TODAY'S DATE: / / FILE #
PATIENT NAME:
LasT FIRST MI

WHAT YOU PREFER TO BE CALLED O MarLe O FEMALE
BIRTHDATE: AGE SS#
MAILING ADDRESS:

Crry STATE Zip
HoMmE PHONE #:
WORK PHONE #: ExT
CELL PHONE #:
EMAIL ADDRESS:
EMPLOYER: How LONG?
EMPLOYERS ADDRESS:

Crry STATE Z1p
OCCUPATION:
STATUS:  MINOR  SINGLE  MARRIED DIVORCED SEPARATED WIDOWED

SPOUSES NAME:

DO YOU HAVE KIDS? YES NoO

How MANY

Co. NAME:

ADDRESS:

PHONE#:

INSUREDS SS#:

Groupr# (PLAN, LOCAL OR POLICY#)

INSURED'S NAME:

RELATION:

DATE OF BIRTH ;o

INSURED'S EMPLOYER:

PLEASE INFORM FRONT DESK OF 2ND. INSURANCE

SOURCE

Ir sO WHERE ?

THE REASON FOR THIS VISIT IS A RESULT OF: (PLEASE CIRCLE): WORK SPORT  AUTO TRAUMA OR CHRONIC
© (EXPLAIN WHAT HAPPENED):
PLEASE DESCRIBE THE PAIN & ITS LOCATION :
WHEN DID THIS CONDITION BEGIN? / /
IS THIS CONDITION GETTING WORSE? ]‘
|
YES No CONSTANT COMES & GOES ‘3
IS THIS CONDITION INTERFERING WITH YOUR: (PLEASE CIRCLE) WORK  SLEEP  OR DAILY ROUTINE
[F SO PLEASE EXPLAIN :
HAVE YOU BEEN TREATED BY A PHYSICIAN FOR THIS CONDITION 7  YES| No




Who should we contact? :

Relation :

Home phone# : Work phone#:
Who is your Medical Doctor? phone#:

5 B HEALTH HISTORY

Are you taking any of the following medications?
4 Nerve pills 3 Pain killers (including aspirin) ' Muscle relaxers Q Stimulants 1 Blood thinners  (a Tranquilizers 2 Insulin
4 Others

Do you have or ever had any of the following diseases or conditions?

Y N Heart Attack Y N Heart Surg./Pacemaker Y N Heart Murmur Y N Dizziness Y N Jaw Problems Y NlLeg pain

Y N Congenital Heart Defect Y N Mitral valve Prolapse Y N Artificial Valves Y N Difficulty sleeping Y N Irritability Y NEars ringing

Y N Alcohol/Drug Abuse Y N Venereal Disease Y N Hepatitis Y N Nausea Y N Back pain Y N Stomach upset

Y N HIV+/ Aids Y N Shingles Y N Cancer Y N Arm/Shoulder pain Y N Headaches Y NNumb Feet/Toes

Y N Frequent Neck Pain Y N Emphysema / Glaucoma Y N Anemia Y N Fatigue Y N Numb Hands/Fingers Y N Neck pain

Y N High/Low Blood Pressure Y N Psychiatric Problems Y N Rheumatic Fever Y N Blurred vision Y N Lower back pain Y NMemory loss

Y N Severe Frequent Headaches Y N Kidney Problems Y N Ulcers / Colitis Y N Back stiffness Y N Tension Y N Arthritis

Y N Fainting/Seizures/Epilepsy Y N Sinus problems Y N Asthma Y N Shortness of breath Y N Chest pain Y N Artificial Bones / Joints
Y N Diabetes / Tuberculosis Y N Difficulty Breathing Y N Chemotherapy Y N Neck stiff Y N Buzzing in ear Y N Lower Back Problems

Please list any other serious medical condition(s) you have or ever had:

Please list anything that you may be allergic to:

List previous surgeries / treatments with dates:

List any past serious accidents with dates:

Family Health History:

Do you: Take supplements or vitamins? 1 Yes dNo / Exercise d Yes 1 No

Are you on 3 special diet 2 Yes 1 No / Since yi Vi For women:
Do you Smoke? 1 Yes aANo / How much How long Are you taking Birth Control? 1 Yes 1 No
Are you wearing Heel Lifts 3 Sole Lifts 3 Inner Soles a Arch Supports Are you pregnant? 'J No 1 Yes / How Long?

Nursing? 'dYes d No

B [ AGREE TO PAY FOR SERVICES RENDERED TO THE ABOVE MENTIONED PATIENT AS THE CHARGES ARE INCURRED. | UNDER-
STAND AND AGREE THAT HEALTH & ACCIDENT INSURANCE POLICIES ARE AN ARRANGEMENT BETWEEN AN INSURANCE CARRI-
ER AND MYSELF AND THAT [ AM PERSONALLY RESPONSIBLE FOR PAYMENT OF ANY AND ALL SERVICES COVERED OR NON-COV-
ERED. [ ALSO UNDERSTAND THAT IF | SUSPEND OR TERMINATE MY CARE AND TREATMENT, ANY FEES FOR PROFESSIONAL SER-
VICES RENDERED WILL BE IMMEDIATELY DUE AND PAYABLE. THE INJURIES / ILLNESS SUSTAINED AND THE PAIN AND SUFFER-
ING | HAVE ARE REAL AND [ HAVE NOT EITHER IMAGINED OR EXAGGERATED THE EXTENT AND NATURE OF MY PAIN AND
SUFFERING OR ILLNESS.

B | AN OF SOUND MIND, AND TO THE BEST OF MY KNOWLEDGE ALL THE INFORMATION [ HAVE PRESENTED IS TRUE.
I AUTHORIZE THE STAFF TO PERFORM ANY NECESSARY SERVICES NEEDED DURING DIAGNOSIS
AND TREATMENT. | ALSO AUTHORIZE THE PROVIDER AND OR MANAGED CARE ORGANIZATION, TO RELEASE ANY INFORMATION
REQUIRED TO PROCESS INSURANCE CLAIMS.

SIGNATURE




i PATIENT NAME: FiLE #

WHAT IS YOUR CURRENT WEIGHT: LBS, AND HEIGHT Fr

PLEASE DESCRIBE YOUR CONDITION:

SIGNATURE
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S "?.; PLEASE MARK AREA(S) OF INJURY OR DISCOMFORT AS SHOWN IN THE EXAMPLE BELOW. MARK ALL AREAS WITH THE APPROPRIATE

=i SYMBOLS AND INDICATE THE DEGREE OF PAIN USING A SCALE: FROM 1 (DiSCOMFORT) TO 1 O (EXTREME PAIN).
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REHAB DIAGNOSTIC SER\LICES

859 Ralph David Abernathy Bivd.

Atlanta, GA 30310

(§2) Phone (404) 756-6388  Fax (404) 756-6390
'\;«33@&
a \\%37] i
m PERSONAL INJURY FORM
Patient Name Date
PLEASE ANSWER OR MARK THE APPROPORIATE CIRCLES COMPLETELY TO EACH QUESTIONS
About your ACCIDENT,
Date Of Accident sy i
lama yearold oM/ oF who was involved in a motor vehicle accident R
| was the: oDriver  oPassenger oPedestrian ¢
** If passenger. oFront seat or Rear seat on oRight oMiddle oLeft
The vehicle was struck from: oFront oRear On the diagram,
oDriver side oPassenger side please mark the area that the
Were you wearing a seatbelt? oYes oNo vehicle was struck
Did airbags deploy? oYes oNo FRONT e
- Were you unconscious? oYes oNo ) B
! Did you suffér any abrasions or contusions? oYes oNo @ © .
Broken bones? oYes oNo g §
E< 7]
Did you go to hospital or E.R.? oYes oNo 3 H
If yes, via Ambulance? oYes oOther _ @ @
Were X-rays or other images taken? oYes oNo —
Are you taking any pain medications? oYes oNo —
About your PAIN,
Where are you hurting? -
: o Neck o Mid back o Low back o Rt/LtArm o Rt/ Lt Hand o Rt/ Lt Sheulder-
oRt/LtHip oRt/LtKnee oRt/LtLeg oRt/LtAnkle o Chest o Headaches
How would you rate your pain? (0 = no pain at all, 10 = the worst pain ever)
1 2 3 4 5 6|7 8 9 10
How often do you have the pain? oRarely oOn and off oFreci]uent
How would you describe your pain?
o Dull Ache o Stiffness o Tension o Sharp o Burning o Weakness
o Numbness o Tingling o Throbbing o Stabbing o Other
What relieves your pain?
o Nothing o Rest o Brace o Sitting o Lying
o Walking o Hot Pack o Cold Pack o Medication o Other (= u
What makes your pain worse? ;
o Lifting o Pushing o Pulling o Sitting o Driving o Cough/Sneeze R }ﬂ
o Bending o Walking o Running o Standing o Lying o Other )
Are you currently working? oYes oNo Date last worked
Have you missed any time from work because of pain? oYes oNg Dates




