
Adas Wellness Center
333 Bainbridge Street

Philadelphi4Ph 19147

Phone: Q15) 922-6333 Fax: Q15) 922-6310

Home Phone: (_J
Mobile Phone: (_)

Emergency Contact:

Work Phone: ( )

Email:

Phone: (_)

Employer:

Address:

City:

Occupation:

Who can we thank for referring us to you:

Can we contact him/her? [ ] Yes [ ] No

State: _Zip:

WELCOME!

Todayt Date: _l _l
Your Name: []Male []Fsnale

What do you prefer to be called/Nickname:

Dateof Bifth: _l _l Age: _
Social Seurity Number:

Marital Sbtus: []Single []Manied llDivorced []Widowed []Separated

Home Address:

City: State: _Zip:

THAfiK YOU



PATIENT INTAKE FORM
Patient Name: Date:

1. ls todafs problem caused b$ fl Auto Amident n \Alorkman's Compensation

2. Indicate on the drawings below where you have painrsymPtoms

ffi
ft

ffiffi
H/ i1

3. How often do ]tou experience your symptoms?
n Constantly (76-1 @o/o of the time) n Occasionally (264QVo of the time)
n Frequently (51-75o/o of the time) a Intermittenty (1-25Vo of the time)

4. Howwould you describe tlre typ€ ot pain?
n Numb
n Tingly

n Sharp with motion
n Shooting with motion
n Stabbing with motion
o Electric like with motion
n Other:

5. How are your symptoms changing with 6me?
n Getting Worse n Staying the Same n Getting Better

6. Using a scale from 0-10 (10 being the worst), howwould lrou rate your problem?
0 1 2 3 4 5 6 7 8 I 1o(Pleasecircte)

7. How much has the problem interfered with your vrork?
n Not at all n A litde bit n Moderately n Quite a bit n Extremely

8. How much has the problem interfered with your social activities?
u Not at all n A litte bit n Moderately Quite a bit o Extremely

L Who else have )lou seen for your problem?

n Sharp
n Dull
n Diffuse
n Achy
n Burning
n Shooting
r Stiff

n Chiropractor
n ER physician

n Neurologist
n Orthopedist

n Primary Care Physician
n Other:_

n Massage Therapist n Physical Therapist n No one

10. How long have you had this problem?

{1. Howdo you think your problem began?

12. Do you conslder this problem to be severe?
u Yes n Yes, at times nNo

13- What aggravates your problem?

14. What concerns you the most about your prcblem; what does it prevent you from doing?

15. What is ytour: Height Weight Age
Occupation

16. Howwould you rate youroverall Health?
a Excellent n Very Good n Good

17. What type of exercise do you do?

n Fair n Poor

n Nonen Stenuous n Moderate n Light
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