APPLICATION FOR TREATMENT

E-Mail Address
Cell Phone Number

Date:

Name: Date of Birth:
Address: City: State: Zip:
Home Phone Number: Work Phone Number:
Check if you are: COOMarried OSingle Owidowed ODivorced [OSeparated
Name of Husband/Wife: Ages of Children:
Where are you or spouse employed?
Your days off: Referred to our office by:
Who is responsible for your bill?  [OSelf [Spouse COEmployer Oinsurance [OOther
How payment will be made: Type of Insurance

Cash Worker’s Comp Health Insurance

Check Credit Card Med-Pay

Name of company and address:

If you are in pain, please mark the exact location of your pain
on the diagram below. Also, please describe the type and MAJOR COMPLAINT

frequency of your pain, as well as any activity which brings on or (Please describe only the major problem)
aggravates the pain. For example: dull, sharp, constant, off &

on, when standing, when sitting, etc.

How did this condition develop, what caused it, how did it start?

When was the very first time you were aware of this problem?

Have you ever had this problem or similar problem before? If yes, please explain:

Have you ever received any treatment for this condition? If yes, where, when and what were your results?

Has this problem been getting better, worse or staying the same?

Is there anything you do that makes your condition worse?

Has this condition affected your life?
A. Home Life

B. Occupational Life

C. Recreational Life

D. Rest and Sleep Life

Have you ever been in an auto accident? [JPast Year [OPast5 Years [dOver5 Years [INever
Any accidents, falls, etc. that might have caused your problem?

(PLEASE COMPLETE REVERSE SIDE)



What surgery has been done?

Are you pregnant? OYes [INo
Drugs you now take:  CINerve Pills  OPain Killers
[OBirth Control Pills [Other (please list)

OOMuscle Relaxers [ “Pep” Pills  OTranquilizers

Olnsulin

OShortness of breath
OSwelling

Do you experience any of the following:
OOHeart Palpations or Murmurs

OFatigue & Weakness [Chest Pain
ODifficulty Breathing

Have you ever been diagnosed with any of the following:
OMitral Valve Prolapse
OArrhythmias
OPulmonary Disease

OAortic, Tricuspid or Mitral Valve Disorder
OMyocardial Ischemia/Infarction OHypertension
OOHeart Failure OCoronary Artery Disease
Oinfectious Endocarditis

Do you experience: ODizziness ODecreased Hearing
ODouble/Blurred Vision

ORinging/Buzzing in Ears
OSensitivity to light/sound

OLoss of balance
OTrouble walking

OFrequent Headaches
COONumbness/Loss of sensation in legs
OTrouble getting out of bed/chair

Patient’s Signature Social Security Number

IF YOURS IS AN ACCIDENTAL INJURY, PLEASE COMPLETE THE FOLLOWING QUESTIONS

Date of Accident: Hour: OA.M. OP.M. Location:

How did accident occur? OAuto Collision OOn-the-job injury* Other

*1f on-the-job injury, are you still employed by the company? CYes [INo
Please describe the circumstances:

List the extent of the injuries as you know them:

Did you require post-accident hospitalization? Yes [ONo  If yes, name of Hospital
Other prior medical treatment received for injury from the accident:
Date Name of Doctor Place of Treatment Phone Number

Check symptoms you have noticed since accident:

[OHeadache Olrritability CONumbness in Toes [OFace Flushed [JFeet Cold
[ONeck Pain [OChest Pain [OShortness of Breath [OBuzzing in Ears [JHands Cold
OINeck Stiff [ODizziness OFatigue OLoss of Balance OStomach Upset
[OSleeping Problems [OHead seems too heavy [IDepression OFainting Spells [OConstipation
[OBack Pain OPins & Needles in Arms OLight bothers eyes OLoss of Smell OCold Sweats
CINervousness OPins & Needles in Legs CILoss of Memory OLoss of Taste OFever
OTension CINumbness in Fingers  CEars Ring ODiarrhea O

Symptoms other than above:

Have you lost any days of work? [Yes [INo Dates:

Name of your insurance company involved:

Name of insurance company of person/work place responsible for injuries:

Have you been contacted by an insurance adjuster of company representative regarding this claim? OYes [No

Do you have an attorney who has advised you in thiscase? [Yes [ONo Name:

Address of attorney: Phone Number:




