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PLEASE COMPLETE PRIOR TO INIT IAL APPOINTMENT

NAME:  ____________________________________________   Age:  _____   Sex: ____M ____F

Referring Physician:  _____________________Primary Care Physician _______________________

1.  Where is your major source of pain?  ______________________________

Please indicate, on the diagram below, where your pain is located.

2.  How did your pain begin?  (i.e. lifting injury, motor vehicle accident, etc.)_________________
________________________________________________________________________________

3.  What do you believe is causing the pain?  ____________________________

4.  Have you had surgery related to your pain (i.e. discectomy, fusion, laminectomy)?  
      Yes       No

If yes, please complete the following:

 Procedure Date Surgeon Hospital Outcome
    
    
    

5.  Is your pain constant?        Yes       No

6. Which best describes your pain currently:        sharp        dull        burning        aching  
        throbbing        stabbing          other _____________________
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PATIENT REGISTRATION

4/22/09

Patient Name:  _______________________________________________________________________________
(Last) (First) (Middle Initial)

Address:  _________________________________ City ______________________State ________ Zip _______

Telephone:  Home (        ) _______________ Work (        ) ________________  Cell (        )_________________

Email address: _______________________________________________________

Date of Birth:  ____/____/____    Age:  ____ Sex:  ____   SSN: _____________________Marital Status: _____

Employer:  ______________________________________ Address:  ___________________________________

City:  ________________________ State: ______  Zip:  _________ Occupation:  ________________________

Emergency Contact:   ____________________________________ Relationship:  ________________________

Telephone:  (     )  __________________________ Work:  (      ) _____________________
********************************************************************************************
PRIMARY INSURANCE:  ____________________________Subscriber:  _____________________________

IF SUBSCRIBER IS NOT THE PATIENT  -  Subscriber DOB:  __________ Subscriber SSN:___________________

Certificate Number:  ___________________________ Group Number:  _______________ Co-pay $________

SECONDARY INSURANCE:  __________________________ Subscriber: ____________________________

IF SUBSCRIBER IS NOT THE PATIENT  -  Subscriber DOB:  __________ Subscriber SSN:___________________

Certificate Number:  ___________________________ Group Number:  _______________ Co-pay $________
********************************************************************************************
Primary Care Physician:  ___________________________________ Phone:  (      )  _____________________
Address:  ____________________________________________________________________________________

Referred By:  _____________________________________________   Phone:  (       ) _____________________
Address:  ___________________________________________________________________________________

WORKMAN’S COMPENSATION – Is this a work related injury?  [  ] Yes   [  ] No

**IF YOU HAVE AN OPEN CLAIM, YOU MUST FILL OUT AND SIGN THE WORKERS’
COMPENSATION FORM**

CHARGES CAN NOT BE BILLED TO YOUR HEALTH INSURANCE CARRIER.

IF WORKERS’ COMPENSATION INFORMATION IS NOT PROVIDED, YOU WILL BE
RESPONSIBLE FOR ANY CHARGES INCURRED.

Signature of Patient or Authorized Individual:  I authorize release of medical or other information necessary
to process all Government, commercial and workers’ compensation insurance claims.  I authorize the
payment of medical benefits to the attending physician or supplier for services rendered.  I understand that I
am financially responsible for all charges not paid by my insurance and/or workers’ compensation carrier.

Signature:  _________________________________________ Date:  ___________________


