SPORT & SPINE PERFORMANCE INSTITUTE
1365 S. MAIN ST. SUITE B
PLYMOUTH, M1 48170
PHONE: 734 927-44.1 1 FAX: 734 927-4410
WWW.SPORTANDSPINEPERFORMANCE.COM

Confidential Patient Data
PATIENT INFORMATION Today's Date:

Fees, including deductibles and co-pays, are payable when services are rendered unless other arrangements are
made. We are required to maintain original x-rays and records as property of this clinic.

Name Date of birth

Address City State Zip
Home Phone Work Phone Cell

Emergency contact name and phone

O Male QO Female  Marital Status Social Security#

Occupation Employer:

How did you hear about our clinic

May we email you with occasional updates on our services? Email

PRESENT MAJOR COMPLAINTS:

Map your symptoms Rate your pain (1-10 with 10 most severe)
Area PAIN LOCATION FREQUENCY
RATING (X X}
1-10 Right | Left | Constant | Intermittent

Headache
Neck
Shoulder
Arm/hand
Mid back
Low back
Hip
Leg
Knee/ankle
Foot

Symptoms are worse in:  0Morning  OAfternoon  UNight QOther

Is this a result of: dJob-related injury  Auto accident QSport injury QOther

OGradual onset QUnknown cause Date occurred:

How long have symptoms persisted?

Have you ever had this before: QNO QYES  WHEN?

Name and location of doctors consuited for PRESENT CONDITION(S):

Are you taking any medications? ONO QYES LIST:

Are you pregnant? ONO QYES Date of last menstrual period

Do you have children? COINO  QYES Age(s):




PLEASE CHECK THE FOLLOWING ACTIVITIES THAT AGGRAVATE YOUR CONDITION:

UBending UReaching U Straining at stool UCoughing

Usitting O Turning head ULifting USneezing

Uwalking QLying down UStanding Qother

PLEASE CHECK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:

UBending Ustretching UHeat UResting

Usitting U Turning head Ulce UMedication

Uwalking ULying down U Standing Uother

PLEASE CHECK ANY ADDITIONAL SYMPTOMS YOU MAY BE EXPERIENCING:

Oblurred vision Qdizziness Uinsomnia Uringing in ears
Ubuzzing in ears Qdiarrhea Qllight bothers eyes Ushortness of breath
Ucold feet Uface flushed Uloss of balance Qstiff neck
Ucold hands Ufainting Uloss of smell/taste Ustomach upset
Ucold sweats Ufatigue Oliow resistance to colds

Uconcentration loss /confusion  Wfever Umuscle jerking

Uconstipation Ohead seems too heavy ~ Wnumbness in fingers/toes

Udepression /weeping spells Uheadaches Upins and needles in arms/legs

MEDICAL/FAMILY HISTORY S = Self M= Mother F = Father
(Please indicate which conditions have been experienced by the above by marking appropriate boxes).

S M F S M F S M F
O O QamDbs Q O QO dislocated joints 0 O QO neckpain

O O Q anemia Q Q Q epilepsy 0 O Q nervousness

Q Q QO arthritis O O U German measles O O O numbness

O QO QO asthma O O O headaches Q O Q4 polio

O Q QO back pain O O Q heart trouble O QO Q poor circulation
O O Q bladder trouble O O QO reproductive disorders O O O hepatitis

Q QO Q bone fracture @ QO O high blood pressure O O QO rheumatic fever
O QO Q cancer g Q Q0 HWVARC O O O rheumatism

O O O chestpain Q Q QO kidney disorder O O O scarlet fever

O O QO concussion O O QO bowel control loss 0 O O serious injury

d O QO convulsions O O O menstrual cramps G O QO sinustrouble

d O QO diabetes O O O multiple sclerosis O O Q4 tuberculosis

O O 0O indigestion O QO O muscular dystrophy Q QO QO venereal disease

Have you been treated by a physician for any health condition in the last year? Yes INo

Describe Condition Date of Last Physical Exam

SURGICAL HISTORY:

1 Date:

2 Date:

ACCIDENT HISTORY: [Job UAuto UOther Date:
WJob QAuto Other Date:

PAYMENT AGREEMENT: | understand that charges are due on the day of service; that insurance may not cover the full
charges; that | am responsible for all balances due.

Signature (patient or legal guardian for minor)

Please print name Date:




