NEW PATIENT INFORMATION

Full Name MI DOB__ / / _ Male[ ] Female[ ]
Address Apt. # |

City State Zip Code Marital Status: S M 'Y D
Social Security No. / / E-mail:

Phone (H) y (W) (C)

Employer Employer Phone Number

Emergency Contact (Name & Phone No.)

Who referred you to this office?

WHAT BRINGS YOU TO OUR OFFICE?
Auto Accident[ | (Date: / / ) Long Term Injury Issue [ ] New Injury/Issue [ |

FIRST COMPLAINT AREA:

% Date when symptom first appeared (or estimated)

o

> What makes the symptoms increase?
TypeofPain  Sharp  Dull  Ache  Bum Throb Stabbing  Tightness/Stiffness

e

RS

# Does the pain radiate into your: _ Arm/Hand __ Leg/Feet Other Does not radiate
< Do you experience numbness or tingling? Yes No Where?
< How often do you experience these symptoms? 100% 75% 50% 25% 10%

< PAIN INTENSITY: On a 1-10 scale, 10 being the worst, rate the pain you are feeling today

SECOND COMPLAINT AREA:

9,
ot

Date when symptom first appeared (or estimated)

9,
0'0

What makes the symptoms increase?
TypeofPain _ Sharp  Dull  Ache  Bum Throb Stabbing  Tightness/Stiffness

&,
0’0

% Does the pain radiate into your: _ Arm/Hand ___ Leg/Feet Other Does not radiate
<+ Do you experience numbness or tingling? Yes No Where?
% How often do you experience these symptoms? 100% 75% 50% 25% 10%

9,
Rsd

PAIN INTENSITY: On a 1-10 scale, 10 being the worst, rate the pain you are feeling today

Past Surgeries:

Other Illnesses you are being treated or have been treated for:
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CONSENT FOR TREATMENT
AND
AUTHORIZATION TO PERFORM X-RAYS

Date ) Time (AM/ PM)

I have been informed by Dr. Stephen W. Sieradzki, D.C. that diagnostic x-rays are
advisable in my case so that a complete analysis can be made of my present
musculoskeletal problem (or illness).

I authorize Dr. Stephen W. Sieradzki, D.C. to perform such radiographic examination
necessary to diagnose and to administer whatever treatment is deemed necessary to treat
my present problem (or illness).

Signed:

Witness:

To the best of my knowledge, I am NOT pregnant and the above-named doctor has my
permission to x-ray me for diagnostic interpretation.

Signed:




