
[Type a quote from the document or 

the summary of an interesting point. 

You can position the text box 

anywhere in the document. Use the 

Text Box Tools tab to change the 

formatting of the pull quote text box.] 

    

    

 

New Patient Registration 

 balance your mind, body, & spirit 

         About You 
 

First:____________________________  MI:____  Last:_______________________________   Called Name:______________________ 

Sex:   Male   Female    Birth Date:_____________  Age________  SS #:______-_____-________  Home Phone:_____-______-______             

Work Phone:______-______-________ Ext:________   Cell Phone:______-______-_______  Email:____________________________  

Current address:_____________________________________  City:____________________  State:_______  Zip:_________________   

Occupation:____________________________   Employer:____________________________   Employer Phone:______-_____-______ 

Employer Address:____________________________________________       

Marital Status:    Single    Married      Widowed      Divorced    No. of children:_________                                                                                                    

       Spouse’s Information (If applicable)  

Name:__________________________    Birth Date:_____________   SS#:______-_____-________   

 Occupation:____________________________   Employer:____________________________   Employer Phone: ______-_____-______ 

       Emergency Contact Information 

Name :__________________________   Relationship: __________________________        

Home Phone: ______-_____-______   Cell Phone: __________________________ 

 

Whom may we thank for referring you?______________________________________ 
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        Patient Conditions 

What is the Reason For your Visit?______________________________________________________________________ 

When did your symptoms appear?______________________________________________________________________ 

Is this due to an    Automobile Accident    Work-related Injury     Personal Injury Case     None 

Is this condition getting progressively worse?    Yes      No      Unknown                      

Mark an X on the picture where you continue to have pain, numbness, or tingling.  

Rate the severity of your pain on a scale from 1 (least pain) to 10 (sever pain)________  

Type of pain:    Sharp    Dull    Throbbing    Numbness    Aching    Shooting 

            Burning    Tingling    Crapms    Stiffness     Swelling     Other 

How often do you experience this pain?________________________________________ 

Is it constant  or does is come and go? _________________________________________ 

Does it interfere with your    Work    Sleep    Daily Routine    Recreation 

Activities or movements that are painful to perform     Sitting    Standing    Walking    Bending    Lying Down 

Other comments:________________________________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 
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Today’s Date _______________ 

Patient Number_____________ 

 


