
 
 

NEW PATIENT INFORMATION 
 

PATIENT 
 
First Name______________________ M.I .___Last Name ______________________I.D.____________ 
Sex _____ D.O.B.______________ S.S. Number _________________Driver License #______________ 
Address: __________________________________________E-mail______________________________ 
City _____________________State ____ Zip ________Home/Cell Phone__________________________ 
 
 

INSURED 
 
First Name______________________ M.I .___Last Name ______________________I.D._____________ 
Sex _____ D.O.B.______________ S.S. Number _____________________________________________ 
Address: ______________________________________________________________________________ 
City _____________________State ____ Zip ________ Phone ___________________________________ 
 

INSURANCE 
 
Insurance Carrier _______________________________________________________________________ 
Address:_______________________________________________________________________________ 
City ____________________________State ____ Zip ________ Phone ____________________________ 
 

EMPLOYER 
 
Current Employer _______________________________________________________________________ 
Address: ______________________________________________________________________________ 
City ____________________________State ____ Zip ________ Phone ____________________________ 
 

PATIENT INFORMATION 
 
Date of Injury ____________ Time of Injury _____________ Date of 1st Tx __________ 
Is this Injury:            � Personal Injury    � Work Comp Injury     � Private Pay   � Group Ins.   �  Medicare 
                                  �  Other 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is 
not a substitute for payment. Some companies pay fixed allowances for certain procedures, and others pay a 
percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance, or any other balance 
not paid for by your insurance. 
 
 
 
If this account is assigned for collection and/or suite, collection costs and/or interest, and/or court costs will be 
added to the total amount due. 
To the extend necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of 
portions of the patient’s records. 
I hereby assign all medical and/or  surgical benefits, to include major medical benefits to which I am entitled, 
including Medicare, private insurance, and other health plans, to: ________________________________________ 
This assignment will remain in effect until revoked by the doctor in writing. A photocopy of this assignment is to be 
considered as valid as an original. I understand that I am financially responsible for all charges whether or not paid 
by said insurance. I hereby authorize said assignee to release all information necessary to secure the payment 
SIGNED ___________________________________________  DATE ___________________________________ 
 
RESPONSIBLE PARTY* _____________________________ DATE ____________________________________ 
 

IN ORDER TO CONTROL YOUR COST OF BILLINGS; WE REQUEST THAT CHARGES FOR OFFICE 
VISITS BE PAID AT THE CONCLUSION OF EACH VISIT  
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PAL PATIO N:

T .  T E N D E R N E S S ,  M S .  M U S C L E  S P A S M ,
E . E D E M A ,  F .  F I X A T I O N

C O M M E N T S :



 
 
NAME __________________________________________________DATE____________________________________________________ 
 
1. DATE OF ACCIDENT, TRAUMA OR ONSET OF SYMPTOMS: ________________________________________________________ 

 
2. PLACE OF ACCIDENT, TIME: 

_______________________________________________________________________________________________________________ 
 

3. DID INJURY OCCURRED AT WORK? _____________________________________________________________________________ 
 

4. DESCRIBE ACCIDENT: _________________________________________________________________________________________ 
 

______________________________________________________________________________________________________________ 
 

5. WERE X-RAYS TAKEN? __________________________________________________________________________________________ 
 

6. DID YOU RECEIVE OTHER CARE? IF YES, WHERE AND BY WHOM? __________________________________________________ 
 
__________________________________________________________________________________________________________________ 
 
7. DESCRIBE YOUR COMPLAIN______________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________ 
 
8. PAIN ____________________________________________________________________________________________________________ 
 
              a. ONSET ___________________________________________________________________________________________________ 
         
              b. PROVOCATIVE/PALLIATIVE (WHAT MAKES IT BETTER OR WORSE) __________________________________________ 
 
___________________________________________________________________________________________________________________ 
 
                    I.  SPECIFIC POSITIONS ___________________________________________________________________________________ 
               
                   II. MEDICATIONS (DO THEY HELP) _________________________________________________________________________ 
                 
              c. QUALITY (ex. SHARP, CUTTING, BURNING, ACHING, BORING) ________________________________________________ 
 
        
___________________________________________________________________________________________________________________ 
 
              d. REGION (PIN-POINT; WELL LOCALIZED; NOT WELL LOCALIZED) _____________________________________________ 
 
              e. DOES PAIN RADIATE? _____________________________________________________________________________________ 
 
              f. SEVERITY (SCALE FROM 1 TO 10, WITH 10 BEING THE WORST PAIN THE PATIENT HAS EVER   
                 EXPERIENCED – ex. CHILDBIRTH, FRACTURE, KIDNEY STONES, STROKE) _____________________________________ 
 
               ___________________________________________________________________________________________________ 
 
           g. TIMING (CONTINUOUS OR INTERMITTENT, DURATION) ____________________________________ 
 
 

9. DISABILITY: ______________________________________________________________________________ 




