
PATIENT INFORMATION FORM

Age: Gender:    Male    Female

State: Zip:

Cell Phone:

Date of Birth:

Social Security Number:

Address: 

City:

Email Address:

Home Phone:

Employer:

Child's Name and Age: 

Child's Name and Age: 

Child's Name and Age: 

Doctors & Therapist from Multiple Specialties Working Together for Every Patient.

Emergency Contact and Phone Number:

Marital Status: Single    Married    Divorced    Widowed     Separated 

Spouses Name:

Child's Name and Age: 

How were you referred to our office? ________________________________________________________ 

Have you consulted a chiropractic before?        Yes       No     When?

Date:

Date:

First Name: ________________________________Last Name:____________________________________

Oahu Spine & Rehab 98-1005 Moanalua Rd, SPC 410 Aiea, HI 96701 
808-488-5555

www.oahuspineandrehab.com
Oahu Spine & Rehab complies with HIPAA Rules and Standards. 
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Patient #

Occupation:

Other:__________________ 

Insurance Carrier:
Policy Number: 
Name of Subscriber: Date of Birth:
Subscriber’s Social Security Number:
Relationship to Patient: Self    Spouse   Parent

Are any of these problems related to:   Work Injury   Auto Accident    
Who is your Primary Care Provider?
Name:     Phone:

Signature:    



Massage Intake Form 

Name: 

Medical Information
Circle if you have a history of any of the 
following? 

Cancer Blood Clots/Circulatory Issues 

When was the last time you received 
bodywork?  

What are your goals/expectations for this 
massage?  

Hyper/hypotension Stroke Heart Attack 
Do you have any allergies or sensitivities to 

Diabetes 

Fibromyalgia 

Neuropathy Renal Dysfunction 

Joint Replacement Arthritis 

lotions or oils?  

Do you have interest in the following? Circle all 
that apply. 

Osteoporosis Fractures Plantar Fasciitis Cupping Aromatherapy CBD Oils 

Sciatica 

Pregnancy 

TMJ 

weeks 

Psoriasis Eczema 
Hot Stone Massage Prenatal Massage 

Circle all that apply if you have experienced 
any of the following in the last 6 months: 

Please circle any areas of discomfort:

Back Pain: Upper Mid Low 

Numbness/Tingling Strain/Sprain 

Leg Pain 

Headaches/Migraines  Neck Pain 

Shoulder Pain  Arm Pain 

Knee Pain Wrist Pain Ankle Pain 

Are you currently taking any medications? Please circle one:    YES    NO

IF yes, please list medications:

By signing the below, I agree to the following, 
I have completed this form to the best of my knowledge and agree to inform the therapist if any of the information above 
changes at any time. 

Signature:
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Acknowledgements 
To set clear expectations, improve communications and help you get the best results in the shortest amount of time, please read each 
statement and initial your agreement. 

Initials 

I instruct the provider to deliver the care that, in his or her professional judgment, can best help me in the restoration 
of my health. 

I acknowledge and may request a copy of the Privacy Policy and understand it describes how my personal health 
information is protected and released on my behalf for seeking reimbursement from any involved third parties. 

I realized that an X-ray examination may be hazardous to an unborn child and I certify that to the best of my 
knowledge I am not pregnant. 

I grant permission to be called to confirm or reschedule an appointment and to be sent occasional cards, letters, emails 
or health information to me as an extension of my care in this office. 

I acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible for 
the payment of any covered or non-covered services I received. 

To the best of my ability, the information I have supplied is complete and truthful. I have not misrepresented the 
presence, severity or cause of my health concerns. 

I acknowledge that a 24-hour cancellation notice is required. Without proper notification a missed appointment 
may result in a $50 cancellation fee. 

If the patient is a minor child, print child's full name: 

Signature:   Date (MM/DD/YYYY): 

http://www.oahuspineandrehab.com/



