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Patient Information  
  

Patient Name:  

Last Name: __________________________First_________________________Middle_______________  

Gender: Male      Female          Other             Date of Birth_____/_____/_____   Age_______   

Eligible for Medicare part B        (if so, you will be required to fill out an Advanced Beneficiary Notice)  

Height:_________________  Estimated Weight:_________________  SSN:_____-_____-________ 

Home Address: ____________________________________________________________________  

City: __________________________________ State: ____________ Zip: ______________________  

Best Contact Number: ____________________ (Home         Work          Cell      )  

Email: _______________________________________________________________________  

Please Note: you will receive emailed confirmations and reminders of appointments from a third party.  

Any requested emailed receipts will be send directly from the merchant services company.  

  

Communication:    
We request that no text messages be sent to the office.  Any electronic communications will need to be 

sent through your patient portal account.  Any requested documents or necessary communication 

outside of the portal will be in the form of encrypted emails sent through a third party.    

Please initial to indicate that you understand and agree to our communication policy: _______________  

   

Emergency Contact:  
Emergency Contact Name: _________________________________ Number: ______________________ 

Relation to patient: ___________________________________  

  

   

Certification:   

I certify that the above information is correct and I request services.  

X_______________________________________________________              _______________________  

Signature of patient or Guardian                                                                                  Date  
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Medical and Health History  
  
Date___________ Patient Name _________________________________Date of Birth______________  

  

Main Problem  
What pain/problem brings you to the office? ________________________________________________  

What caused this pain? _________________________________________________________________  

When did this pain start? ________________________________________________________________  

How long does this pain usually last? ______________________________________________________  

Is it related to an accident? Yes        No         If yes ,is it an auto accident          Work Related          or  

      Other: 

____________________________________________________________________________  

How bad is this pain? (1=mild, 10=worst possible)        1      2       3      4      5      6       7       8      9      10 

Mark the word(s) that best describes the pain:  

Cramping        Aching        Dull        Sharp       Shooting       Bright        Diffuse       Lightening-like  

Throbbing        Nagging        Burning         Deep          Stinging          Pressure-like  

How often does the pain occur? (Circle one)   Occasional       Frequent       Constant  

Does the pain travel to any other areas? ____________________________________________________    

What makes the pain better? _____________________________________________________________  

What makes the pain worse? _____________________________________________________________  

What else have you done to treat this pain? _________________________________________________  

_____________________________________________________________________________________  

Are there any other symptoms that occur with the pain? Stiffness, weakness, cramping, muscle spasms, 

swelling, other:  _______________________________________________________________________  

  

Other Problem  
Please describe any other problems that you would like to have addressed today:  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________  
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Lifestyle and Medical History  
 

Do you smoke? Yes        No        If yes, how often? _____________________________________________ 

Do you drink? Yes        No       If yes, how often? ______________________________________________  

Do you exercise regularly? Yes         No        What do you do for exercise? __________________________  

Are you Pregnant?  Yes        No        If yes how far along are you? _________________________________  

Are you aware of any food sensitivities? ___________________________________________________  

How would you describe your average level of stress?  Low/None        Moderate       High       Severe   

How is your overall health? ______________________________________________________________  

List past illnesses: ______________________________________________________________________  

Do any serious medical problems run in your family? __________________________________________  

Past Surgeries/Hospitalizations/Injuries: ____________________________________________________  

_____________________________________________________________________________________  

Current Medications-Purpose: ____________________________________________________________  

_____________________________________________________________________________________  

(use other side if necessary)  

  

X_____________________________________________________________         __________________  

Signature of patient or Guardian                                                                                           Date  

  
Privacy Protection  
I understand that I have certain rights to privacy regarding my protected health information.  I 

understand that this information can and will be used to: plan, coordinate, and direct my treatment and 

follow-up among the healthcare providers who may be directly and indirectly involved in providing my 

treatment; Obtain payment from third party payors; and Conduct normal healthcare operations such as 

quality assessments and accreditation.  

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them or 

declined the opportunity to read them and understand the Notice of Privacy Practices.  I understand 

that these privacy practices will be followed by the Clinic to ensure the privacy of my personal health 

information.    

Please initial to indicate that you understand and agree to our privacy policy X: ____________________  

 

Financial Policy:  
Payment in full is expected at time of visit.  Upon your request, claims will be filed on your behalf.  

Please be aware that we are out of network with all insurers.  
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If you would like claim submitted, please indicate your carrier: _______________________________ 

and provide the office with a copy of your insurance card. Please initial to indicate that you understand  

and agree to our financial policy X: _________________  

  

Informed Consent to Care  
  

 
X__________________________________________________________   ______________________  

Signature of patient or Guardian                                                                            Date  
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Assumption of Risk, Responsibility and Liability Waiver  

 
  

X_________________________________________________________      ______________________  

Signature of patient or Guardian                                                                                 Date  


