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Pank Chiropractic  

Intake Form 
 

 
Date:______________ 

                      

 

Title: (Check one)  Mr.      Mrs.     Ms.      Miss     Dr.     Other _______ 

 

 First Name ___________________ Middle Initial ____ Last Name __________________________ 

 

Address Line 1 _____________________________________________________________________ 

 

Address Line 2 _____________________________________________________________________ 

 

City _______________________________ State ___________________ Zip Code ______________ 

 

Home Phone (_____) ________-___________ Work Phone (_____) _________-____________ 

 

Cell Phone (_____) ________-___________ Email ___________________________________ 

 

Date of Birth ______/______/_______  Sex:   Male         Female 

 

Social Security Number: ______-_____-______ Marital Status:    Single    Married     Widowed 

 

Employment Status:   Employed     Unemployed    FT Student    PT Student     Other_____ 

 

 

Employer Data_____________________________________________________________________ 

 

Name ____________________________________________________________________________ 

 

Your Occupation _________________________ Your Job Description _____________________ 

 

Address __________________________________________________________________________ 

 

City ________________________________ State _________________ Zip Code ______________ 
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Are you pregnant?  Yes_____  No ______N/A______ 

 

By Using the key below, indicate on the body diagram where you are experiencing the following 

symptoms: 

N=Numbness  B=Burning  S=Stabbing  T=Tingling  A=Dull Ache 

 
Describe your symptoms in order of severity, with worse symptom being #1: ___________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

When did your symptoms begin?         Month_____________ Day___________Year ______________ 

 

Are your symptoms a result of:    Motor Vehicle Accident    Work related Accident    Other_____ 

 

How did your symptoms begin? _________________________________________________________ 

_____________________________________________________________________________________ 

 

How often do you experience your symptoms? 

 Constantly    Frequently    Occasionally   Intermittently 
   (76-100% of the day)     (51-75% of the day)     (26-50% of the day)   (0-25% of the day) 

 

What describes the nature of your symptoms? 

 Sharp    Dull ache    Numb    Shooting 

 Burning    Tingling    Stabbing    Other ______ 

 
PATIENT SIGNATURE:_________________________________________Date:_____________________ 

 

SIGNATURE OF PHYSICIAN:   _____________________________           Date: ____________________  


