Premier Healthcare Patient Intake Form

Date: / /

(Legal) First Name (Legal) Ml {(Legal) Last Name DOB Age
Street Apt City State Zip
SS#: MARITALSTATUS:[ ]S [JM [ JW []D Spouse '
DL#:
Language: __ English__Spanish__Indian__Japanese__Chinese__Korean__ French__German__Russian Other
Race/Ethnicity: White_____American indian or Alaska Native_____ Asian____ Native Hawaiian/Other Pacific islander
____Black or African American_____Hispanic or Latino_____ Decline to Answer
Contact Info: Home Ph: Work Ph: Cell Ph:
Hm/E-Mait: Wk/E-Mail: Cell Carrier:
Contact Preference: [ __Ph/Home][ __Ph/Work][ __Ph/Cell) [ __Ph/Text] [__Hm/E-Mail][ __Wk/E-Mail][__Postal Mail]
Emergency contact: Phone:
Who Referred you to our office? Phone:
Occupation: . Employer:
Employer’s Address: |

Street City State Zip

INSURANCE INFORMATION:  (Please supply copy of Insurance Card and one form of picture ID)
Are you the policy holder? [ _]Yor[_ N ifno,whois? [ _]Spouse [ ]Parent [ lEmployer [ ]Other:

Policy Holder's First Name Ml Last Name DOB:
Policy Holder's SS#:
Policy Holder's Employer:
Do you have secondary insurance? [ _]Yor[ N Ifyes, please complete the following:

Policy Holder's First Name Mi Last Name DOB:
Policy Holder's SS#:
Policy Holder's Employer:
PAST PATIENT HISTORY:
Have you ever been involved in:
(Please indicate date(s) of injury, is case open or closed, is there a future award. For open awards please give claim #(s)
Work related injury? [ 1Yor [__]N' If yes, please explain:__ / /

Auto/Personal injury? [ _JYor [ JN Ifyes, please explain.__ / /

MEDICAL HISTORY:

OAIDS/HIV OAIDS/HIV OAlcoholism DAppendicitis " OArteriosclerosis OAsthma . ‘OCancer
OChicken Pox CODiabetes OEmphysema CEpilepsy OFibromyalgia OGoiter OGout
OHeart Disease  CHepatitis___ OHerpes OHigh Blood Pressure OMeasles DMultiples Sclerosis

OMumps DPacemaker DOPleurisy DOPneumonia OPolio  DRheumatic Fever CRheumatoid Arthritis
OScarlet Fever  OSeizures DShortness of Breath OStress [OStroke OTrauma At Birth OTuberculosis

OTyphoid Fever DUlcers OWhooping Cough  DVenereal Disease {type)




OSurgery{type & date)
OOther (include date)
DAllergies (type)
For Women Only:

Date Of Last Period / / OCramping Olrregularity

Are You Pregnant: [ _]Yor[_]N |Ifyes, duedate:___ / [/

# Of Vaginal Births # C-Section Births

PRESENT SYMPTOMS / CHIEF COMPLAINTS: (please circle areas affected and check appropriate box)

[HEAD] [NECK] [MID BACK] [LOW BACK] [CHEST]
Oheadache Oneck pain Omid back pain CHow back pain Opain
Oloss of memory Dtightness Otightness Otightness Crib pain
Olight headedness Otenderness Otenderness DOtenderness
MOdizziness Onumbness Onumbness Cnumbness

Omuscle spasm Omuscle spasm Omuscle spasm
[GENERAL]
Oconstipation Cdepressed Ofatigue Dirritable Oloss of sleep
Dloss of weight Onervousness Oringing in the ears DOshortness of breath
[SHOULDER / ARM] [ELBOW / FOREARM]  [WRIST / HAND / FINGERS] [HIP / UPPER LEG][KNEE / LOWER LEG]
Oleft Oright Oleft Oright Dleft  Oright Oleft Oright Oleft Oright
Opain Opain Opain Opain COpain
Otightness Otightness Otightness Otightness Otightness
Otenderness DOtenderness Otenderness Otenderness Otenderness
Onumbness Onumbness Cnumbness Onumbness Onumbness
Omuscle spasm Omuscle spasm Omuscle spasm Omuscle spasm Omuscle spasm

Do You Have Any Radiating Pain? [ ]Yor[ IN ifyes, please explain:

When Did Your Symptoms Begin?_/ /

What Were You Doing When Your Pain Increased?
On the pain scale, please rate your or discomfort: (0 being no pain, 10 being excruciating/unbearable)

1 2 3 4 5 6 7 8 9 10

Please mark the location of your pain or discomfort on the images below. Use the symbols shown to represent the type(s) of pain:
A=Aching B=Burning C=Cramping D=Dull N=Numbness S$=Stabbing T=Tingling(pins and needles)
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Signature: Date:




