REGISTRATION INFORMATION

First Name: Middle Initial: ___ Last Name: Sex: M/ F
Date of Birth: Phone: (H) (W) (©)

Address:

E-Mail: Social Security #: - - Married: Y/ N

Spouse Name: Employer Name:

Primary Physician:

Insurance Company: Subscribers Name:

Was this an auto accident or work related injury? Y/ N

Subsciber ID: Group #:

HEALTH STATUS

Claim #

Mark where you have pain or other symptoms.

Describe your current problem:
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Date Problem Began: How did it happen? | |I R ( t
. «1:' |
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Please rate your paintoday: 0 1 2 3 4 5 6 7 8 9 10 ,/j' | l | |,
No pain Unbearsble | | | | iy
How often: '| (
(Occasional) 0-25% 26-50% 51-75% 76-100% (Constant) | ;j
Your overall health is: ﬁ", | (
O Excellent O VeryGood O Good O Fair O Poor LY
Have you had spinal X-Rays, MRI, CT Scan or other imaging?: Y / N
Other treatment for this condition?: Y / N By Whom?: When?
Who Referred You? O Yellowpages O Website O Physician: O Other

Please check all of the following that apply to you:
O Alcohol / Drug dependence O Prostate CA / Problems
O Recent Fever
O Diabetes
O High Blood Pressure
O Stroke (date)
O Arthritis (rheumatoid /osteoarthritis)
O Taking Birth Control
O Dizziness/ Fainting

O Urinary Problems

O Visua Changes (explain)

O Menstrual Problems (explain)

O Currently Pregnant (# weeks)
O Abnormal weight Gain or Loss

O Marked Morning Pain / Stiffness

O Pain Unrelieved by Position or Rest

O Numbness (where?) O Surgeries

O Cancer / Tumor (explain) O Tobacco Use (how often)
O Osteoporosis O Medications

O Epilepsy /Seizures O Other:

Family History:

O Cancer O Diabetes O High Blood Pressure O Heart Problems / Stroke O Rheumatoid Arthritis

O Other:

| certify to the best of my knowledge, the above information is complete and accurate. If the health plan information is not
accurate, or if | am not eligible to receive a health care benefit through this provider, | understand that | am liable for all charges
for services rendered and | agree to notify the doctor immediately whenever | have changes in my health condition or health

plan coverage in the future.

Patient Signature: Date:




