Address:                                                                                                                      

City:                                                        County:                                                 State:                             Zip:  

Home Phone:                                                                Mobile #:                                          Work #:  

Email Address:                                                                                 Ethnicity:  

Preferred Method of Contact:      Home #         Cell #      Email       Mail             Language:  

Employer:                                                                          Work Phone Number:  

Emergency Contact:                                                                      Emergency Contact Phone:  

Marital Status:                                                                               Referred by:  

Primary Care Physician:  

Primary Care Physician Phone:                                                               Office Fax:  

Office Address:  

Hobbies/Sports:  

Are you:      Right-handed        Left-handed     

In the last two years, have you been involved in a Work-related injury, Personal injury, or Motor Vehicle 

Accident injury?       YES        NO   

Date:                                                         Type of Accident:                                                                                                             

Chief Complaints/Injuries:   

Have you ever seen a chiropractor before:  

If you have seen a chiropractor before, how long ago was your last treatment?  

What is the name of the practice?  

What condition were you seen for?  

Results from previous treatment:        No Change       Great Improvement       Complete Relief   

Are you currently treating with any other doctors for this condition?       YES       NO 

Have you had any diagnostic tests done recently?  MRI, CAT, X-Ray, EMG?  

If so, then when? 

 

 

 

 

 

 

 

 

 

 

 

New Patient Intake Form                    
 

Please indicate on the drawing below, where you have any pain symptoms, in order of severity of pain: 
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COMPLAINTS: (Check ONE region at a time. For extra areas, please see Second & Tertiary 

Complaints.)  Primary Complaint: (Your main symptom)  

 
Neck                 R      L Shoulder           R      L  Hand                   R      L  Ankle                 R      L 

Headaches      R      L Arm                    R      L  Hip                      R      L  Foot                   R      L 

Mid Back          R      L Elbow                R      L  Leg                      R      L  Pelvis                 R      L 

Low Back          R      L Wrist                  R      L              Knee                   R      L  No Pain              R      L 

 

1. When did your problem(s) begin? Please check or provide exact date.       Immediately after injury 

The day of the injury Gradually (few days after injury)          Over the past week     

Over the past month          Over the past few months                     Over the past few years 

 

2. Does your pain radiate anywhere? Please Check.     YES       NO     Where?  

3. How would you describe your pain? Please check.  

Achy  Grabbing Sore  Throbbing 

Burning  Numb  Stabbing Tightness 

Cramping  Sharp  Stiff  Pinching 

Dull  Shooting Tender  Spasming 

Tingling  Knotted Tense  Pulling 

 

4. How would you rate the severity of your symptoms? Please check. 

Minimal  Mild  Mild to Moderate  Moderate        Mod. To Severe 

Severe   Debilitating 

 

5. Using a scale from 0-10 (10 being the worst), how would you rate your problem? Please circle.   

0     1     2     3     4     5     6      7      8      9      10 

 

 

6. Have you experienced these exact or similar symptoms before? If so, when?     YES      NO 

Explain: 

7. How often do you have pain? Please check.       Constant      Frequently     Occasional      Off and on  

8. What aggravates your symptoms? Please check.  

Bathing/Dressing  Lifting  Reading  Rising from a chair   Staying still 

Bending   Running Sitting   Going up/down stairs  Sleeping 

Computer Work  Looking Up Standing Exercise/activity  Yard work 

Driving    Reaching  Walking  Other    Weather-

changes 
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9. What alleviates your symptoms? Please check. 

Lying down  Sitting     Movement  Medicine/CBD cream 

Moist heat   Standing   Sleeping  Chiropractic care 

Nothing   Topical creams  Stretching   Exercise/walking 

Rest   Ice/Heat   Other   Hot showers 

 

10. Is there a time of day when your pain is at its worst?      No       Morning     As the day progresses    

Afternoon       Evening      Bedtime      During the Night       Varies 

11. Is there a time of day when you have noticeably less pain?       No       Morning      As the day 

progresses      Afternoon       Evening       Bedtime      During the Night       Varies 

 

Secondary Complaint (2nd symptom – IF Necessary) 

 

Neck                 R      L Shoulder           R      L  Hand                   R      L  Ankle                 R      L 

Headaches      R      L Arm                    R      L  Hip                      R      L  Foot                   R      L 

Mid Back          R      L Elbow                R      L  Leg                      R      L  Pelvis                 R      L 

Low Back          R      L Wrist                  R      L              Knee                   R      L  No Pain              R      L 

 

12. When did your problem(s) begin? Please check or provide exact date.       Immediately after injury 

The day of the injury Gradually (few days after injury)          Over the past week     

Over the past month          Over the past few months                     Over the past few years 

13. Does your pain radiate anywhere? Please Check.     YES       NO     Where?  

14. How would you describe your pain? Please check.  

Achy  Grabbing Sore  Throbbing 

Burning  Numb  Stabbing Tightness 

Cramping  Sharp  Stiff  Pinching 

Dull  Shooting Tender  Spasming 

Tingling  Knotted Tense  Pulling 

15. How would you rate the severity of your pain? Please check. 

Minimal  Mild  Mild to Moderate  Moderate        Mod. To Severe 

Severe   Debilitating 

 

16. Using a scale from 0-10 (10 being the worst), how would you rate your problem? Please circle.   

0     1     2     3     4     5     6      7      8      9      10 

 

17. Have you experienced these exact or similar symptoms before? If so, when?     YES      NO 

Explain: 

18. How often do you have pain? Please check.       Constant      Frequently     Occasional      Off and on  
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19. What aggravates your symptoms? Please check.  

Bathing/Dressing  Lifting  Reading  Rising from a chair   Staying still 

Bending   Running Sitting   Going up/down stairs  Sleeping 

Computer Work  Looking Up Standing Exercise/activity  Yard work 

Driving    Reaching  Walking  Other    Weather-

changes 

20. What alleviates your symptoms? Please check. 

Lying down  Sitting     Movement  Medicine/CBD cream 

Moist heat   Standing   Sleeping  Chiropractic care 

Nothing   Topical creams  Stretching   Exercise/walking 

Rest   Ice/Heat   Other   Hot showers 

21. Is there a time of day when your pain is at its worst?       No      Morning     As the day progresses    

Afternoon       Evening      Bedtime      During the Night       Varies 

22. Is there a time of day when you have noticeably less pain?       No       Morning      As the day 

progresses      Afternoon       Evening       Bedtime      During the Night       Varies 

 

Third Complaint (3rd symptom – IF Necessary) 

 

Neck                 R      L Shoulder           R      L  Hand                   R      L  Ankle                 R      L 

Headaches      R      L Arm                    R      L  Hip                      R      L  Foot                   R      L 

Mid Back          R      L Elbow                R      L  Leg                      R      L  Pelvis                 R      L 

Low Back          R      L Wrist                  R      L              Knee                   R      L  No Pain              R      L 

 

23. When did your problem(s) begin? Please check or provide exact date.       Immediately after injury 

The day of the injury Gradually (few days after injury)          Over the past week     

Over the past month          Over the past few months                     Over the past few years 

 

24. Does your pain radiate anywhere? Please Check.     YES       NO     Where?  

25. How would you describe the type of pain? Please check.  

Achy  Grabbing Sore  Throbbing 

Burning  Numb  Stabbing Tightness 

Cramping  Sharp  Stiff  Pinching 

Dull  Shooting Tender  Spasming 

Tingling  Knotted Tense  Pulling 

26. How would you rank the severity of your pain? Please check. 

Minimal  Mild  Mild to Moderate  Moderate        Mod. To Severe 

Severe   Debilitating 
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27. Using a scale from 0-10 (10 being the worst), how would you rate your problem? Please circle.   

0     1     2     3     4     5     6      7      8      9      10 

 

28. How often do you have pain? Please check.       Constant      Frequently     Occasional      Off and on  

29. Have you experienced these exact or similar symptoms before? If so, when?     YES      NO 

Explain: 

30. What aggravates your symptoms? Please check.  

Bathing/Dressing  Lifting  Reading  Rising from a chair   Staying still 

Bending   Running Sitting   Going up/down stairs  Sleeping 

Computer Work  Looking Up Standing Exercise/activity  Yard work 

Driving    Reaching  Walking  Other    Weather-

changes 

 

31. What alleviates your symptoms? Please check. 

Lying down  Sitting     Movement  Medicine/CBD cream 

Moist heat   Standing   Sleeping  Chiropractic care 

Nothing   Topical creams  Stretching   Exercise/walking 

Rest   Ice/Heat   Other   Hot showers 

32. Is there a time of day when your pain is at its worst?      No       Morning     As the day progresses    

Afternoon       Evening      Bedtime      During the Night       Varies 

33. Is there a time of day when you have noticeably less pain?       No       Morning      As the day 

progresses      Afternoon       Evening       Bedtime      During the Night       Varies 

 

 

  

Age:                               Race/Ethnicity:                                                     Height:                    ft.                   in. 

Weight:                       lbs.     Occupation:  

Exercise:       YES      NO        Do you smoke:      YES      NO                                     packs per day 

Do you consume alcohol?       YES      NO      Socially       Occasionally      Frequently       Daily 

 

Have you had any of the following treatments in the past? What was done, when and how effective? 

Please circle your level of relief.  

1. Anti-inflammatories: Type                                             com. Relief   great imp.   min imp.    no imp. 

2. Muscle relaxors:  Type                                             com. Relief   great imp.   min imp.    no imp. 

3. Pain medications:  Type                                             com. Relief   great imp.   min imp.    no imp. 

4. Physical therapy:    Type                                             com. Relief   great imp.   min imp.    no imp. 

5. Surgeries:                                                                                  com. Relief   great imp.   min imp.    no imp. 

6. Chiropractic care:  When?                                         com. Relief   great imp.   min imp.    no imp. 

 New Patient Background 
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7. For each of the conditions listed below, please put a check mark 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                                               Dizzines                                                      Diabete s 

               Neck Pain                                                 High Blood Pressure                                 Excessive Thirs t 

               Upper Back Pain     Heart Attack                     Frequent Urination 

               Mid Back Pain     Chest Pains         Smoking/Tobacco 

               Low Back Pain     Stroke                     Drug/Alcohol Dependence 

               Shoulder Pain     Angina         Allergies 

               Elbow/Upper Arm Pain    Kidney Stones        Depression 

               Wrist Pain      Kidney Disorders        Systemic Lupus 

               Hand Pain                  Bladder Infection        Epilepsy 

               Hip Pain      Painful Urination        Dermatitis 

               Upper Leg Pain     Loss of Bladder Control       Eczema/Rash 

               Knee Pain      Prostate Problems         HIV/AIDS 

               Chronic Sinusitis      Abnormal Wt. Gain/Loss       Asthma 

               Ankle/Foot Pain     Loss of Appetite    FOR FEMALES ONLY 

               Jaw Pain      Abdonimal Pain          Birth Control 

               Joint Pain/Stiffness     Ulcer           Hormone Therapy 

               Arthritis      Hepatitis          Pregnancy 

               Rheumatoid Arthritis     Liver/Gallbladder Disorder        Dysmenorrhea 

               General Fatigue     Cancer          Endometriosis 

               Visual Disturbances     Tumor          Menopause 

 

Please list all prescription or over-the-counter medications that you are currently taking.  

 

                                                    

 

Please list all of the supplements that you are currently taking.  

          

         

 

Please list all of the surgical prcedures that you have had. 
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Do you have any history of the following health problems/conditions in your family? Please circle.  

Respiratory disease   Mother Father  Grandmother  Grandfather 

Hypertension (high blood pressure) Mother Father  Grandmother  Grandfather 

Gastro-Intestinal disease  Mother Father  Grandmother  Grandfather 

Diabetes    Mother Father  Grandmother  Grandfather 

Skin Disease    Mother Father  Grandmother  Grandfather 

Neurological disease   Mother Father  Grandmother  Grandfather 

Arthritis    Mother Father  Grandmother  Grandfather 

Stroke     Mother Father  Grandmother  Grandfather 

Cancer (type)    Mother Father  Grandmother  Grandfather 

Heart Disease    Mother Father  Grandmother  Grandfather 

 

Have you ever been hospitalized?  Please Check.        YES       NO 

If so, for what, and when?  

Have you had any significant past trauma? Please Check.       YES       NO 

If so, when? 

 

Any other pertinent information that you need to share with us?  

 

 

 

Welcome to Pure Wellness and thank you for trusting us with your care! 
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BACK BOURNEMOUTH QUESTIONNAIRE 
          

           

Patient Name ________________________________________________  Date ___________________________ 

 
Instructions:  The following scales have been designed to find out about your back pain and how it is affecting you. Please answer ALL the 

scales, and mark the ONE number on EACH scale that best describes how you feel.  

 

1. Over the past week, on average, how would you rate your back pain? 

 
 No pain            Worst pain possible 

 ___________________________________ _______________________________________________      

  0 1 2 3 4 5 6 7 8 9 10 

 

 
2. Over the past week, how much has your back pain interfered with your daily activities (housework, washing, dressing, walking, 

climbing stairs, getting in/out of bed/chair)? 

 

No interference        Unable to carry out activity 

      ___________________________________________________________________________________  
  0 1 2 3 4 5 6 7 8 9 10 

 

 

3. Over the past week, how much has your back pain interfered with your ability to take part  in recreational, social, and family 

activities? 
 

No interference        Unable to carry out activity 

      ___________________________________________________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 
 

4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling? 

 

Not at all anxious        Extremely anxious 

      ___________________________________________________________________________________  
  0 1 2 3 4 5 6 7 8 9 10 

 

 

5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling?  

 
Not at all depressed        Extremely depressed 

      ___________________________________________________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 

6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your back pain?  
 

Have made it no worse       Have made it much worse 

      ______________________________________ _____________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 
7. Over the past week, how much have you been able to control (reduce/help) your back pain on your own? 

 

Completely control it       No control whatsoever 

      _______________________ ____________________________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 
 

 

 

 

_________________________________  
                     Examiner 

OTHER COMMENTS: ________________________________________________________________________________________________ __________ 
 
 
With Permission from: Bolton JE, Breen AC: The Bournemouth Questionnaire: A Short -form Comprehensive Outcome Measure. I. Psychometric Properties in 
Back Pain Patients. JMPT 1999; 22 (9): 503-510. 
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NECK BOURNEMOUTH QUESTIONNAIRE 
          

           

Patient Name __________________________ ______________________  Date ___________________________ 

 
Instructions:  The following scales have been designed to find out about your neck pain and how it is affecting you. Please answer ALL the 

scales, and mark the ONE number on EACH scale that best describes how you feel.  

 

1. Over the past week, on average, how would you rate your neck pain? 

 
 No pain            Worst pain possible 

 __________________________ _____________________________ ___________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 

 
2. Over the past week, how much has your neck pain interfered with your daily activities (housework, washing, dressing, lifting, 

reading, driving)? 

 

No interference        Unable to carry out activity 

      ___________________________________________________________________________________  
  0 1 2 3 4 5 6 7 8 9 10 

 

 

3. Over the past week, how much has your neck pain interfered with your ability to take part in recreational, social, and family 

activities? 
 

No interference        Unable to carry out activity 

      ___________________________________________________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 
 

4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been feeling? 

 

Not at all anxious        Extremely anxious 

      ___________________________________________________________________________________  
  0 1 2 3 4 5 6 7 8 9 10 

 

 

5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have you been feeling? 

 
Not at all depressed        Extremely depressed 

      ___________________________________________________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 

6. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect) your neck pain?  
 

Have made it no worse       Have made it much worse 

      _______________________________________________________ ____________________________  

  0 1 2 3 4 5 6 7 8 9 10 

 
7. Over the past week, how much have you been able to control (reduce/help) your neck pain on your own? 

 

Completely control it       No control whatsoever 

      ________________________________________ ___________________________________________  

  0 1 2 3 4 5 6 7 8 9 10 
 

 

 

 

_________________________________  
                     Examiner 

OTHER COMMENTS: __________________________________________________________________________________________________________  
 
 
With Permission from: Bolton JE, Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Outcome Measure. II. Psychometric 
Properties in Neck Pain Patients. JMPT 2002; 25 (3): 141-148.  
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Assignment and Instruction for Direct Payment to Doctor Private and Group 
Accident and Health Insurance 

 

Patient’s Name:_________________________________________________ 

Employer:  _____________________________________________________ 

Claim/Group: ___________________________________________________ 

SS# or ID#: ____________________________________________________ 

 

I hereby authorize and direct payment for services rendered to me to be made payable to Pure Wellness.  
 
THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.  This payment 
will not exceed my indebtedness to the above mentioned assignee, and I have agreed to pay in a current 
manner, any balance of said professional service charges over and above this insurance payment. 
 

I understand that it is my responsibility to know my benefits and I understand that Pure Wellness will act on my 
behalf to obtain payment for services rendered to me.   
 

I understand that it is my decision to receive treatment based on the recommendations of the doctor, and I 
understand that my insurance company may or may not approve all medically necessary treatments.  I 
understand that I am financially responsible for all charges whether or not paid/authorized by my insurance 
carrier. 
 

I understand that I am responsible for obtaining any authorizations or referrals for services provided.  Failure to 
do so may result in my being financially responsible for services rendered. 
 

I understand that most health insurance plans DO NOT COVER supplies, supports, vitamins and massage, 
acupuncture, etc.   Such items must be paid for at the time service or upon receipt of the supplies. 
 

I understand that I am responsible to provide PURE WELLNESS with any changes in my health care 
coverage, my current condition or my personal information. (ex: name change, address, phone#, etc.)  
 

I understand and agree that health and accident policies are an arrangement between the insurance carrier 
and myself.  Furthermore, I understand that Pure Wellness will prepare any necessary reports and forms to 
assist me in making collection from the insurance company and that any amount authorized to be paid directly 
to Pure Wellness will be credited to my account upon receipt.  However, I clearly understand and agree that all 
services rendered to me are charged directly to me and I am personally responsible for payment.  I also 
understand that if I suspend or terminate my care that any fees for professional services rendered to me will be 
due and payable within 30 days. 
 

I authorize the use of my signature on all insurance submissions. 
 

A photocopy of this assignment shall be considered as effective and valid as original. 
 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or 
attorney involved in this case. 
 
Dated at Pure Wellness this ___________ day of _________________of 20____ 
 
 
________________________________                                    ________________________________ 
Signature of Policyholder                                      Witness 
 
________________________________________________ 
Signature of Claimant if other than policyholder 
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