Health Intake
Integrative Physical Medicine

First Name: Middle Initial: __ Last Name:

Home Phone #: Cell Phone #: Work Phone #:
Address: City:

State Zip: E-mail Address:

SS#: - - Age:

Primary Care Physician Name:

DOB:__ _ /[ ____

Physician Phone Number:

Male / Female

Do we have permission to contact your doctor regarding your care in our office? Yes No
Check off any of the following symptoms you have experienced in the past 6 months:
O Low Back Pain [J Tension Across Top of Shoulders [ Tired/Fatigued
[ Pain between Shoulder Blades [0 Numbness/Tingling in Arms/Hands [ Difficulty Sleeping
O Neck Pain O Numbness/Tingling in Legs/Feet O Allergies

O Tension/Headaches
[ Fibromyalgia

OTHER (explain)

[ Pain in the legs
[ Pain in the feet

[ Digestive Problems
[ Carpal Tunnel

Have you had any accidents within the past year that affected your symptoms?

Which of the above is the worst?

OAuto

Oslip/Fall Oother CINONE

How long have you had it?

How often does it occur?

What does it feel like ?(describe)

What have you done that has helped this problem?

Have you had an accident or injury that is directly related to this problem?

Does this cause you to be:

[0 Moody

O Irritable

[ Interrupt sleep

[ Restricted in your daily activities

Does this affect your work:

[ Decision making

[ Poor attitude

[0 Decreased productivity

[ Exhausted at the end of the day
[J Unable to work long hours

Does this affect your life:

[ Lose patience with spouse/children

[ Restricted household duties

[ Hinders ability to exercise or sports

O Interferes with ability to do hobbies
or other activities

What have you tried to help relieve/get rid of this problem and how much did it help? ( circle appropriately)
& Medications... Helped: Little Some Much @ Exercise... Helped: Little Some Much
@ Physical Therapy...Helped: Little Some Much 4 Nutrition... Helped: Little Some Much
@ Chiropractic... Helped: Little Some Much @ Stretching... Helped: Little Some Much

OTHER




Application For Patient Care

Name: DOB:__ _ /___ /___ Date:
g Occupation: Employer:
E Average # Hours per Week Currently Worked:
S | Type of Tasks Performed/Common Movements:
2
=
>
:L_" Marital Status: D Single D Married D Divorced D Partner D Separated L__l Minor
g Spouse’s Name: # of Children?_____ Children’s Ages:
Emergency Contact Name: Relation: Phone #:
‘I’—’ Have you had an auto accident? (X if applies): [] 0-6mo [_]6 mo-1yr [] 1-3yrs [] 3+yrs [] Never
E Had a recent fall/other accident? (X if applies): [_] 0-6mo[]6 mo-1yr [] 1-3yrs [] 3+yrs [ never
8 Have You Ever Received Chiropractic Care? [] Yes ] No Last Visit?
<

Have You Ever Received Physical Therapy? [] Yes [ ] No Last Visit?

INSURANCE

Do you have Auto insurance? D Yes D No Name of Carrier:

Do you have health insurance? [] Yes [ ] No Name of Carrier:

Do you have secondary insurance? D Yes D No Name of Carrier:

PLEASE PROVIDE THIS OFFICE WITH A COPY OF YOUR INSURANCE CARD(S)

Assignment and Release (insured patients)

| certify that | (or my dependent) have insurance coverage with and | AUTHORIZE, REQUEST
AND ASSIGN MY INSURANCE COMPANY TO PAY DIRECTLY TO THE PHYSICIAN PRACTICE, Integrative Health of Orlando,
LLC (D.B.A. Integrative Physical Medicine), INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. |understand that | am
financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all
information necessary, including the diagnosis and the records of any exam or treatment rendered to me, in order to
secure the payment of benefits. | authorize the use of this signature on all insurance claims, including electronic
submissions.

SIGNATURE (X) DATE







