Registration Form
Please complete this form, print it out and bring to your appointment.

PATIENT NAME: DATE:
ADDRESS: CITY: STATE:  ZIP:
DATE OF BIRTH: HOME PHONE: CELL PHONE: L
AGE: MARITAL STATUS: SOCIAL SECURITY #: B
EMPLOYER: _ & OFULL TIME  0PART TIME
ADDRESS:
WORK PHONE: EMAIL:
OCCUPATION: DRIVERS LICH:

HOW DID YOU HEAR ABOUT OUR OFFICE?

SPOUSE EMERGENCY CONTACT:

ADDRESS: HOME PHONE:
RELATIONSHIP TO PATIENT: WORK PHONE: W

PRIMARY MD NAME: , PHONE: N
ADDRESS:

INSURANCE INFORMATION
PRIMARY COVEREAGE (IF MOTOR VEHICLE ACCIDENT-LIST MOTOR VEHICLE
INSURANCE FIRST)
NAME OF INSURANCE CO: oL
ADDRESS: PHONE:

CONTACT PERSON (ADJUSTER):
POLICY HOLDER’S NAME AND RELATIONSHIP:
GROUP # ID / POLICY:

SECONDARY COVERAGE (PLEASE WRITE “NONE” IF THERE IS NO SECONDARY

INSURANCE)
NAME OF INSURANCE CO:

ADDRESS: PHONE:
CONATACT PERSON (ADJUSTER):
POLICY HOLDER’S NAME AND RELATIONSHIP:

GROUP #: ID / POLICY:

CHECK IF APPLICABLE:
oMOTOR VEHICLE ACCIDENT
oWORK INJURY DATE OF ACCIDENT:




CONFIDENTIAL HISTORY FORM

In order to give you the highest quality care, please take a few minutes to complete the following questions about your
MEDICAL HISTORY. This will become part of your permanent medical record. Thank You.

Name: Date:

Current Complaints:
oHeadaches oNeck Pain tArm Pain oArm/Hand Numbness oMid Back Pain oChest Pain
oLow Back Pain oButtock Pain oHip Pain olLeg Pain ol.eg/Foot Numbness oOther:

Onset (How did your pain start?):0Unknown oWoke-up with it oBending o Twisting oSlip/Fall oAccident

Expalin:

Past Medical History: Please check each box if you have had the following problems:

DAngina OAngioplasty CArrhythmia ocArthritis oAsthma oBypass oCancer —Where?
oDiabetes ©Dialysis oDiverticulosis OEmphysema o©Hypertension oHeadaches oHeart Attack
OHeart Disease oHeart Failure oHemophilia oHemorrhoids o©High Cholesterol olmpotence
oKidney Stone oKidney Problems oLeg Swelling oLiver Problems oMurmur  oObesity
oPacemaker oPass Out oPneumonia OReflux oRheumatic Fever oRheumatoid mSleep Apnea
oStroke oSurgeries:
oThyroid oTuberculosis oUlcer noVaricose Veins oOther:

Current Medications: Please list all current medications below or provide us with a list of medications.

Name of Medicine Strength Dosage




List of known allergies:

0 Tobacco oType: oAlcohol oType:
oYear begun: oHow often:
oStill smoking: oHow much:
oYear quit: oHow many years:

coPacks per day:

oExercise
oNone oLight OModerate OHeavy
Other:

Review of Systems: Do you have (had) the following?
Check all the appropriate boxes that apply.

General: oWeight Gain oWeight Loss oFever oHair Loss oWeakness
0Other:

Eyes: oEye Strain oWear Glasses or Contact Lenses oSensitivity to Light

Ear, Nose,

Throat: oRinging in the ears  ©Hearing Loss ©Discharge or pain oDizziness oRunny Nose
oDifficulty breathing through nose oSinusitis oPainful teeth, gums or palate
oGrowths in the mouth oPain or difficulty swallowing ©Hoarseness

Cardiovascular: oPalpitations nChest pain ~ OFainting oDizziness oVaricose veins

aDifficulty climbing stairs ~ cPain in legs oCold feet/hands

oShortness of breath

Respiratory: ©Shortness of breath while walking oCough with or without blood ©Asthma/Wheezing
oSpit up blood
oOther:

Gastrointestinal: oAbdominal pain oNausea oVomiting oDiarrhea
oChange in shape or color of stool

oHemorrhoids

Genitourinary: oDischarge oPain oFrequent urination oPain with urination
Musculoskeletal: oWeakness oBack pain ONeck pain oLeg pain OArm pain oShoulder pain
oNumbness  oHeadaches
gOther:
Skin: oJaundice oDry skin oPigment change oGrowths OMoles that have changed color, size or bleed
Neurological: ©Tremors oWeakness oNumbness  oMemory loss 0Confusion

0Other:




