PATIENT REGISTRATION FORM

	name
	home #

	address
	work #

	city-state-zip
	fax #

	emergency contact
	phone #
	ss #
	e –mail

	male  female                  
	s m d w
	date of birth
	driver license #



	employer
	occupation

	address
	city-state-zip

	referred by
	private physician


[image: image1.png]




Please Indicate Region of Complaint

	headache pain

	neck pain

	upper/mid back pain

	low back pain

	shoulder-elbow-wrist-hand pain

	hip-knee-ankle-foot pain

	other

	

	


Medical History
yes
no
                


	· arthritic condition
	
	
	· list medications

	· cancer
	
	
	        -

	· diabetes
	
	
	        -

	· heart problems
	
	
	        -

	· high blood pressure
	
	
	· allergic to medications

	· vascular condition
	
	
	        -   

	· lung problems
	
	
	        -

	· usual childhood diseases
	
	
	· allergies

	· unusual childhood diseases
	
	
	        -

	· currently pregnant
	
	
	        -

	· exercise regularly
	
	
	· height

	· smoker
	
	
	· weight

	· alcohol
	
	
	· list surgeries / hospitalizations

	· allergies
	
	
	        -

	· birth control medications
	
	
	        -

	· other


	specific injury?                   yes   no
	date of injury 

	previous treatment?            yes   no
	treatment type

	doctor name
	phone #

	
nature 

of injury 

 


Section #1 – Personal Injury

	date
	time                           am     pm
	location of accident



	auto v auto
	auto v truck
	motorcycle
	auto v bus

	auto v pedestrian 
	slip & fall
	other

	please describe injury

	

	

	driver   or passenger
	front seat  or  

back seat
	wearing seat belt or                  yes

shoulder harness?no

	body parts struck 
	yes     no
	if yes, please list



	emergency treatment? 
	yes     no
	if yes, where?



	work –related? 
	yes     no
	if yes, any work loss?             yes     no

	loss of consciousness?    
	yes     no
	were you bleeding?                  yes     no

	x –ray taken? 
	yes     no
	if yes, list areas




Section #2 –Workers’ Compensation Injury / Employer Information

	company name

	address

	city-state-zip

	type of business

	occupation

	date  of injury                                       time of injury                   am / pm                            
	date last worked

	describe injury 

	

	

	injured at [location-street-city-state-zip]

	


Section #3 – Insurance  Information / Method  of  Payment

	cash           check 

credit card
	general health 

       insurance
	workers’ compensation

       insurance 
	auto

       insurance

	insurance company
	claim representative



	policy #     
	group #
	claim #

	address

	city-state-zip
	phone #

	name of insured
	ss # 
	self   other

	auto med –pay insurance company
	policy #




Authorization to release medical information / financial agreement



	
I hereby authorize this office to release any information requested by my insurance company to document my claim for benefits. I understand that i am personally responsible for full payment of all charges for my treatment. Services are payable at the time rendered.

    Patient or Guardian Signature                                                                 Date


Use the letters listed 


below to indicate


the type and location of your pain and sensations…





KEY


A = ache    	  


B = burning                   


S = stabbing


N = numbness          


P = pins & needles      


O = other

















auto


work related


home / other





complete sections  1 & 3 only


complete sections  2 & 3 only


complete section    3 only











