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�������������������������������� PATIENT REGISTRATION FORM �������� �

PATIENT INFORMATION  
�

Patient’s Name (First, Middle, Last):___________________________________________________________________________________________ 
 
Address: _____________________________________________________City:_________________________State:______ Zip:_________________ 
 
Home Phone: ___________________________Cell Phone:___________________________ DOB:________________ Student  Y  or  N  (FT or PT)     
     
SSN:___________________________ Martial Status: S    M    Other  Sex:   M   F      Email ______________________________________________  
 
Employer:_________________________________________ Address:__________________________________Phone:________________________ 
 
Spouse Name and Phone:____________________________________________ DOB:__________________  SSN:____________________________ 
 
Employer:_________________________________________Address:_____________________________________Phone:______________________ 
 
Emergency Contact : ______________________________________________Phone:_________________________ Relation:___________________ 
��������������������������������������������������	 ���
���

����

GUARANTOR INFORMATION: COMPLETE THIS SECTION IF PAT IENT IS A MINOR  
�

Mother’s Name:________________________________________________________DOB:_____________________SSN:_____________________ 
 
Address:____________________________________________ City:________________________________State:___________ Zip:_____________ 
 
Home Phone:_____________________________________ Cell Phone:______________________________________ 
 
Employer Name and Address:________________________________________________________________ Phone:__________________________ 
 
Father’s Name:_________________________________________________________DOB:_____________________SSN:______________________ 
 
Address:_____________________________________________City:________________________________ State:___________ Zip:____________ 
 
Home Phone:_____________________________________ Cell Phone:______________________________________ 
 
Employer’s Name and Address:_______________________________________________________________Phone:__________________________ 

�

INSURANCE INFORMATION  
(we must obtain copies of ALL insurance cards if filing with personal insurance) 

�
Is this personal insurance �                work comp�                      liability�             Date of  Injury/Symptoms :________________ 

 
Primary  Insurance Name and  Address:_________________________________________________________________________________________ 
 
ID/Policy/Number:_____________________________ Group Number:_____________________ Eff Date:______________ Copay amt:_________ 
 
Subscriber Name:__________________________________________ Patient  Relation to Insured: ________________ Is Referral Needed: Y    N    
 
Contact or Adjusters Name and Phone: ________________________________________________________________________________________ 
 
Secondary Insurance Name and Address:_______________________________________________________________________________________ 
 
ID/Policy Number:___________________________________ Group Number:_____________________________  Eff Date :___________________ 
 
Subscriber Name:__________________________________________ Patient  Relation to Insured: _________________Is Referral Needed: Y    N      
�
Primary Care Doctor 
Name, Address and Phone: ___________________________________________________________________________________________________ 
 
Referring Doctor  
Name, Address and Phone:___________________________________________________________________________________________________ 

Office Use Only 
 

Doctor:__________________________________Date:_______________________X-Ray Number:____________________ 



�
 

              
 
                                     ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE  
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SIGNED: ______________________________________ DATE: _____________________________ 
�
������������
��������	��������	��������
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#�	�������
� : _________________________________ 
�
IF THE PATIENT OR REPRESENTATIVE REFUSES OR IS UNAB LE TO SIGN, INDICATE 
YOUR ATTEMPT TO OBTAIN A SIGNATURE BELOW. 
�
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                                              HEALTH INFORMATION SHEET                    

Patient Name:___________________________________________________________  Date:__________________________ 

Age:________ Height:_________Weight:________ Family/Primary Care Physician: _________________________________ 

Which side is affected? Right:_______ Left:________ Both:________  Are you right or left handed? ____________________ 

Occupation: (Please describe briefly what your job requires.)  ____________________________________________________ 

______________________________________________________________________________________________________ 

Are you currently working? Yes____  No_____ If so, how long have you been working in your current position?___________ 

How long have you been at your place of employment? _________________________________________________________ 

Date of injury or onset symptoms?  _________________________________________________________________________ 

Describe what happened and/or the type of problems you are having?______________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

If injured, where did your injury take place? ________________________________City/State: _________________________ 

Did this happen at work or do you feel it’s directly related to your job duties?  _______________________________________ 

Have you filed a Worker’s Comp claim? Yes_____ No_____  Are you still working for same company?  Yes_____  No______ 

Have you had previous treatment for the above symptoms or injury?  Yes______  No______  If yes, what type? ____________ 

______________________________________________________________________________________________________ 

Have you had previous injuries or problems to affected part?  Yes_____  No______  If yes, what type? ___________________ 

______________________________________________________________________________________________________ 

 

GENERAL SOCIAL HISTORY  

Maritial Status:  Married �     Divorced �    Single �    Widowed �   If married or divorced, how long? ____________________ 

Do you live alone? Yes_____ No_____   Do you have children? Yes_____ No_____     If so, how many at home?__________ 

What’s your highest level of education?_____________________________________________________________________ 

Hobbies:______________________________________________________________________________________________ 

Does your health/injury prevent you from performing needed daily activities and/or activities you enjoy? Yes_____ No_____ 

If yes,  please explain: ___________________________________________________________________________________ 

Smoking: �  Never   �  Current smoker   �  History of smoking    Number of years?_______ Number of packs a day?_________ 

I drink alcohol:       �  Never          �  Rarely         �  Monthly         �  Weekly          �  Daily 

Are you  currently disabled?  Yes_____ No_____              Have you ever filed for disability?  Yes_____ No_____ 

Do you have a living will?  Yes_____ No_____   

Do you have a durable power of attorney?  Yes_____ No_____  

If yes, who?___________________________________________________ Phone: _(_______)_________________________ 

Do you have a legal guardian?  Yes_____ No_____   

If yes, who?____________________________________________________Phone:_(_______)_________________________ 

 



Please check the following conditions you are currently or have previously received treatment for: 

PROBLEM YES NO TREATMENT 

1) Heart Disease    

2) Blood pressure problems    

3) Kidney or bladder problems    

4) Lung Problems (asthma, sleep apnea)    

5) Liver Problems (hepatitis)    

6) Diabetes    

7) Epilepsy or seizures    

8) Arthrits/Rheumatoid Arthritis    

9) Stomach problems    

10) Ulcers    

11) Bleeding problems    

12) Cancer    

13) Stroke    

14) Skin Conditions/Psoriasis    

15) Chemical Dependency    

16) Chronic Pain    

17) Gout    

18) Other    

Have you ever had surgery or been hospitalized?  Yes______  No______     If yes, please fill in the below: 

OPERATION ANESTHESIA 
(local or general) 

DATE ANY PROBLEMS? 

    

    

    

    

Have you or anyone in your family had problems or reactions to anesthesia? ____________________________________ 

           Do you suffer from any of the follwing                            �                       Has anyone in your family been treated for  
               symptoms? (Check all that apply)                                �                       the following? (Check all that apply) 
Tremors  Easy bruising      Heart Disease  Arthritis/Rheumatoid Arthritis  

Headaches  Prolonged bleeding      Cancer  Diabetes  

Dizziness  Nausea      High blood pressure  Blood disorder  

Memory Loss  Diarrhea      Kidney disease  Depression  

Vision problems  Constipation      Stroke  Skin problems/Psoriasis  

Weight loss/gain  Urinating difficulties      Lung disease  Bone disease  

Night Sweats  Pain with urination      Liver disease  Mental illness  

Chronic cough  Depression      Hepatitis  Disabled  

Breathing problems  Changes in skin/moles      Ulcers/Gout  Dependency  

Trouble swallowing  Lumps/masses/skin thickening      Epilepsy/seizures  Chronic pain  

List all your Medications:______________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
Allergies (drug, food & enviromental):__________________________________________________________ 
________________________________________________________________________________ 

Are you allergic to Latex?  Yes_____ No_____  

Are you receiving narcotic medication from any other physician?  Yes_____ No_____  

If yes, Physician name:__________________________________________Medication:_______________________ 
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