
RETURNING PATIENTS NEED ONLY TO FILL OUT CHANGED OR UPDATED INFORMATION

NEW PATIENT QUESTIONAIRE

E-MAIL  CELL PHONE NO.

OCCUPATION (DESCRIBE YOUR JOB DUTIES)

REFERRING DOCTOR (NAME AND PHONE NUMBER)

Patient’s or authorized person’s signature: I, the undersigned, authorize payment of medical benefits to the doctor for services rendered to me by the physician. I understand I 
am financially responsible for all co-pays, deductibles, or services not covered or considered not medically necessary. I authorize release of information concerning health care, 
advice, treatment, or supplies provided to me, to my insurance carrier. The information will be used only for the purpose of evaluation and administering claims for benefits.

Medicare patients: Medicare lifetime signature on file: I request that payment of authorized Medicare benefits be made on my behalf to the physician for any services rendered 
to me by the physician. I authorize any holder of medical information about me to be released to health care financing administration and its agents. I also authorize any 
information needed to determine these benefits payable for related services released to the health care financing administration or its agents.

ARE YOU ON DISABILITY?  ARE YOU IN THE PROCESS OF OBTAINING DISABILITY?  

YES   NO YES   NO

HOW DID YOU HEAR ABOUT US?

 INSURANCE CLAIM   WORKER’S COMP   AUTO CLAIM

We ask that you fill this form out and return it 1 week prior to your visit otherwise your appointment may need to be rescheduled. 
This questionnaire is confidential and will be kept as part of your medical record.

Returning patients need only to fill out changed or updated information.
~ Please print clearly ~

SIGNATURE DATE

I AUTHORIZE INSIGHT  TO RELEASE ANY OF MY MEDICAL RECORDS FROM ANY HOSPITAL OR OTHER FACILITY I HAVE BEEN TREATED AT AND 
TO RELEASE ANY OF MY MEDICAL RECORDS TO THE FOLLOWING PEOPLE (Physicians, Lawyers, etc.) AND TO BE SPOKEN TO IN REGARDS TO 
MY MEDICAL CARE:

NAME PHONE FAX

NAME PHONE FAX

SIGNATURE DATE

FAX NO.

Dear Patient: You will be asked questions regarding race and ethnicity during the registration process.  We do not ask these questions to limit or deny you 
services.  We ask these questions to give you better care.  By gathering this data, we can better prevent, test for, and treat the diseases or health conditions 
that may affect you. You may refuse to provide us with this information. You will only be asked these questions once.  
RACE ETHNICITY

 Hispanic or Latino  Neither
Asian Black, African or African American     American Indian or Alaskan Native White     
Native Hawaiian or other Pacific Islander Other Races    Two or more races Unknown



If you have pain in more than one area, 

which one are you seeing the doctor for today? _______________________

Date of onset of pain: ______________________   

Under what circumstances did this pain start?    

 Spontaneous	  Motor Vehicle Accident       Accident at work          

 Following surgery	  Don’t recall  Other:_____________

Briefly describe how your pain started: _______________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

ON A SCALE OF 0-10, RATE YOUR PAIN WITH 10 BEING THE MOST SEVERE:

At Best________	 At Worst_______	 Average_______	 Now_______

Your pain is:    Constant  Intermittent   Constant with intermittent flare ups

Your pain is:     Heavy     Shooting     Sharp     Burning     Throbbing   

Tight    Dull    Numb    Tingling   Squeezing   Cutting   Cramping

Other-specify: _______________________

PLEASE place an “X” over AREA (S) OF PAIN 
including the areas where the pain radiates to

RIGHT		  LEFT         LEFT		     RIGHT

Check All symptoms that apply to you:  None

 Weakness - where? _____________________Since when?___________	  Erectile dysfunction. Since when?___________ 

 Numbness - where? _____________________Since when?___________	  Changes in limb color, temp or sweating patterns

 Tingling - where? _____________________________________________	  Limb tremors, jerks

 Sensitivity to clothes - where? __________________________________	  Decrease in limb muscle mass

 Loss of urinary control. Since when? ____________________________	  Limb hair loss

 Loss of fecal (bowel) control. Since when? _______________________

Other medical conditions or diseases: Specify _________________________________________________________________________ 

Your Daily Activity/Self Care is:      Good       Fair       Poor Due to Pain       Poor Due to Other Reasons

Your Sleep is:      Good       Fair       Poor Due to Pain       Poor Due to Other Reasons

Father

Mother

Siblings

 Illegal Drug Use

 Illegal Drug Use

 Illegal Drug Use

 Rx Drug Abuse

 Rx Drug Abuse

 Rx Drug Abuse

 Alcoholism

 Alcoholism

 Alcoholism

 Alive      Deceased

 Alive      Deceased

 Alive      Deceased

Family History: 

What makes pain worse?   Sitting    Bending forward   Bending backward

Physical activity    Others-specify: _______________________

What makes pain better?    Lying down    Physical activity   Nothing helps



Medical History:   Check ALL conditions that apply
 A-fib (I48.91)
 Alzheimers/Dementia

 Early Onset (G30.0)

 Late Onset (G30.1)

 Unspecified (G30.9)

 Unspecified w/out behavior disturbance (F03.90)		

 Unspecified w/ behavior disturbance (F03.91)		

 Anemia (D64.9)
 Anxiety (F41.9)
 Arthritis

 Unspecified Osteoarthritis (M19.90)

 Asthma (J45.909)
 Unspecified (J45.909)

 Attention Deficit (F90.9)
 Bipolar (F31.89)
 Bleeding Disorder
	 Coagulation Defect (D67.9)
 Blood Clots / Embolism

 Other venous thrombosis and embolism 

		 (Z86.718)

 Blood Clots in Leg
	 Which Leg or Both? _________________
 Blood Clots in Lungs
	 Which Lung or Both? ________________
 Cancer 
	 What type? ______________________
 COPD (J44.9)
 Chronic Bronchitis

 Simple (J41.0)

 Cirrhosis of the Liver
 Alcoholic w/out ascites (K70.30)

 Alcoholic w/ ascites (K70.31)

 Other (K74.89)

 Coronary Disease (I25.10)
 CPAP (Z99.89)
 Depression / Bipolar Disorder

 Major, recurrent, moderate (F33.1)

 Bipolar II (F31.81)

 Other (F31.89)

 Diabetes
 Type 2 with neuropathy (E11.40)

 Type 2 with unspecified (E11.9)

 Type 2 with unspecified complications (E11.8)

 Emphysema
 Other emphysema (J43.8)

 Epilepsy
 Unspecified, not intractable, without status 

epilepticus (G40.909)

 Other epilepsy, not intractable, without status 
epilepticus (G40.802)

 Fibromyalgia (M59.7)
 Gastritis

 Unspecified, w/out bleeding (K29.70)

 Unspecified w/ bleeding (K29.71)

 Glaucoma (H40.9)
 Heartburn/Reflux (K21.9)
 Heart Attack
	  Old Myocardial Infarction (I25.2)

 Heart Failure/Atrial Fibrillation/Unstable Angina:

 Unstable Angina (I20.0)

 Heart failure unspecified (I50.9)

 Unspecified atrial fibrillation & flutter (I48.9)

 Hepatitis B
 Unspecified viral Hep B w/our hepatic coma (B19.10)

 Hepatitis C
 Chromic viral hepatitis C (C18.2)

 High Blood Pressure
 Essential Primary Hypertension (I10) 

 High Cholesterol
 Pure Hypercholesterolemia, Unspecified (e78.00) 

 HIV (B20)
 Irritable Bowel

 w/out diarrhea (K58.9)

 w/ diarrhea (K58.0)

 Kidney Failure (N18.9)
 Liver

 Liver Disease, unspecified (K76.9)

 Liver Failure
 Hepatic failure, unspecified w/out coma (K72.90)

 Hepatic failure, unspecified w/ coma (K72.91)

 Multiple Sclerosis
 Multiple sclerosis (G35)

 Narcolepsy
 w/out cataplexy (G47.419)

 w/ cataplexy (G47.411)

 Obsessive Compulsive
 Osteoporsis

 Age-related osteoporosis w/out current

pathological fracture (M81.0)

 Pacemaker
 Prescence of cardiac pacemaker (Z95.0)

 Pancreas Disease (K86.9)
 Peripheral Vascular Disease (I73.9)
 Renal / Kidney disease

 End stage (N18.6)

 Chronic Kidney disease stage 1 (N18.1)

 Chronic Kidney disease stage 2 (N18.2)

 Chronic Kidney disease stage 3 (N18.3)

 Chronic Kidney disease stage 4 (N18.4)

 Chronic Kidney disease stage 5 (N18.5)

 Rheumatoid Arthritis
 w/ rheumatoid factor (M05.9)

 w/ myopathy of unspecified site (M05.40)

 Schizophrenia
 Paranoid unspecified (F20.0)

 Unspecified (F20.3)

 Seizures
 Other Seizures (G40.89)

 Sleep Apnea (G47.30)
 Stents in Heart (Z95.5)
 Stents in Legs (Z95.5)
 Stroke

 Other cerebral infarction (I63.8)

 Cerebral infarction unspecified (I63.9)

 Stomach Ulcer
 Peptic Ulcer, Site Unspecified (K27.9)

 Thyroid Disease (E07.9)
 TIA (Mini Stroke)

 Transient Cerebral Ischemic Attach, Unspecified

 Ulcers
 Personal History of Diseases of the skin

and subcutaneous tissue (Z87.2)

 Other ____________________________



Unlisted Medication(s):

Allergies: Including Seafood, IV dye, Local Anesethetic, Betadine, Chloraprep, Alcohol or Latex		  NONE

Type of Reaction

Social History:
Do you have any metal implants in your body?    No      Yes: explain ___________________________________________________________

Marital Status:     Single   Married   Widow   Divorced		  With whom do you live with? ____________________________________

Caffeine Use:    Never      Use Now: Type & Amount: _________________________________        Quit - When: __________________________

Tobacco Use:    Never      Use Now: Type & Amount: _________________________________        Quit - When: __________________________

Alcohol Use:    Never      Use Now: Type & Amount: _________________________________        Quit - When: __________________________

Illegal Drug Use:    Never      Use Now: Type & Amount: ______________________________        Quit - When: __________________________

Have you ever had a problem with alcohol or any drugs?    No       Yes: explain _________________________________________________

Have you ever been convicted of a crime?    No       Yes: explain _______________________________________________________________

Is there a change that you are pregnant?    No       Yes, Date of LMP: ______________       Unsure     N/A
Exposure to X-ray , ultrasound as well as taking or stopping medications during pregnant and breast feeding can harm the baby. 
Please notify the doctor if you plan to or become pregnant.

Your pain or nerve medication may affect balance and ability to ambulate, drive or operate machinery. Upon initiating the medication and after every increase 
in dose you will have a responsible adult in attendance, ambulate with caution and will not drive or operate machinery for a few to several days, until you 
know the medicine is not causing you to be sleepy, dizzy or clumsy. Also, your judgment, reflexes and reaction time may be slowed even in the absence of 
drowsiness, dizziness or impaired mental ability.

Surgical History: Procedure/Hospital/Surgeon Name/Year						  NONE

Hospitalization History: Hospital/Location/Reason/Year  NONE

List Previous and Current PAIN Treatments

 Acetaminophen (Tylenol)
Amitriptyline (Elavil)

Aqua Therapy
Aspirin (Bayer, Excedrin)

Avinza  
Biofeedback/Relaxation

Braces
Butrans patch

Celecoxib (Celebrex)
Chiropractic

Codeine #2  #3 #4
Compound cream

Counseling
Cyclobenzaprine (Flexeril) 
Desipramine  (Norpramin)

Duloxetine (Cymbalta)
Epidural Injection

Exalgo
Exercise

Facet Injection

  
  
  
  
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  
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  
  
  
  
  
  
  
  
  
  

Fentanyl Patch
Flector patch

Gabapentin (Neurontin)
H. Wave

Hydrocodone  (Lortab)
Hydrocodone  (Norco)    

Hydrocodone  (Vicodin)
Hydromorphone (Dilaudid)

Ibuprofen (Advil, Motrin)
Indomethacin (Indocin)

Lidoderm patch
Meloxicam (Mobic)

Metaxalone  (Skelaxin) 
Methadone        

Methocarbamol (Robaxin)  
Milnacipran  (Savella)

Morphine ER  (Kadian)              
Morphine IR       

MS Contin       
Naprosyn, Aleve

Nortriptyline (Pamelor)
Nucynta

Nucynta ER
Opana ER

Other: Specify
Oxycodone
OxyContin

Oxymorphone (Opana) 
Percocet  (Endocet) 

Physical Therapy
Pregabalin (Lyrica)

Sacroiliac Joint Injection
TENS “Electrical pads”
Tizanidine  (Zanaflex)

Traction
Tramadol (Ultram)       

Tramadol ER (Ryzolt)   
Trigger point Injection

Ultracet
Voltaren Gel
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Side Effects:
Specify

Side Effects:
Specify

Side Effects:
Specify
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