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Please fill out the application entirely and legibly, We need all information for insurance purposes.

Name Nickname
Address
City State Zip
Phone Email
*We will need to contact vou both by phone & emafl, Please be sure to give us the best phane number to reach you*
Date of Birth Social Security __
*if you have Medicare, we need you to list your SSN above or provide us with the Medicans card™
Spouse’s Name Phone Number
Your Occupation Retired? Yes [ ] No [

‘REVIEW OF SYMPTOMS

Q Please check all that apply

[ ] Foot Pain [] Diabetes (] SpinalStenosls — [] Cancar ] Pinched Nerve

[ ] Hand Pain 7] HighCholesterol ] DesenevativeDise [ | Chemotherapy [ PoorClreulation

7] LowBackPain [ ] 'Ijlgh.Blnnd [] vascularProblems [] ArthritisinHands [ Jolnt Replacement

réssure
[ Neck Pain [] Pacemaker/ [] LegPain [] Arthritisinfeat ] Foot Surgery
Defitarillator
Implanted Cord/ ;

[} FootNumbness [ | HeriatedDisc [ PlantarFaselits | | panea o/ ] Poarwound healing

(] HandNumbness [ | Buiging Disc [ ] Morton'sNeuroma [ Sciatica L] Eﬁcasgive thirst or
urination
.- PRESENT HEALTH CONDITION

Inorder of Importance, list the health problems List approximately how long you have notlced

you are most Interested in getting carrectad: thesa problems:

1. 1.

2. 2,

3, 3.

4, 4.

Is there a certain time of day any of these o List the things you have used for these problems;

prablams are better or worse?
Gabapentin  Neurontin  Lyrca  Cymbaita

Physical Therapy Fain Medications Aleve
Tylenol [buprofen  Motrin  Chiropractic
Massage Therapy Injections Creams

Is your balance/walking ability affected? |
o If yes, please describe: o What do you think Is causing your prablem?

Nama of all doctors you have seen for these problems and treatmant you recelved:
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e Have your symptoms: [] tmoroved ™ Worsened [] Stayed the same

List anything that makes your conditlon worse

List anything that makes your condition better

O How would you describe the symptoms? Please check ALL that apply

] Aching Pain [] Numbress ] Hot Sensation L] Cramping

[T} Stabbing Pain ] Tingling ] Throbbing Pain ] Swalling

(] Sham Pain (] Pins & NeedlesPain [ ) Dea Feeling (] Burning

[} Tiredness "] Heavy Feeling { ] ColdHands/Faet [ ] Electric Shocks

o Is this condition interfering with any of the following?

[] Sleep [} Work [ Dally Activities

[[] Recreational Activities (] Walking [ ] Standing
SOCIALHISTORY

Do you smoke? Yes (] No 1 Ifyes, how many cigarettes daily?

Do you drink? Yes [_] No [  Ifyes, how many drinks per week?

Do you exercise regularly? Yes [ No [}  Ifyes, please describe type & how often:

CURRENT PAINLEVELS

o How would you rate your painin the last week?
NQ PAIN 1 2 3 4 5 6 7 B 9 10 WORST PAIN POSSIBLE

If you had to accept some level of pain after completion of treatment, what would be an
acceptable lavel?

NO PAIN 1 2 3 4 5 6 7 8 9 10 WORST PAIN POSSIBLE
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PREVIOUS HEALTH HISTORYHEALTH |

This Is a confidential record of your medical history and pertinent personal information. The doctor reserves the right to
discuss this informition with medical and allied health professionals per the informed consent, Copies of this record can only
he released by your written autharization, unless you sign here Indicating that we can release coples by your verbal request,

Name Sienature

Please give name, address, and office phone number of your primary care physiclan.

Name ' Phone Address

When were you last seen there?

May we send them updates on your treatment/condition? Yes ] No [

List ALL allergies/sensitivities to medication, food, and other items here:
tem you react to: Reaction:

List the preseription drugs you are currently taking (or you may attach a list):
Name Dose {mgor IU) Times Dally

List all nutritional supplements (vitamins, herbs, homeopathics, ete.) as above:




