
HEAD NECK

IMTIAL HEALTH STATUS
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PATIENT NAME:
ADDRESS:

BIRTHDATE:
CITY:

Current Complaint (How You Feel Today):

012
No Pain

3 456 78910
Unbearable Pain

STATE:
SEX: M/F
ZTP:

SOCIAL SECURITY #:
OCCUPATION:

DRIVER LICENSE #
EMPLOYER: ADDRESS: - C,S,Z:

CELL:TELEPHONE: WORK PHONE:
EMAIL ADDRESS: HEALTH PLAN:
SUBCRIBER NAME;
SPOUSE NAME:

SUBCRIBER ID #: GROUP #:
SPOUSE EMPLOYER: C,S,Z:

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS
DESCRIBEYOITR Ct RREI|T PROBLEM AI{D HOW IT BEGA,lt: f-r i )

'g/ r?

Is This? tr Work Related D Auto Related D N/A Il/\{,\ ,lrt4+l
DATEPROBLEUBEGAN: //11 l, \i tir;:-'t,l /h* t \ i
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How often are your Ermptoms present? o O-25o/o c26-5OVo o5l-75o/o a71-looo/o 1A f
Can you perform you. a*y activities? n Yes n No (Describe)
IIAVE YOU IIAD SPINAL X-RAYS, MRI, CT SCAN? n NO n YES Date(s| Taken:
trIhat Areas Were Taken?
Please check all of tJle following tJ'at apply to you: n None Apply
No Yes Conditlon No Yes
[ tr History of Recent Infection n tr
U tr Recent Fever U n
r t rHrv/AIDSnr
t rnDiabetesUi l
tr n Corticosteroid Use I u
n tr Birth Control Pills n n
X n High Blood Pressure I n
n tr Stroke (Date)_ n n
UDDrzziness/Faint ingln
tr tr Numbness in Groin/Buttocks U n
n n Urinary Retention I n
tr n Aortic Aneurysm n n
I n Cancer/T\rmor
n n Osteoporosis
tr tr Recent Tramma
Family History: E Cancer D Diabetes tr High Blood Pressure tr Cardiovascular Problems/ Stroke
I certiS that the above information is complete and accurate. If the health plan information is not
accurate, or ifl am not eligible to receive a healtl care benelit through this provider, I understand that I
am liable for all drarges for services rendered and I agree to noti& this doctor incmediately whenwer I
have changes in my health condition or health plan coverage in the future.

Condition
Prostate Problems
Frequent Urination
Pregnancy, #of Births_
Abnormal Weight nG r:L
Bpilepsy/ Seizures
Visual Disturbances
History of Low/Mid Back Pain
History of Neck Pain
Arthritis
History of Alcohol Use
History of Tobacco Use
Surgeries / M edications :

Patlent Sigeature: Date:


