PATIENT INTRODUCTION
□ Mr.








Date _____________
□ Mrs.

□ Miss  _______________________________________________________    Age____

                First                       Middle                Maiden                 Last        

□  Single
  □  Married
       □  Separated
     □  Divorced
□  Widowed

Address ________________________________________________________________



      STREET 


                          CITY              
 

ZIP

Home Phone _______________________

Cell Phone ____________________

DATE OF BIRTH _________________       REFERRED BY____________________
ARE YOU MEDICARE ELIGIBLE?  
YES
      NO
Social Security No. __________________  

Place of Employment_________________________Occupation __________________
Business Address ________________________________________________________



       STREET 



           CITY                       

ZIP
Business Phone  ___________________   E-mail Address _______________________
Name of person legally and financially responsible (If patient is a minor, name of parent, guardian, etc.) ________________________________________________________________________   
Name of spouse ______________Date of Birth ___________Occupation___________
Spouse’s employer _____________________         Business Phone ________________  
Cell _________________________


       STREET 



           CITY                       

ZIP

Name of nearest relative not living with you __________________________________
________________________________________________________________________
ADDRESS





                       PHONE

MEDICAL HISTORY

Previous Injuries _________________________________________________________
Previous Back Pain _______________________________________________________
Illnesses               _________________________________________________________
Operations           _________________________________________________________
Medication(s)     _________________________________________________________
Other Physicians _________________________________________________________
Known Abnormalities _____________________________________________________
PURPOSE OF THIS APPOINTMENT _____________________________________
When did your current symptoms begin? _____________________________________

Other doctors seen for this condition ________________________________________
Have you been treated by a physician for any health condition in the last year?

□YES     □NO     If yes, please describe ______________________________________
Have you ever suffered from:



□ Digestive Disorders
□ Dizziness


□ Arthritis


□ Nervousness
□ Backaches


□ Headaches


□ Sinus Trouble
□ Heart Trouble

□ Numbness


□ Anemia
□ Diabetes


□ Asthma


□ Rheumatic Fever
□ Tuberculosis

□ Neuritis


□ Cancer
