Family & Sports Rehabifitation Clinic, Inc.
DR. DAVID N, TULLOS

3710 1-85 NORTH
JACKSON, M8 38211
PHONE 981-CARE
-2’73
CONFIDENTIAL PATIENT INFORMATION
DATE:
LAST NAME: FIRST: MIDDLE:
STREET: ary: STATE: ZIP
PHONE: , CEIL: WORK: |
DATE OF BIRTH: AGE: SOCIAL SECURITY #:
EMPLOYER: CITY: . STATE: W
OCCUPATION: L EMAIL ADDRESS:
NAME OF SPOUSE: ’ DATE OF BIRTH:
SPOUSE SOCIALSECURITY % ______ EMPLOYED BY:
PHONE: ‘ ;
NAME OF RELATIVE: PHONE:
REFERRED TO THIS OFFICE BY: :

. R




R-2

. T LIS
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PATIENT INTAKE FORM
Patient Name: Date:

1. is today's problem caused by o Auto Accident o Workman's Compensation

2, How often do you axperisnce your a@a@tmm
1 Constantly (76-100% of the tme) o Goossinnally (26-60% of the tme}
aFW@%«m@mmf; o iermitiently {1-28% of the time)

ammwmmw&mﬂ

= Gatting Worse o Staying the Same o Geting Better
&mammwammwmmmmmww?
n 1 2 3 4 & 8 10 (Pisase circie)

7. mmmmmwwwm
Mot stall o A litle bR o Moderstaly 2 Guite @ bit o Extremaly

ammmmmmmmwm?

o Mot at sl o A llitle bit o Moderately Quits @ bit o Extremaly
9. Who eise have you seen for your probiem?

© Chiroprastor o Neuwrclogist opﬁmmm
amw Ot

= Massage Therapist o Physical Therapist .zmeme

10, How long have you had this problem?

14. How do vou think your problem began?

12. o you consider this problem © be severe?
o Yes o'Yes, sttimes o Mo

13. What aggravates your problem?

5. What Is your: Height __ Weight _ Date of Birth _

Yutios Chiropractic Clinic » 3710 180 Nodh « Jackson, ME 38211 « 805-801-2273
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Cecupation

16, How would you rate your overall Health?
o Exceliont o Very Good o Goed o Fair 5 Poor

17, What type of exercise do you do?

o Stenuous o Modsrate o Light o None

18. Wywmwmwwmwamm
o Rissumatoid Arthritis o Lupus
o Hean Problams GCW m&s

18, mmwmmmmm»m»mwmxmmmmm
in the past. ﬂwMth below, place a check in the “present” column.
Past Present Past Present

Past
e o Headaches o] o High Blood Pressure o Disbetes
o o Neck Pain o o Haait Atack o o1 Excessive Thirst
& o Upper Back Pain o o Chest Pains o o Frequent Urination
il o Mid Back Pain o o Stroke o o Semoking/Te co Use
o o Low Back Pain ' o Angina o £t Dragihicohol Dependance
o = Shouider Pain o o Kidney Stones o ohAlergies
o o ElbowlUpper Arm Pain = © o Kidoey Disorders o o Depression
] 1 Whist Pain o o Bladder infection o o Systemic Lupus
& o Hand Pain o o Painful Uringtion o o Epiispsy
o 11 Hip Pain o 1 Loss of Bladder Control o
o o Upper Leg Pain o o Proglats ' o o HWV/AIDS
o o Knee Pain o o Abnormal Welght
o o AnklgiFeot Pain o o Loss of Appetiie For Females Only
o o Jaw Pain o o Abdominal ] 1 Birth Control Pllis
o o Joint Pain/Stiffness o o Ulicer o = Hormonel Replacement
o o Arthritis <] o Hepatitis s o Pregnancy
o o Rheumatold Arthritis o o Liver/Gall Bladder Disorder
o  Cancer o o Genersi Fatigue
o o Tumor o o Muscutar Incoordination
o o Asthma 5| o Visual Disturbances
o o Chronic Sinusitis o o Dizziness
o o Other:
20. List all prescription medications you are cumently teking:
24, List alt of the ovesthe-counter medications you are currently 18king:
22. List ali surgicei procedures you have had:
23. What activities do you do 3t wak?
8k « Most of the day o Half the day o1 A title of the day
o Stand: o Most of the day 1 Half the day o A fiftle of the day
o Computer work: o Most of the day o Half the day o A litthe of the day
= On the phone: o Most of the day o Half of the day oA little of the day

24. What activities do you do cutside of work?

25. Have you ever been hospitalized? aNe nYes
if yes, why

28. Have you hed significard past trauma? oNo o Yes
27. Anwthing eise pertinent to your visit today?
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