Dr. Castro Patient intake Form

=

Patient Name: Date:

f\dczress: City: State: ZiP

tHome Phone ( Yoo - Cell Phone ( ) - Referred by:

Email Address:

Height ___ Weight: Age: Date of Birth;

Sociai Sscurity No.: __Married __Single __ Widowed Other
Occupa,taons: Employer: Work Phene {__ ) -
Specuse’s Name: Spouse’s numbsr { ) -

Emergency Contact Narne: Contact Prone () - -

{s today's probiem caused by: Y/N Aulc Accident YA Workers' Compensstion. COther ?
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53{ w} Y How often do You eXDSHENCe your SYmpioms?
¥ m,, e L oConstantiy o Occasionally
@g} s % i a Frequenty o Internitiently
: 5 :
i EE [} How would you describe the type of pain?
S J 14 __ Sharp __Numb
{ B i “7) _ Dul __Tingty
%_ i % I __Sh‘arp with modon __Sho;oﬁlhg v.ﬂm rmoien
& E ; 3 ___Achy __Stabbing with: motan
i} __Buming __Shooting
__ st __Cfther:
How are your symptoms changing witly me? o
o Ceting Worse o Staying the Same o Ceting Better

Using a scale &rom 6-19 {10 Lsing the worst), how wouls you rate your prodblem?
9 1 2 3 £ 5 6 7 8 & 10 ({Please cirtle)

How much has the problem interfered with your wWork?

5 Not 2t 2t o A little tit o moderately o Quite 2 b o Extremely
How mach has the problem: imtarfered with your sociaf actviies?

o Not at alf G A litte bit o Moderately o Quite a bit o Exremely
Who eise have you sesn for your problem?

o Chiropractor o Neurclogist o Primmary Care Physician

o ER physician o Orthopedist o Gthern

= Massage Therapist o Physical Therapist o No one

How iong hzve you had this problesni?
How do you fthiak your probiem began?

So you consider Hiis probiem tc be sevare?
oYss -a Yes, at fimes o No

Ynat aggrevates your grobiem?

Do you smoke Tobacee Producis? ViR What? How many/Day? Wnen?
Drink Cofiee/Scda/soft drinks? Y What? How many/Day? \ifhen?
Alcoholic Beverages? Y What? tHow many/ Day? Since When?




K-ray History: Include cat, MRI, Dye studies and Dental

List all prescription medications you are currently taking:

List all of the over-the-counter medications/supplements you are currently taking:

List all surgical procedures you have had:

Have you ever been haspitalized? ___No ___ Yes
If yes, why:
Have you had significant past trauma? __No __ Yes
If yes, what:

Anythin else pertinent to your visit today?

For zach of the conditions list=d below, piasce = cheek in the “past” eclumn i you: have had the condifon in the past i you
presendy have @ condiBop Hsted belew, place a chesk in the "present” column.

pooUDDOODD O OO OBRR OWwawwonrn ;&Y

o AnklefFooi Pain
o dew Pain

o Loss of Appstite
o Abdominal Pzin

o Joint PalryStimess o Ylcer

a Arthritis o Hepatitis

o Rheumatoid Arthritis o Liver/Gall Bladder Disorder
o Cancer o General Fatigue

o Tumor o Muscular in coordination

0 Asthma c Visual Diswrhzancas

o Chronic Sinusttis o Dizziness

o Other

DY ata ol @2 .
Fatient Signatisee: Sats:

st Present Past Present Past Present
0 Headaches c u High Blood Pressure o o Digheies
a Neck Pain o o Heat Atack a o Excassive Tnist
o Upper Back Pain al o Chesi Pains a o Freguent Urinalion
o Mid Back Pain o o Stroke ) c Smoking/Tobacco Use
o Low Back Pain o 0 Angina u o Drug/Alcohiol Degendence
o Shoulder Pain s} o Kigney Stones =} o Allergies
= Ehow/Uppar Arm Pain e o Kidney Disorders a a Depression
o Wiist Pain c n Bladder infection a} o Sysiemic Lupus
a Hzng Pain = o Painful Urinstion o o Epilepsy
o Hip Pain g o Loss of Bladder Control n) o Dermatitis
o Upper Leg Pain D = Presiaie Probiesms o o HIV/AIDS
o Knee Pain o o Abnorma! Welght GainvLoss
a
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