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Client Intake form  January 2009 

  

Name_______________________________________________________ Today’s Date____/____/_____ 

 

Address_________________________________________________ City ______________ Zip __________ 

 

Birth date_____________________ Age_________ Sex_______ SSN______________________________ 

 

Phone (Home) _________________________ (Work) _____________________ (Cell)___________________ 

 

Employer___________________________________ Occupation  ________________________________ 

 

Email ____________________________________ Who referred you?_____________________________ 

 

Who should be notified in case of an emergency? 

Name: __________________________________________ 

Address: _________________________________________ 

Phone: __________________________________________ 

Major complaint: ________________________________________________________________________ 

_________________________________________________________________________________________ 

How and when did this condition happen? _______________________________________________ 

_________________________________________________________________________________________ 

Have you had this or similar conditions in the past?  Yes  /  No  When:_________________ 

Is it getting worse?  Yes  /  No  /  Constant  /  Comes and goes  /  Chronic 

Does it interfere with your. . . Work  /  Daily Activities  /  Sleep 

What activities aggravate your condition?  _______________________________________________ 

Dr. Altair has my permission to treat my child:_____________________________________________ 

                                                                                         Signature of Parent or Guardian 

Welcome to 

Altair Chiropractic 

We’re Happy You 

Found Us !! 
 


