Pain Chart

Name: File #:
What is your current weight: Ibs., and height, Ft. In.,
Please describe your condition:

Signature: Date: / /

Show Us Where It Hurts

Please mark area(s) of injury or discomfort as shown in the example below. Mark all
areas(s) with the appropriate symbols and indicate the degree of pain using a scale from
I (discomfort) to 10 (extreme pain).

Description — Numbness Pins & Needles Burning Aching Stabbing
Symbol — NNNN PPPP BBBB AAAA SSSS
© Circle any area of pain not represented by a symbol

Right

Left

Doctor's Notes




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? o Yes o No/ Exercise o Yes o No
Are you on a special diet: o Yes o No/Since;  /  /

Do you smoke? o Yes o No /How Much? How Long?

Are you wearing: 0 Heel Lifts o Sole Lifts o Inner Soles o Arch Supports
What is the age of your mattress? __ Is it comfortable? o Yes o No

For women: Are you taking Birth Control? o Yes o No

Are you Pregnant? o No o Yes/How long?  Nursing? oYes o No

Account Information

Person ultimately responsible for account
Name:

Relation:
Billing Address:

City State Zip
SSN:
D.L. #
Work Phone #
Payment method: o Cash o Check

o Credit Card - Enter card # above (if accepted)

*  Ihereby authorize assignment of my insurance rights and benefits directly to the provider for services rendered.
* 1fully understand T am solely responsible for any balance not paid by my insurance company (if offered at this office).
*  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 rendered at the time of visit, unless other arrangements have been made
with the business manager. If account is not paid within 90 days of the date of service and no financial arrangements
have been made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in collecting your account.
* lauthorize the staff to perform any necessary services needed during diagnosis and treatment.
I also authorize the provider and or managed care organization, to release any information required to process insurance claims.
* lunderstand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand it is my responsibility to inform this office of any changes to the information I have provided.

Signature Date /[




