Today's Date:

Practice:
N DOB: Chart Number;
ame:

Sex: (BM EIF  Marital Status: [3 Single £3 Married &1 Widowed [ Divorced SSH:

E-mail: Spouse/Partner Name:

E-mail newsletters, reminders, stotements, €ic. Emergency Name: Phone:
Address: City: State: Zip:
Home #: Celi #: Other #:

Employer: Phone: : :
Employer Address: City: State: Zip:

Primary Insurance: Are you the insurgd? [IYes EINo
Insured Information
Subscriber Name: Relationship to insured: ElSpouse B3 Cl’iid E3Self B3 other
Phone #: Sex: MMale [JFemale DOB: __ /¥
Address:
Policy I1D: Group ID: Employer:
Secondary Insurance: Are you the insurpd? [IYes [OINo
{nsured Information
Subscriber Name: Relationship to insured: EiSpouse 01 Child [iSelf 1 Other
Phone #: Sex: [JMale [IFemale DOB: __/ ¥
Address:
Policy ID: Group ID: Employer:
SRR R L B &

How did you find out about our practice? [T Physician £ Internet [ Telephone book [ Family fnember (T Friend
3 Other:

What is the reason for your visit today?

Result of accident or work Injury? [IYes C1No
How long has this bothered you? [TJZI3H21°01 61 7 Eldays [dweeks [Jmonths 0 veals :

What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain? ___fi0
The pain quality is: (3burning [Deonstant Cldull Clsharp Flshooting Mithrobbing Citingling  (pther:

S S

PLEASE READ AND SIGN

; The. a!:ove inform.at.ion is correct to the best of my knowledge. | understand that throughout my treatment}li am responsible for
notifying the physician and/or medical staff of any and ali updates to the information listed above.

Patient Signature: Date:

Rev 1/21/2015




: Today’s Date:

Practice:
Name: Chart # Date of birth: |
Ethnicity: FlHispanic or Latino ElNot Hispanic or Latino ElDeclined to fgemfy :
Race: Clasian [TJAmerican Indian or Alaska Native [CIBlack or Africgn American

: Cwhice CINative Hawaiian or other Pacific Islander  [IDeclined to s]ecify
ined to sfeci

Preferred Language: CIDeclined to sgecify
Pharmacy Name: Pharmacy Phone:
Pharmacy Address: City, State, ZJP:
Primary Care Physician: Phone: Date Last Seen:
Address: -
Referring Physician: __ Phone: __Date Last Seen:
Address:

Privacy Information Preferences !

Do you want to be exempt from public reporting? ElYes CINo  Can we send mail to the address g file? ElvesEINo

Can we call the phone number on file? Elyes CINo Can we leave voicemail on maching? DlesECINo

Will you allow us to send internet based (e-mail) delivery of reminders and newsletters?QYes EINo
If yes, please provide your e-mall address:

Who can we leave messages with? [Cwife [Husband TDaughter [Son ClOther:

Name(s):

Smoking Status Vital Signs

ElCurrent Every Day Elsmoker, Current Status Unknown Blood Pressure: i

BCurrent Some Day ElHeavy Tobacco Elunknown If Ever Elaisht Weight:

Eiformer DiNever DlLight Tobacco Kl decline to answer i

Current Medications | Allergies

EENo Known Medications EBI take the following medications: E3 No Known Allergies B No Kndwn Drug Allergies

Name: Name: Reaction

Name: Name: : Raacﬁol

Name: Name: Reac:iol

Name: Name: Reactiol

Narme: Name: Reactio

Name: L Name: Reactio

Name: Name: Reactio

Use the back of this form if more room is needed . Use the back of this form f mordroom is nesded

S S S N

Last Fiu Shot Date:

Did you get a pneurmococenl vaccination? Dlives Elno

Have you fallen in the last 12 months? [Ives CINo Were you injured from the fall? [JYes CINo
Have you completed any Advanced Directives? [lves CINo

[PLEASE READ AND SIGN: The iniovlon on my intake form(s) is correct to the best of my knowledge. | understand that throughout mytreatment, | am res; i

% B s iy 5 ponably
: for notifying the physician and/or medical st of any and all updates to the information Jisted above. {Assignment of Benefits): | authorize paymefe of medical benefits to the :
‘ practice named above. (Release of Information): | authorize the release of any medical information necessary to process this elaim. (H/PAA Privagd: | acknowisdge that |

: received my HIPAA Privacy Praczices Notice. (Medication Histary): | authorize the Doctor's office to retrieve my medication history.

: Patient Signature:
‘Rev 1/21/2015

Date:




: DOB:  Chart Nymbenr: }
HiStory and PhYSical b#l

Medical History: ] Alcoholism [ Blood disorders [] Circulation problems [} Musculoskeletal L}l Breathing issues

: i Heart disease Asthma
Sleep apnea [[] Gout [] Allergies ' [ i : .
E tii::;t murmur g St:r‘v}aci/bowe[] Depression % Anxieg.ly dx:order 8 I'C’i::zirillness ﬁ:i:;{tglsease
i High blood pressure

I 7] High cholesterol . : |

S ﬂ::fo;:;y {sbecify} _f_________, (7] Thyroid disease (specify} % S;;betes (type i,
itis (spec floherispaany o M

ijreA ;tzst:r(:pgnalz)t?g Yesf No  Are you nursing? [0} Yesl No [] Skin disorders

Surgical History[TJNone [TJAppendectomy [7] C-Section[ JAngioplasty{ IBypass[ "} Cataracts [] h{sle ystectomy
Havf you ever had any surgical procedures on foot/ankle or anywhere else on your bod)@ £l Yes o

If yes, please describe: . ’ -
Dz you have any artificial joints? [ Yes (where! )1 No Do you have an artificial heart valye? [ Yes o

gzc;zjul:::zg EYesTiNG if yes how many packs per day? E11 12 QB 4 ES For how long?
Do you drink alcoholl  [JYes, everyday (5-7 daysiweek) [£]Yes, occaslonally/socuallyQNO/Mer
Substance abuse: ElYes, | have a current substance abuse problem. Please specify:
EdYes, | had a past substance abuse problem. P!I)elase specify:
%h':: ;sl ;::: :::LT;a::fn? e 3 Does it in.volve mostly [ .sta‘lding or Elsitting
Do you exercise regularly? EJ No, | do not exercise regularly [ Yes, | do the following regular exercise:

Family History s there any family history (bicod relative) of: {Please indicate fomily member)

[T Alzheimer’s [Dj ggit;etsslon
Arthritis iabetes

S Bleeding disorders [T] Emphysema

[C1Blood clot 5] Heart disease

[ Cancer ] High Blood Pressure

[ Cataracts ] Neurological

[_] Circulation problems__ : ] Strokes

[] Other (specify):

Review of Systems (Please check the box if'you currently have any of these symptoms or check “NONE”)
Cardiovascular leg pain when walking fever [] chest pain/pressure leg sweliing cold hands/feet
fainting palpitations [ Jvascular disease valve problems R INONE
Genitourinary blood in urine [ Ihesitancy [_lincontinence {_Yincreased urgenc
decreased frequency [ Jexcessive urination [TIkidney disease kidney stones
Gastrointestinal abdominal pain [_Iheartburn [ blood in stool [vomiting  ["Juicers constipation
diarrhea [Jtrouble swaliowing  [“Jdecrease appetite [ lincrease apperi NONE
integumentary [ Jathietes foot D_na‘il abnormalities leloids [ Jitchiness T_-_rdn/. scaly skin NONE h
Hematologic [llower leg ulcers [ Jsickie cell disease[ Janemia [ ]blaod thinners Lclotting disorder; ONE
Neurological mgﬂng [ Iweakness [TIseizures [CInumbness headaches
tremors [lparalysis NONE
Musculoskeletal [lback pain ) joint sw.:Iiing Tﬂmusc!e weakness [CImuscle pain neck pain
[Jsciacica Cjoint suffness  [joint pain joint instability arthritis NONE
Respiratory [chest pain [ Iwheezing E%OPD [Cleoughing snoring
Clshortness of breath [CJemphysema ! NONE

- PLEASE READ AND SIGN

The above information is correct to the best of my knowledge. | understand that throughout my treatment, | am fesponsible for
. notifying the physician and/or medical staff of any and all updates to the information listed above,

Patient Signature: : Date:

© Rev1/21/2015




