Name

DOB

Address

Cell phone

Secondary number

Email address

David S. Coykendall, D.O.
3370 Burns Road, Suite 100
Palm Beach Gardens, FL 33410
(561) 513-9806 p / (561) 727-8805 f




Intake forms

What is your chief

complaint?
Duration
location
Severity (please circle) MILD MODERATE SEVERE
Associated symptoms (circle all that apply)
NAUSEA VOMITING FEVER CHEST PAIN SHORTNESS

OF BREATH

Past medical and surgical history:




Current medications:

Allergies:

Family history:

Current social history:

1- Alcohol use: yes no
2- Nicotine: yes no
If yes, current former (within 1 year) distant (greater than 1 year)
Type: smoking e-cigarette chewing patch gum
3- Type of employment: no employment desk based labor light physical labor
Moderate physical labor heavy physical labor
4- Sporting: none sporadic (1x month) moderate (1x week)

Intense (greater than 1x week)




Please check YES to any of the following that apply to you.
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Sensation of lump in the throat
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REVIEW OF SYSTEMS

Good general health
Recentwelght changes _

Comments:

Changes in vision
Double vision

COMMENTS:
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Nose bleeds
Swollen glands in neck
Sinus problems
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COMMENTS:
' Shortness of breath
COMMENTS:

|

Pedal edema

Heart attack

PND

Chest pain or discomfort

Unable to wak up one flight of steps -

COMMENTS:

T
T

Nausea
Diarrhes
Indigestion
- Change in bowe! habits
Constipation
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COMMENTS:

Painful urination

Daytime urinary frequency
Force of stream

Menateual prahlems
Testicle pain

COMMENTS:
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Back pain or injuries
Claudication
Numbness or tingling sensation

COMMENTS
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Please check YES to any of the following that apply to you.
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HEMATOLOGIC/LYMPHATIC

Slow to heal after cuts

Thyroid disease
Excessive thirst

Breast pain or discharge
Change in skin color
Rashes
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- Numbness

Head injury
Stroke

"Paralysis or tremors

COMMENTS:
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Manic episodes
Schizophrenia

| |

COMMENTS

Easy brulsing/bleeding

Enlarge glands
COMMENTS
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Diabatas
Excessive urination
Chenges in hair

COMMENTS

Change in hair/nalls
ttching
Varicose veins

COMMENTS
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Consent to treat and financial agreement

| consent to treatment, diagnostic, and or therapeutic treatment from Dr. David Coykendall. |
agree to pay all copays, deductibles, and other charges before the date of surgery. | authorize
payments directly to Dr. Coykendall of all such insurance benefits payable to me. | authorize the

doctor to release medical information to such insurance companies as is necessary to receive

payment for services rendered.

| understand that Dr. Coykendall and his staff may need to use and disclose information about
my health or medical problems for the purpose of arranging, conducting, or referring
treatments, for obtaining payments for services rendered to me and for the operations of the
practice. | consent to the use of my information for the purposes of treatment, payment, and
healthcare operations.

Printed name

Signature /Date




