Welcome

Patient Information

Date F Who is respansible far this account?
SSHIC/Patient ID # __ Relationship to Patient
Patient Mame ____ Insurance Co. -
Lasl Mame
Group #
First N Widdbe Initial ; : z
Rt Mo Iz patient covered by additional insurance? [l¥es [ MNo
Addrass
Subscribers Mame
City . -
Birthdale 55w
State Zip B
Relationship 1o Patient =5
E-mail
Inzurance Co.
Sex OM [OF Age
Group &
Birthdate ASSIGNMENT AND RELEASE
; . o ’ .
(] Married (] Widowed 1 Single T Miiior I cerify that |, andfer my dependeniis), have insurance coversge with
: and ian directly to
L] Separated [ Diverced 1 Parinered for years e e e and assign directly
Occupation e or____ all insurance beneiits,

Fatient Emplover/School
Emplover/School Addross

It any, olheresse pa}rd.L'{J.lé fo mi for sarvices rendered. | unoerstand thal 1 am
financiatly responsitie for all chargos whelber or not paid by insurance. |
aulhorize the uze of my signature an all imsurance submissicns,

The above-named doctor may wso my health cars infarmation and may disclose
such information 16 the abevd-namad Inawronco Companylies) and their agents

EmployerSchoal Phone { [

Spouse’s Mame

for the purpose of obtaining paymen: for sorvices gl detgrmining insurance
benefits o 1he bonelils payable for related servoes, This consent will end whon
my currant treatment plan 1 comploted or ane year from the date sigrad below.

Birthdata

—s Signalure of Patient, Parent, Guardian ar Parsanal Represemalive

SS¢ —
Spouse's Employer

Flease print name of Panant, Parent, Guardion or Personal Representative

Whom may we thank for referring you?

Date Falatanship o Pabent

Phone Numbers Accident Information

Home Phone (_ } Is condition due to an accident? [] Yes ] No
Cell Phone ( 3 Data
Best time and place to reachyou — Type of accident [ Aute T 1Work [JHome | |Other

IN CASE OF EMERGENCY, CONTACT

To whom have you made a report of your accident?

When did your symptoms appear?

Type of pain: [ Sharp
[C] Burning

How often do you have this pain?

Does it interfora with your [] Wark

N ;
Al g — [ Auto Insusance ] Employer [ Worker Comp. [ Other
Relationship
Allorney Mame (if applicable)
Home Phone { |}
WorkPhone (_____ ) -
Patient Condition
Reason for Visil

Is this condition getting progressively warse? [JYes Mo [JUnknown
hark an X on the picture where you continue to have pain, numbness, ar fingling.
Rate the severity of your pain on a scale from 1 {least pain) to 10 {severs pain)

[ Gl [ Throbbing [ Mumbness [ Aching ] Shooting
[[] Tingling ] Cramps [J Stiffness [ Swelling [ Cther

Is it constant or doas it come and go?

Activities or movemnents that are painful 1¢ perform [ Siting  [] Standing [ Walking [ Banding ] Lying Down

15lesp [ Daeily Routine  [] Recreation
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Health History

What treatment have you already received for your condifion? [] Medications [ Surgery [ Physical Therapy
[0 Chiropractic Services [ None ] Oihar

Mame and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Bxam______ __ Spinal X-Ray _ Blood Test
Spinal Exam __ Chest X-Ray _____ Uring Test ;
Dental X-Aay e MAL CT-Scan, Bone Scan

Place a mark on "Yes™ ar "Na" to indicate if you have had any of the fellewing:

AIDS/HIV [yes [ Mo Diabetes [Yes [No Measles CO¥es [JMNo  Arthriiis [Yes Mo
Alcaholism CYes [INo Emphysema [dYes [T No Migraine Rheumatic Fever [JYes [JNo
Allergy Shots~ [JYes [JMe  Epilepsy [ClYes [JNo Headaches LiYes LINo  Scarlet Fever CYes [JiNo
Ancmia [I¥es [IMNo Fractures [I¥es [INo Miscariage CYes [INo S:;.:::{ma
Ancraxia CYes [INo  Glaucema (lYes [ Me M"“_"“”C'EDE'E _ F‘ Yes [JNo Didiuis ClYes [INo
Appendicitis [Yes [INo  Goiter ClYes CINo Multiple Sclerosis [1Yes [ONo o ClYee [JNo
Arthritis [CIYes [INa Gonorhea Cives Ong Mimps CYes OINo o ide Atempt  CI¥es [N
Asthma C¥es Tiho  Gout [IYes [INo O8teaporosis D e Thyreid Problems  []Yes [ No
Bleeding Haart Disease CYes [ No Pacemakar [IYes CINo Tonsiliiiis ClYesz [ Na
piers:  EBS DS e Oves [INo FREMsONs o es [iNo Tubercuiosis  Clves CINo
BreastLump  [iYes CINo o Yes CIN e :

i ! ; i O o Pinched Nerve Cives Mo Tomors, Growths []Yes []Ne
Bronchitis COYes [JNo Harmiated Disk CYes [ No Phaumonis Cves ON Typhoid Fever Clves [IMNo
Bulimia CiYes Mo o ives LiNo

Herpes OYes [INe Polio Cves [INo Ulcers COYes CINo
Cancer LiYes [IMNo  High Blood 2 Waginal Infecti CIN
i & Prostate Problem []Yes [ No agingl Infections ] Yes o
Cataracis [OYes [Mo Pressure O¥es [ Mo Whooping Cough [1Yas LJNo
GChemigal High Cholesterol [Jes []No  Prosthesis [1Yes [JNo : e
Dapendency [JYes [JMo Kidney Disease [JYes [] Mo Psychiatric Care  [Yes [ Mo Othar
Chicken Pox LiYes COMNo  |jver Disease [¥as [ Mo Rheumatoid Cives [ Mo
EXERCISE WORK ACTIVITY HABITS
O None ] Sitting O Smoking PacksDay
[ Moderate () Standing [ Aleohel DrinksfWesk__
[C] Daily [ Light Labor [ CoffeeCaffeine Drinks CupsiDay
[ Heavy [ Heavy Labor [ High Stress Level Reasan

Are you pregnant? [C¥es [ Mo Due Date

Injuries/Surgeries you have had Dezcription Data
Falls
Head Injuries
Broken Bones

Dislocations

Surgaries

Vitamins/Herbs/Minerals

Pharmacy Name

Pharmacy Phone ( )




Work
Name Phone ( )
Address City State Zip
; Marital

Age______ Birthdale __ Status Sex sis#

Employer's Name Employar's Address

Your Ins. Co. Policy # Adjusters Name

Name on Policy (if other than self) : Glajm #

Ins. Co. Address City élallat Zip
ins. Co. Phone & Ext.
ATTORNEY
Name Phone ()
Address : Clty State Zip
Were there any witnesses? [JYes [JNo Name(s)
NATURE OF ACCIDENT:

1. Date of Accidsnt : “Time of Day

2 Wereyou: [JDriver [JPassenger [JFront Seat [ Back Seat

3. Number of people in your vehicle? __. - -Wara you wearing seat balls?

4. What direction were you headed? [ MNorth [ East [0 South [ Wasl

on (name of streat)
5 What direction was other vehicle headed? [North [JEast [JScuth [JWasl
on (name ol stresl)

& Were you struck from: I Bshind [JFront [JLeftside [J Right side

7. Approsimate speed of your car . mph Other car mph

B, Wara you knocked unconscious?  (ClYes [ Mo I yes, for how long?

5. What position was your haag at time of Impact?  Looking siralght ahead Turned Left Turned Right______
10. Ware palice notified? OYes [OMNe -

11, In your own words, please describe accident:

12, Did you have any physical complaints BEFORE THE ACCIDENT? [OYes [ MNo  If yes, please describe in detail:
13, Please describa how you fell;

PERSONAL INJURY QUESTIONNAIRE
Home Phone [ )

a. DURING the accident:

b, IMMEDIATELY AFTER the accidant:

¢. LATER THAT DAY

d. THE NEXT DAY:




14. Where were you taken after the CURRENT aceldent?

15. Have you been treated by ancther doctor slnce the accldent? [JYes [(JNo  If yes, please list doctors name and address

What type of treatment did you recelve? (ex: MRI, X-Ray, Meds)

"

16. Since this injury occurred, are your symptoms: [ Improving  [J Getting Worse  [J Same
17. CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

[J Headache [ Irritability [ Mumbnass In Toas [] Face Flushed [ Feat Colg

[] Neck Pain ] Chest Pain [ Shertness of Breath [0 Buzzing In Ears [ Hands Cold

[0 Neck Su# [ Dlzziness [ Fatigue [ Loss of Balance [ Stomach Upsal
O Sieeping Problems [0 Head Seems Too Heavy [ Depresslon [ Fainting [ Constipation
[ Back Pain O Pins & Neadles In Arms O Uights Boiher Eyes [ Loss of Smell [ Cold Sweals
O Nervousness O Pins & Neadles In Legs [ Loss of Memory [] Loss of Taste O Fever

7] Tension [0 Muminass in Fingers [ Ears Aing [ Diarrhea a

Symptoms Other Than Above

18. What are your PRESENT complaints and symptoms?

18. Have you ever been Involved In an accldent before? [JYes [JNo [ yes, please describse, Including date(s) and rype(s)

of accidents, as wall as Injury(les) receivad.

20. Do you have any previous llinesses which relale to this case? [JYes [ Mo  If yes, please describe:
21. Do you have any conganltal {from birth) faclars which relate 1o this problem? [OYes [ No  If yes, please describe:

22. Hava you lost lime from work as a result of this accldent? [OYes ([OJMNo Il yes, please complete this question:

a. Lasl Day Worked:

b. Tgpe of Employment:

c. Prasent Salary:
d. Are you belng compensalad for time lost fromwerk? [ Yes [ Mo It yos, please state type of compensation you are

raceiving:
23. Do you nolice any activity restrictions as a result of this Injury? [JYes [ Mo  If yes, please describe, in detail:

24, Other peninent information:

25. Pleass list all medicatlons you are laking?

26. List any types of surgerles and dales?
27. Liguor consumed on a weekly basls?
If yes, how much per day?

28, Do you smoke?

29, Any significant family medical history

DATE PATIENT'S SIGNATURE

PRI — Chescicm bt Frama® 1 BO0ATE P OTH
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A4 OVIEDO INJURY & WELLNESS CENTER

DR. MARTIN RESSLER, Il
870 Clark Street

Suite 1040

Oviedo, FL 32765

Telephone: (407) 977-5005
Fax: (407) 366-3327

'3

3

ACKNOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

| acknowledge that | was provided a copy of the Notice of Privacy Practices and that |
have read them or declined the opportunity to read them and understand the Notice of
Privacy Practices. | understand that this form will be placed in my patient chart and

maintained for six years.

Patient Name (Please Print) Date

Parent, Guardian or Patient’s legal representative

Signature

THIS FORM WILL BE PLACED IN THE PATIENT’S CHART AND MAINTAINED FOR SIX
YEARS.



