King Spinal & Sports Rehabilitation

1525 Johnson Road

Granite City, IL  62040

Phone:  (618) 452-1986  •  Fax:  (618) 452-6814
	Personal Information

	Today’s Date:  _____ / _____ / _______

	Last Name:  

First Name:  

MI:  


	What do you prefer to be called:  

□ Male    □ Female  

	Marital Status:  
    Spouse’s Name:  


	Date of Birth:  ____ / ____ / _______    Age:  _______    SSN#:  _____ - ____ -_____    DL#:  _____ - ____ -______

	Home Address:  


	


	Home Phone: (____) _____- _______    Work Phone: (____) _____- _______    Cell Phone: (____) _____- 


	Email Address:  



	

	Employer:  

Occupation:  


	Address:  


	

	Emergency Contact:  

Relation:  


	Emergency Phone:  (_____) _______ - 



	Person Responsible for Account:  

Relation:  


	

	Insurance Information

	Primary Insurance:  

Type of Insurance:  □ Health    □ Auto    □ WC

	Address:  


	Phone:  (_____) _______ - 



	Policy #:  
     Group #:  
     Claim #:  


	Insured’s Name:  

Date of Birth:  ____ / ____ / _______

	Insured’s Employer:  


	Secondary Insurance:  

Type of Insurance:  □ Health    □ Auto    □ WC

	Address:  


	Phone:  (_____) _______ - 



	Policy #:  
     Group #:  
     Claim #:  


	Insured’s Name:  

Date of Birth:  ____ / ____ / _______

	Insured’s Employer:  


	

	If this is an accident or work-related injury, have you retained an attorney?  □ Yes
□ No

	Attorney’s Name:  

Phone:  (_____) _______ - 


	Address:  


	

	About You

	Date of injury:  ____ / ____ / _______

If this is an accident or work-related injury, where did it occur?  


If this is a work-related accident, did you report it to your employer?  □ Yes
□ No

	Please describe your accident or injury:  






	Please describe your condition: 





	Have you had similar symptoms in the past? 
□ Yes
□ No




	

	Health History

	What is your current weight?  _________ Lbs.; and height: _______ feet  _______ inches.

	Are you taking any of the following medications?  

□ Nerve Pills 
□ Pain Killers (including aspirin)
□ Muscle Relaxers
□ Stimulants
□ Insulin 

□ Tranquilizers
□ Blood Thinners
□ Other:  ______________________________________

	

	Have you ever had any of the following diseases/medical condition(s)?

	Y
N
Heart Attack / Stroke
	Y
N
Heart Surg./Pacemaker
	Y
N
Heart Murmur

	Y
N
Congenital Heart Defect
	Y
N
Mitral Valve Prolapse
	Y
N
Artificial Valves

	Y
N
Alcohol / Drug Abuse
	Y
N
Venereal Disease
	Y
N
Hepatitis

	Y
N
HIV+ / AIDS
	Y
N
Shingles
	Y
N
Cancer

	Y
N
Frequent Neck Pain
	Y
N
Emphysema/Glaucoma
	Y
N
Anemia

	Y
N
High / Low Blood Pressure
	Y
N
Psychiatric Problems
	Y
N
Rheumatic Fever

	Y
N
Severe/Frequent Headaches
	Y
N
Kidney Problems
	Y
N
Ulcers/Colitis

	Y
N
Fainting/Seizures/Epilepsy
	Y
N
Sinus Problems
	Y
N
Asthma

	Y
N
Diabetes / Tuberculosis
	Y
N
Difficulty Breathing
	Y
N
Chemotherapy

	Y
N
Lower Back Problems
	Y
N
Artificial Bones/Joints
	Y
N
Arthritis

	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:  


	Do you smoke?  □ Yes  □ No          If so, how much?  _________          For how long?  


	Are you wearing:  □ Heel Lifts     □ Sole Lifts     □ Inner Soles     □ Arch Supports     □ Other  


	What is the age of your mattress?  _______
Is it comfortable?  □ Yes  □ No

	For Women:  Are you pregnant?  □ Yes  □ No
If so, how many weeks?  ___________


	What are your symptoms?

	Indicate where your pain is located and what type of pain you feel at the present time. Use the symbols below to describe your pain.

Description:  Numbness      Pins & Needles       Burning        Aching        Stabbing

Symbol:           NNNN                 PPPP                BBBB          AAAA           SSSS

Please circle any area of pain not represented by a symbol.


[image: image1.wmf] 




Please circle the number that best describes the question being asked

1. What is your pain right now?

No pain
___________________________________________________
worst possible

0
1
2
3
4
5
6
7
8
9
10
pain

2. What is your TYPICAL or AVERAGE pain?

No pain
___________________________________________________
worst possible

0
1
2
3
4
5
6
7
8
9
10
pain

3. What is your pain level AT ITS BEST (how close to “0” does your pain get at its best)?

No pain
___________________________________________________
worst possible

0
1
2
3
4
5
6
7
8
9
10
pain

4. What is your pain level AT ITS WORST (how close to “10” does your pain get at its worst)?

No pain
___________________________________________________
worst possible

0
1
2
3
4
5
6
7
8
9
10
pain

Are your symptoms or pain constant or intermittent?  


What is the most painful activity? 


	

	Our policy

	· We invite you to discuss with us any questions regarding our services.  The best health services are based on a friendly, mutual understanding between provider and patient.

· Our policy requires payment in full for all services at the time of visit, unless other arrangements have been made with the business manager.  If account is not paid in full within 90 days of the date of service and no financial arrangements have been made, you will be responsible for any expenses incurred in collecting your account.

· I authorize the staff to perform any necessary services needed during diagnosis and treatment.  I also authorize the provider to release any information required to process insurance claims.

· I hereby authorize assignment of my insurance rights and benefits directly to the provider for services rendered.

· For your information, the health care professionals in this practice (King Spinal & Sports Rehabilitation, LTD) are financially integrated.  If you are referred to a health care professional in this practice for physical therapy services, please note that you may request and receive a referral for these services outside or independent of this practice.

· I understand the above information and guarantee this form was completed to the best of my knowledge and understand it is my responsibility to inform this office of any changes in my medical status.
If any of your medical or account information has changed, please inform our front desk personnel.

Please remember you are ultimately responsible for your account.
Signature:  

Date:  _____ / _____ / _______

Print your Name:  



	Privacy Policy for HIPAA Compliance

	I hereby acknowledge that King Spinal & Sports Rehabilitation, Ltd. has made available to me a copy of the office’s privacy policy for HIPAA compliance. I do not want a copy at this time, but understand that at any time I may request a copy for my personal records.

Signature:  

Date:  _____ / _____ / _______

Print your Name:  
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