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                                                             INTAKE FORM
For acute conditions, please fill out only the first page.  If you have a chronic condition, please fill out entire form.  My condition: __ Acute (something you’ve had for 2-3 weeks) __ Chronic (something that you’ve had over 3 weeks)

Patient’s Name:____________________ Date: ________ Legal Name: ____________________

Male: ____ Female: ____ Age: ____ Birth Date: _______ Social Security #: ________________

Single: _____ Married: _____ Partner: _____ Divorced: _____ Separate: ____ Windowed: ____

Driver’s License #: ___________________

Home #: ___________ Work #: __________ Cell #: ___________ Email: __________________

Home Address: __________________________ City: _____________ State: _____ Zip: ______

Employer: ___________________ Occupation: _______________________ How long: ______
Who referred you to our office: ________________________

In case of an emergency, whom should we contact? __________ Relation: ______ Phone: _____

Main Complaints: What brought you to our office, how long has it been going on?

1. _________________________________________________________________
2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

Minor Complaints: Are there other symptoms that we may be able to help you with?

1. _________________________________________________________________

2. _________________________________________________________________

3. _________________________________________________________________

4. _________________________________________________________________

Major Illness in the past: What brought you to our office, how long has it been going on?

1. _____________________________        2. _______________________________
Allergies:
_____________________________            _______________________________

Surgeries:

_____________________________            _______________________________

Prescription medicine: Please state the medication and reason for taking it.
_____________________________            _______________________________

_____________________________            _______________________________

Are there any prescription medicines that you have taken a lot of in the past?  If so, which ones and for what were they used? ___________________________   _________________
Are you currently taking any herbs or supplements?  How much and why?

_____________________________            _______________________________

When was your last x-ray? __________________


Please check here if you are interested in a nutritional evaluation for increased well-being ____

For acute conditions, stop here and turn to page 4, read and sign.

For Workman’s Compensation, Personal Injury and chronic conditions, please continue on the backside.
                                                             INTAKE FORM

For Women:
Are taking birth control pills? _____

Are you currently pregnant? ____ If yes, how long? ____ Are you nursing? ____

If there are any changes in the above, please notify doctor immediately.

Do you have any difficulty with your monthly cycle? i.e.: cramping, back pains, fatigue, blood clots and headaches.____________________________________________________________
Family History:

Please list only the serious illnesses of your relatives.  If your relative is deceased, please state the cause of death if you know it, along with the serious illness suffered while alive.

Mother:__________________________
Father: ______________________________

Mother’s parents: __________________
Father’s parents: ______________________

Brothers and Sisters: ________________
Children: ____________________________

Stress Levels:

Please use numbers to indicate stress level (1-low, 2-medium, 3-high & 4-varies)

Work ____     Finances: ____     Home Life ____     Primary Relationship ____     Other ____

Drug, Alcohol and Caffeine Use:

Did you ever drink alcohol on a regular basis? ___ If so, when and for how long? ____

Did you ever use non-prescription drugs? ___ If so, which specific drugs, when and for how long a period of time? ____________________________________________________________

Do you drink sodas or coffee? ____ If so, how much per day? _______________________

Do you smoke? ____ How much? ____ For how long? ____________________________

Diet:

What have you eaten in the past 24 hours?  _______________________________________

What is typical?

Breakfast __________________________________

Lunch      __________________________________

Dinner     __________________________________

Do you shop at a health store?__ Are you interested in making changes in this area? Yes __ No __

Exercise:

Do you have regular exercise program? Yes ___ No ___

What is your regime? ____________________________

What exercise have you had in the past week? __________________________________

Weather:

Does the weather seem to affect you or your symptoms? Yes __ No __ Sometimes __ 
Not Sure ___

Please explain exactly how you were affected. __________________________________

This weather usually bothers me (Y-yes, N-no or S-sometimes)

Windy __ Cold __ Hot __ Humid & Hot __ Damp & Cold __ Rapid changes in weather __

Change of season __

In general, do you feel hot or cold? ____________________________

Emotions:

In the past few months, have you experienced any of these emotions more often than others?

(1-Often, 2-Sometimes or 3-Seldom)

Anger ____
Sadness ____
Anxiety ____
Worry ____
Fear ____
Grief or Sorrow ____

Other: Is there anything you would like to add about your emotional/mental state/temperament?

_____________________________________________________________________________

                                                             INTAKE FORM

Sleep:
Do you have any problems with sleep? Yes __ No __ 
Do you experience night sweats?  Yes __ No __

If yes, please describe (i.e.: difficulty falling asleep, or if I fall asleep okay but wake up an hour later and cannot get back to sleep, or I get up several time a night to go to the bathroom, etc.)

______________________________________________________________________________
Digestion:

Do you have any problems with digestion? Yes __ No __

If yes, please describe (i.e.: lack of appetite, a lot of gas, bloating, constipation, abdominal pains, etc.)  ________________________________________________________________________
Respiration:

Do you have any difficulty breathing? Yes __ No __

If yes, please describe (i.e.: I am allergic to cats, I have asthma, I get short of breath upon exertion, etc.) _______________________________________________________________________
Elimination:

Do you have any problems with urination? Yes __ No __

If yes, please describe (i.e.: frequent urination, night urination, difficulty urinating, bladder infection, etc.) __________________________________________________________________

Do you have any difficulty with bowel movement? Yes __ No __

If yes, please describe (i.e.: constipation, diarrhea, both, blood or mucous in stool, etc.) ________

______________________________________________________________________________
Energy Level:

Do you have any problems with fatigue? Yes __ No __  How long? _______________

If yes, please describe (i.e.: tired upon waking, getting exhausted after eating or exercising, exhaustion after sexual activity or late night fatigue, etc.) _______________________________

Does anything help you? (i.e.: rest, exercise, eating less, etc.) ___________________________

Do you get headaches? Yes ___ No ____ If so, how often? ______________________________

Rest and Relaxation:

What do you like to do for rest and relaxation? _______________________________________

Have you done it in the past week? _____________________ How often do you do it? ________

Other Therapists:
Are you currently seeing any other health practitioners? Yes ___ No ___

If yes, please list them, what their specialty is and why are they treating you: ________________

______________________________________________________________________________
Is there anything else you would like to tell me that might help serve you better?  _____________

______________________________________________________________________________
What do you think is the major cause(s) of your health problems? _________________________

_______________________________________________________________________________
                                                            POLICIES
· I hereby authorize assignment of my insurance rights and benefits directly to the provider for services rendered in this office.  Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the business manager.  If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.

· We invite you to discuss with us any questions regarding our services.  The best health services are based on a friendly, mutual understanding between provider and patient.

· I authorize the staff to preform any necessary services needed during diagnosis and treatment.  I also authorize the provider and/or managed care organization to release any information required to process insurance claims.

· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes in my medical status.

Please Sign Here: ______________________________________
Date: _________________

Patient’s Statement of Privacy Rights

As a patient of this practice, you have the right to privacy of your Personal Health Information, and to know that such information shall be properly and securely maintained by this practice, in accordance with your own policy and in compliance with the Health Information Accountability and Portability Act of 1996 (HIPPA).  HIPPA was enacted to give you, the patient of a health care provider and covered under a health insurance claim, more control over your health information, to set boundaries on the use and release of health records, establish appropriate safeguards that Personal Health Information, and to hold violators accountable, with the appropriate penalties for violation of a patient’s right to privacy.

AS A PATIENT OF THIS PRACTICE:

1. You are entitled to an individual delivered, written notification of your Privacy Rights at the time of your first visit to this practice’s facility.  The document you are reading is this notice.

2. You are entitled to see your medical records.

3. You are entitled to receive a copy of your medical records. (Forms are available upon request)

4. You are entitled to make an amendment to your patient health information within those records. (Forms are available upon request)

5. While the doctor has a right to deny inclusion of amendments into a patient file, you have the right to disagree with the doctor’s refusal of such inclusion of amendment to those records. (Forms are available upon request)  If doctor disagrees, he shall supply you with written notification of such disagreement.

6. The doctor has a right to a rebuttal to the patient’s disagreement.  But any time a file is sent out of the office, a copy of that rebuttal must be included in the file.

7. You have the right to specify how access to your health information is restricted and from whom.

8. You have the right to indicate the method and/or phone numbers and/or addresses to which telephonic and written communications to you shall be forwarded.

9. All covered entities under HIPPA, such as this practice or other health care providers, or business associates such as billing companies or claims administrators, as are designated by HIPPA Privacy Rule, and with whom this practice must work on your behalf from the standpoint of effective treatment or billing of medical services and administration of such services, shall be a part of a “Chain of Trust” under applicable Business Associate Agreements whenever applicable with those parties.  This means that those parties are bound to maintain the same privacy and security of your health information, as we are.

10. No personal health information shall be given out to any entity not related to your treatment and the billing of medical services rendered, without your written authorization.

11. You are entitled to this practice’s best efforts to maintain the security of Personal Health Information on your behalf within and outside this office.

12. This practice shall provide Personal Health Information to required parties on the basis of the minimum necessary standard of release (releasing only that information necessary for those parties to provide treatment, reimbursement, or administrative services on your behalf), and so as to maintain the intent of HIPPA in establishing that standard.

13. You have the right to inquire of this office and gain correct and appropriate answers to any questions regarding your privacy rights at any time, consistent with those rights as covered by HIPPA.

14. You have the right to contact the Department of Health and Human Services, Office of Civil Rights, which administrates HIPPA, with questions or to file a complaint.  Toll free 1-877-696-6775 or internet www.hhs.gov/ocr/hippa
Patients Affirmation of Receipt of Patients Statement of Privacy Rights

I hereby acknowledge receipt of this office’s Statement of Privacy Rights, provided on my behalf and in accordance with the law, and have read and understand my rights to privacy and security of Personal Health Information, as patient of this practice.

Please Sign Here: ____________________________________
Date: _________________
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1505 Llano Street     Santa Fe, NM 87505     
505-982-6369


