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			NERVE AND PAIN INTAKE FORM



Date: ____/____/____	  Name: __________________________________________    Birthday: ____/____/____ 
Preferred to be called: __________________________ Spouse’s Name: _______________________________ 
SS#: _____-____-_____   	E-Mail: ___________________________________________________________
[bookmark: _GoBack]Address: _______________________________ City: _________________ State: ____  Zip Code: __________
Home #: __________________ 	Cell #: ____________________
Occupation (Current / Previous): ___________________  Retired: Y  N   
How Did You Hear About Us? ________________________________________________________________

	EMERGENCY NOTIFICATION INFORMATION



In the event of an emergency, whom should we contact?
Name: ________________________________________ Relation to patient: ___________________________
Home #: __________________ 	Cell #: ____________________	 Work #: _____________________

	PERSONAL HEALTH HISTORY



PCP Doctor: _____________________________   Facility Name: _________________  Phone ____________

Do you smoke?  Y   N    	Do you drink?  Y   N    	Do you exercise regularly?  Y   N    
Describe what type of exercise and how often: ____________________________________________________

Have you been hospitalized?   Y    N	     If yes, explain: _____________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

List any surgeries and dates: __________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Have you been deemed disabled?   Y    N	Date: ________________	Are you still able to work?   Y     N

	PRESENT HEALTH CONDITIONS



	 Cervical                         l 
	 Lumbar                 r
	 Thoracic                                               :

	□ Stenosis 	
□ Herniated Disc 		
□ Degenerative Discs
	□ Stenosis 	
□ Herniated Disc 
□ Degenerative Discs
	□ Stenosis 	
□ Herniated Disc 
□ Degenerative Discs

	
	
	

	 Foot                                t
	 Leg                         g
	 Do you use a:                                       :

	□ Gout	              □ Numbness	
□ Tingling         □ Burning 	
□ Amputation    □ Drop Foot
□ Pain 		
	□ Numbness	
□ Tingling
□ Burning 	
□ Pain
	□ Walker	
□ Wheel Chair
□ Cane 	
□ Other: __________________ 	

	
	
	

	 Hand                             d
	 Arm                      m
	 Have you had a:                                  :

	□ Numbness	
□ Tingling
□ Burning 	
□ Pain
	□ Numbness	
□ Tingling
□ Burning 	
□ Pain
	□ Cervical MRI	
□ Lumbar MRI
□ Doppler Study	
□ NCV / EMG	

	
	
	

	 Neurological Disorders
	 Are you using:                                                                            :

	□ Parkinson’s 	
□ Alzheimer’s
	□ Lyrica           □ Cymbalta 	
□ Neurontin	(Dose ____mg/day)
	□ Pain Creams     □ Pain Killers 
□ Gabapentin	(Dose ____mg/day)

	
	
	

	 Diabetes                          d
	 Cancer                  m
	 Heart                                                    :

	□ Are You Overweight?	
□ Diagnosed (less than 1 year) 
□ Diagnosed (less than 5 years)
□ Diagnosed (less than 10 yrs)
□ Diagnosed (less than 30 yrs)

	□ Breast        □ Prostate
□ Intestinal    □ Anal 
□ Leukemia	
□ Other: __________
□ Chemo or Radiation? 
□ Active or Remission?
	□ Bypass                                □ Defibrillator	
□ Congestive Heart Failure	□ Stents
□ Blood Thinners                   □ Heart Attack 
□ High Blood Pressure	□ Stroke
□ Pacemaker

	
	
	

	 Surgeries                                                                s                                                                                                                              
	 Are you able to:                                   :

	□ Hip Replacement	
□ Lumbar Discectomy
□ Lumbar Laminectomy 	
□ Lumbar Fusion
□ Amputation: _____________
□ Other: __________________
	□ Cervical Discectomy
□ Cervical Laminectomy
□ Cervical Fusion 	
□ Knee Replacement
□ Foot Surgery	

	□ Walk for 30 min. w/o symptoms	
□ Walk for 60 min. w/o symptoms	
□ Walk for 90 min. w/o symptoms	
□ Sit to stand w/o problems?   Y   N 
□ Stand to sit w/o problems?   Y   N

	
	
	

	--- FOR OFFICE USE ONLY ----



Doctors Notes: ____________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	ADDITIONAL  SYMPTOM  INFORMATION



Is this condition interfering with any of the following?
□ Sleep 	□ Walking 		□ Recreational Activities 	□ Standing	 □ Cooking 	□ Balance
□ Work 	□ Housework 		□ Daily Activities		□ Shopping	 □ Exercising	

What do you think is causing your problem? ____________________________________________________
Have your symptoms:  □ Improved  □ Worsened  □ Stayed the Same
List anything that makes your condition worse:  __________________________________________________
List anything that makes your condition better: ___________________________________________________
Is there a certain time of day any of these problems are better or worse? ________________________________

	AREAS & TYPES OF PAIN



Please mark areas & types of pain on the following drawing using the codes listed below
N- Numbness       T-Tingling       S- Soreness       P- Pain      A- Ache        St- Stiffness
[image: ]

Of the symptomatic area(s)… what is your one (1) CHIEF COMPLAINT that you would like addressed? ____________________________________________________________________________________________________________________________________________________________________________________________________ 



	CURRENT PAIN LEVELS



On a scale of 1 to 10…		0 = No Pain           10 = Worst Pain                                 					   
How would you rate your symptoms in the last week? ____________
If you had to accept some level of pain after completing treatment, what would be an acceptable level? _______

	DOCTOR(S) YOU’VE SEEN FOR THIS CONDITION


Names of all doctors & facilities you have seen for these problems and treatment you received:
Doctor & Facility Name:                                Phone Number       		Treatment 
____________________________________ 	______________________  	________________________________ 
____________________________________ 	______________________  	________________________________ 
____________________________________ 	______________________  	________________________________ 
____________________________________ 	______________________  	________________________________ 
____________________________________ 	______________________  	________________________________ 
____________________________________ 	______________________  	________________________________ 

	MEDICATIONS & ALLERGIES


Please list the prescription drugs and supplements you are currently taking, or circle here if attaching a list: 

Name:                                 			Dose (MG or IU)       		Purpose (ex: high blood pressure) 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 
_________________________________ 	___________________  	_____________________________ 

List ALL Allergies (or Sensitivities) to Medicines, Foods, and other items.

Item you react to:               	         Reaction: 
______________________________ ________________________________________________________________
______________________________ ________________________________________________________________
______________________________ ________________________________________________________________


	ADDITIONAL INFORMATION



Is there anything else we should know related to your condition for which you seek treatment from us? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Authorization For Examination and/or Treatment



I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand the doctor’s office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any account authorized to be paid directly to the doctor’s office will be credited to any account or receipt. However, I clearly understand and agree that all services rendered are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately due and payable. When billing my insurance company for personal injury claims, I give permission for the insurance company to pay provider directly for any billed services.  
I hereby authorize the doctor to examine and treat any condition as he deems appropriate and I give authority to these procedures to be performed. It is understood and agreed the amount paid to the doctor for x-rays is for examination only and the x-ray negatives will remain the property of this office, being on file where they may be seen at any time while a patient at this office. The patient also agrees that he/she is responsible for all bills incurred at this office. The doctor will not be held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis. 
	Agreement to Pay for Non-Covered Services


		
I understand that there are services that are necessary parts of some treatment plans that insurance will not cover. These services include: Class 4 60W Warm Laser Treatments for nerve repair and regeneration, Shockwave Therapy for de-calcification, and neuro light therapy for the aiding of angiogenesis. I understand that only covered services will be billed out to my insurance company. I understand I am responsible for all non-covered services that are included in my treatment financial plan. 

	Declaration of Agreement Regarding Missed or Cancelled Appointments


	
Please understand that when an appointment is scheduled for you, a time is set aside and reserved for you on the master schedule. Failure to cancel without appropriate notice prevents us from filling the vacancies on our schedule and often prevents people in need from receiving desired services in a timely manner. Therefore:

1. It is my responsibility to notify two (2) hours prior to the scheduled appointment if I am unable to keep the scheduled appointment.
2. I will be charged $25.00 in the event that I miss an appointment and fail to cancel two (2) hours prior to the scheduled appointment.

	Consent For Marketing


	
I give my consent for my picture to be used for marketing purposes should I be in pictures taken while in the office as well as before / after photos if I receive weight loss treatment. I also agree to allow my email to be used for promotional or marketing purposes.

	Consent For Medical Records


	
This is a confidential record of your medical history and pertinent personal information.  Per confirmed consent the doctor will have the ability to discuss medical information with the patient’s other doctors.  Copies of this record can only be released by your written authorization.
____ / ____ / 2017					______________________________________________
Today’s Date						Patient/Parent/Guardian Signature

Attention
Patients
	At ____________________ we strive to improve the quality of life for our patients. Unfortunately, there are services that are necessary parts of our treatment protocol that insurance will not cover at all.

These services are:
· Class 4 60W Warm Laser Treatments for nerve repair and regeneration

Only covered services will be billed out to the member’s insurance company. This is because the insurance companies have not yet created CPT codes required for services to be considered “covered services”. Thus, the above are considered non-covered services and cannot be billed to your insurance company. Until such a time that insurance companies create these codes, these services are 100% out of pocket expenses to our patients.

All non-covered services are the responsibility of the patient and are included in the financial plan.

By signing below you acknowledge the above and understand your corresponding responsibility.


Print _________________________________________

Sign _______________________       Date:__________





PATIENT NAME: _____________________	  INITIAL: _______		PAGE 6 
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