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New Patient Intake Form 

PERSONAL & WORK INFORMATION 

Patient Name:________________________________________________    Age:__________       Date:___________________ 

Address:______________________________________  City:________________________   State: _____  Zip:____________ 

Home Phone:________________________  Cell  Phone: ________________________  Work Phone: ___________________  

Birth Date:______/______/_______          Sex:     M       F               Social Security #:________-________-________  

Occupation: _________________________________   Employer: _____________________________________ 

Emergency Contact: __________________________  Phone: _______________________  Relationship:_________________    

 Referred by: ______________________________________________________________ 

FINANCIAL POLICIES, RECORDS RELEASE & ASSIGNMENT OF INSURANCE BENEFITS 

¾ I understand that I am ultimately responsible for all charges incurred regardless of Insurance coverage. ________(Initial)                  
¾ In the event that I give less than a 24-hour notice of cancellation¸ I understand the fee is  $37.50  ________  (Initial) 

The undersigned hereby authorizes the release of any Information relating to claims for benefits submitted. I agree and 
acknowledge that I authorize John Motley to submit claims for benefits, for services rendered, without obtaining my 
 signature on each claim. Furthermore this authorization permits John Motley to use or disclose to Quality Medical Billing. 

 I (patient)_____________________________ hereby authorize (Insurance Co.)_____________________________________ 
to pay and hereby assign directly to John Motley all owed benefits. 

____________________________________________________       ________________________         __________________ 
Patient Signature or Guardian if patient is under 18 years of age       Relationship to patient                     Date 

CONSENT FORM & AGREEMENT 

Any procedure intended to help may have complications. While the chances of experiencing complications are small, it is the 
practice of this clinic to inform our patients about them. These complications may include, but are not limited to soreness, 
inflammation, soft tissue injury, dizziness, burns and temporary worsening of symptoms. More serious complications are 
extremely rare. Additional information on side effects and complications is available upon request. It is also our policy to 
inform you of the procedure being performed and the risks and alternative treatments available. If your physician does not 
explain to your satisfaction, please ask for more information. 
I have read and understand the above statements regarding treatment side effects and I also understand that there is no 
guarantee for a specific cure or result. 

____________________________________________________        ________________________       __________________ 
Patient Signature or Guardian if patient is under 18 years of age        Relationship to patient                    Date 
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Current Medical History 

Main problem(s) for which you would like help:______________________________________________________________ 

What, if any, medical diagnosis have you been given for this problem?____________________________________________ 

When did this problem begin:____________________________  Is it worse /better?________________________________ 

What makes it feel worse or better (heat/cold/pressure)?______________________________________________________ 

What other treatment(s) have you tried?___________________________________________________________________ 

How much does it interfere with your daily activities?_________________________________________________________ 

Circle any symptoms experienced within the last year: 

general 
Poor/heavy appetite 
Fatigue/lack of strength 
Difficulty falling asleep 
Poor circulation 
Sweat easily/night sweats 
Other: 

 
Recent weight gain/loss 
Body heaviness 
Wake up during night 
Warm/cold hands or feet 
Aversion to: 
wind/cold/heat/dampness 

 
Energy drop after eating 
Bruise easily 
Dream-disturbed sleep 
Startle easily 

head, eyes, ears, nose, throat 
Headaches/Migraines 
Night/color blindness 
Itchy/red/tearing eyes 
Dental/GUM problems 
Grind teeth/TMJ/Jaw Clicks 
Other: 

Eye strain/pain 
Spots/threads in front of eyes 
Earaches 
Nosebleeds 
Frequent dry/sore throat 

Wear glasses or poor, blurry vision 
Light sensitive 
Poor/loss of hearing/ringing in ears 
Sinus problems/ postnatal drip 
Sores on lips or tongue 

skin and hair 
Rashes/hives 
Ulcerations 
Hair loss 
Other: 

 
Eczema/psoriasis 
Acne/Pimples 
Dandruff/itchy head 

 
Itching 
Fungal infections 
Changes in skin texture/moles 

respiratory 
Cough – blood or phlegm? 
Asthma 
Other: 

 
Pneumonia 
Tight Chest 

 
Difficult breathing lying down 
Shortness of breath 



Symptoms within the last year (Continued) – circle all that apply 
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cardiovascular 
High/low blood pressure 
Fainting 
Dizziness 
Other: 

 
Arteriosclerosis 
Chest pain 
Swelling of hands/feet 
 

 
High cholesterol 
Difficulty breathing 
Palpitations/Irregular heartbeat 

gastrointestinal  
Nausea/vomiting 
Diarrhea – urgency? 
Bloating 
Anal fissures 
Other: 

 
Gas/belching 
Constipation 
Hemorrhoids 
Itchy/burning anus 

 
Acid regurgitation/ bad breath 
Intestinal pain,  cramping 
Frequency of BM_______________ 
Stools – bloody / black / mucus? 

genitourinary 
Pain on urination 
Blood in urine 
Low volume 
Kidney stone 
Increased libido 
Other: 

 
Unable to hold urine 
Urgency to urinate 
Wake to urinate 
Sores on genitals 
Decreased libido 

 
Frequent urination 
Incomplete urination 
Urine color __________________ 
Sexually transmitted disease 
Impotence 

musculoskeletal 
Neck/Shoulder pain 
Hip pain 
Elbow pain 
Muscle pain/weakness 
Other: 

 
Upper back pain 
Knee pain 
Wrist/Hand pain 
Limited range of motion 

 
Lower back pain 
Ankle/Foot pain 
Rib pain 
Limited use 

gynecology and pregnancy 
PMS    -    cramps    -    irritability    -    breast tenderness    -    bloating    -    other  (Circle all that apply) 
Irregular periods 
Breast lumps 
Color of blood ________________ 
Number or pregnancies_________ 
Number of abortions  __________ 
Vaginal discharge 
Other: 

Painful periods 
Heavy or light flow? 
Clots  
Number of births ______________ 
Date last menses______________ 
Vaginal sores 

Length of cycle_________________ 
Duration of flow________________ 
Birth control   __________________ 
Number of miscarriages__________ 
Date of last PAP ________________ 
Age of Menopause _____________ 

neuropsychological 
Dizziness 
Loss of balance 
Concussion 
Depression 
Considered suicide 
Other: 

 
Poor memory/confusion 
Areas of numbness 
Anxiety/panic 
Irritable/bad temper 
Attempted suicide 

 
Lack of coordination/tremors 
Seizures/tics/facial twitching 
Susceptible to stress/depression 
Abuse survivor 
Seeing a therapist 
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Past Medical History 

Illnesses and accidents (Circle all that apply) 

Cancer 
Hepatitis 
Lung disease 
 
Other: 

Diabetes 
AIDS/HIV 
Surgeries 

Stroke 
Herpes 
Accidents 

High Blood Pressure 
Arteriosclerosis 
Stress(job, physical, 
relationship, etc.) 

Heart disease 
Seizures/epilepsy 

 

Habits          Cigarettes        Coffee         Tea        Cola       Alcohol        Drugs        Sugar        Salt 

Allergies (drugs, chemicals, food) _____________________________________________________________ 

Medications taken within last 2 months_______________________________________________________ 

Family Medical History (relationship and date) 

Cancer 
Stroke 
Other: 

Diabetes 
Seizures 

Heart Disease 
Alcoholism 

High Blood Pressure 
Arteriosclerosis 

Allergies 

 

Childhood Influences 

What event(s) occurred (or did not occur) when you were a child that strongly influenced your life? How in 
general do you feel about your childhood experiences? 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 


