




www.orthoneuro.com Today’s Date: _________________ 

 
 
 

 
 
               Patient Registration Form 
      

Last Name: _________________________________________ 

Please Complete Both Sides Entirely 

First Name: __________________________________ M.I.: _____ 

Address: ______________________________________________ City: _______________________ State: _____ Zip: ________ 

Home Phone: (______)_______-_________ Cell Phone: (______)________-__________ Other: (______)_______-__________ 

Sex:  Male  Female SS#: __________-_________-_____________ Date of Birth: ______/_______/________ 

Marital Status:    Single  Married  Divorced  Widowed  Other ______________________________ 

Are you employed?  Yes  No  Disabled  Retired  Other ______________________________ 

Employer: __________________________________________________________ Employer Phone: (______)______-________ 

Are you a student?  Yes  No Name of School: _________________________________________________________ 

Spouse’s Name: __________________________________ SS#: _______-_______-__________ Date of Birth: ____/_____/______ 

Emergency Contact: ________________________________ Phone: (_____) _______-_______ Relation to Patient: _______________ 
 
 

If the patient is a minor under age 18, please list the responsible party. 

Last Name: _________________________ First Name: _____________________ Relation to Patient: _____________ 

Sex:  Male  Female SS#: __________-________-___________ Date of Birth: ______/______/______ 

Address: _________________________________________ City: __________________ State: _____ Zip: _______ 

Home Phone: (______)_______-_________ Cell Phone:(______)_______-________ Other:(_____)______-_______ 

Marital Status:    Single  Married  Divorced  Widowed  Other __________________________ 

Are you employed?  Yes  No  Disabled  Retired              Other __________________________ 
Employer: ____________________________________________________ Employer Phone: (_____) _____-______ 

 
 
 
 

Medical Insurance Information 

Primary Insurance Company: _________________________________________ Phone: (_____)_______-________ 

Claims Address: ____________________________ City: ________________________ State:______ Zip: ________ 

Subscriber ID / Policy Number: ____________________________ Group Number: _____________________________ 

Name of Insured: ______________________________________________ Insured DOB: _______/______/_______ 

Insured’s SS#: _________-_______-___________ Insured Employer: ______________________________________ 
 
 
 
 

Secondary Insurance Company: _______________________________________ Phone: (_____)_______-________ 

Claims Address: ____________________________ City: ________________________ State:______ Zip: _________ 

Subscriber ID / Policy Number: ____________________________ Group Number: _____________________________ 

Name of Insured: ______________________________________________ Insured DOB: _______/______/_______ 

Insured’s SS#: _________-________-__________ Insured Employer: ______________________________________ 

        3/09                               
 

Please Continue on Other Side  

OrthoNeuro             SpineMed            SportMed           WorkMed 

 
A Multi-Specialty Center of Excellence 



For Workers’ Compensation Claims – Please complete the following: 

Employer at time of injury: ____________________________________________ 
Date of injury: 
______/______/_____ 

Address: _________________________________ City: _____________________ State: ______ Zip: ________ 

Name of Workers’ Comp Insurance Co: ______________________________________ CLAIM #: _________________ 

Contact Person: _______________________________________________________ Phone: (_____) _____-______ 

Doctor of record for this claim: _______________________________________________________________________ 
 
 
 

For Auto, or “Other” Insurance Claims – Please complete the following: 

Date of Accident or Injury: _____________________________________ CLAIM #: ____________________________ 

Auto or “Other” Insurance Company: ___________________________________ Phone: (______) ______-________ 

Claims Address: _____________________________ City: ______________________ State: ______ Zip: _________ 

Adjuster’s Name: ______________________________________________ Phone: (______) ______-_________ 
 
 
 

 
Is the patient allergic to any medications?  Yes  No     If yes, please list: _________________________________ 
 
 
_____________________________________________________________________________________________________________________________ 

 
 
 

How did you hear about us? 
  Yellow Pages   Friend / Family Member / Patient 

  Internet Website   Advertisement 

  Physician (please complete below)   Other __________________________________________ 

                Referred By: __________________________________________________ Phone: (______) ______-________ 

Do you have a Primary Care Physician (PCP)?  Yes              No      

Primary Care Physician: _____________________________________________ Phone: (______) ______-________ 
 
 
 

 

If you have any questions, or are not sure how to answer any of these questions, please do not hesitate to ask for help. 
 

Is this visit related to an accident or injury?        Yes   No 
Is this visit related to an accident, injury or otherwise, related to your workplace?    Yes   No 
Is this visit related to an accident or injury at a school event?      Yes   No 
Is this visit related to an auto accident or injury?        Yes   No 
Is this visit related to an accident or injury other than auto, employment, or school event?   Yes   No 
 

If yes, please describe: ___________________________________________________________________________ 
____________________________________________________________________________________________ 
 
 

 

I hereby authorize my insurance carrier to pay medical and/or surgical benefits directly to OrthoNeuro Consultants.  I authorize OrthoNeuro Consultants to release 
any information, acquired in the course of my treatment, needed for my medical insurance claim(s). A photocopy of this authorization is to be considered valid as 

the original until revoked by me in writing.  I understand that I am financially responsible for all charges made to my account whether or not an insurance company, 
attorney or other third party payor is involved with payment. I understand that I am responsible for all co-payment and co-insurance amounts, non-covered supplies 

and services, and yearly deductibles.  I understand that copays are expected at the time services are rendered. 
I certify that the above information is correct to the best of my knowledge. 

 
Patient Signature:           Date:       
 
 

Parent / Guardian Signature:         Date:       
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OrthoNeuro 
 
Please fill out the following except for sections marked “physician comments”.  Please fill out all 3 pages. 
 
Name:_____________________________Date Seen:___________Social Security #___________________ 
 
Age:_____ Birth Date:__________ Sex:   M    F  Right or Left handed 
 
Please comment briefly on the nature of today’s visit (1 to 2 sentences only): 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
(Physician Comments) 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
Review of Systems       Yes No 
Do you have a fever?    ………………………………___ ___ 
Do you have a skin rash?  ………………………………___ ___ 
Any changes in skin, hair, or nails? ………………………………___ ___ 
Do you sweat heavily at night? ………………………………___ ___ 
Do you have any visual problems? ………………………………___ ___ 
Do you experience dizziness or lightheadedness? ………………___ ___ 
Have you recently passed out? ………………………………___ ___ 
Do you have problems with balance? ………………………………___ ___ 
Do you have ear pain or fullness? ………………………………___ ___ 
Do you have hearing problems? ………………………………___ ___ 
Do you have ringing in your ears? ………………………………___ ___ 
Do you have chest pain?  ………………………………___ ___ 
Does your heart race or skip beats? ………………………………___ ___ 
Do you have shortness of breath? ………………………………___ ___ 
Do your ankles swell?   ………………………………___ ___ 
Do you cough up phlegm or blood? ………………………………___ ___ 
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Review of Systems Continued     Yes No 
Any pain in your abdomen?  ………………………………___ ___ 
Do you have nausea or vomiting? ………………………………___ ___ 
Do you suffer from constipation or diarrhea?  ………………___ ___ 
Do you have burning or pain on urination?  ………………___ ___ 
Do you urinate frequently?  ………………………………___ ___ 
Do you have sexual dysfunction?  ………………………………___ ___ 
Do you have weakness in the arms or legs?  ………………___ ___ 
Do you have tingling/numbness of the arms or legs? ………………___ ___ 
Do you suffer from headaches or facial pain? ………………___ ___ 
Do you suffer from neck or back pain?  ………………___ ___ 
Do you have joint pain or swelling? ………………………………___ ___ 
Do you often feel depressed?  ………………………………___ ___ 
Do you often feel anxious or nervous?  ………………___ ___ 
Do you have problems falling or staying asleep? ………………___ ___ 
Do you have problems with your memory?  ………………___ ___ 
(Physician Comments) 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 

Do you suffer from any of the following conditions? 
__________High blood pressure  __________High cholesterol  __________Cancer 
__________Diabetes    __________Stroke   __________Heart disease 
__________Depression   __________Thyroid disease  __________Blood  clots 
__________Anxiety    __________Arthritis   __________Ulcers/GI reflux  
__________Migraines   __________Seizure   __________Lung Disease  
Please list any other medical conditions. 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Past Medical History 

 

Please comment on any close relatives with the following illnesses.  
Include which side of the family (ie. Mother’s Brother, Father’s Mother) 

Family History 

Condition  Relation   Condition   Relation
____Headaches  _______________  ____Cerebral aneurysm _______________ 
____Stroke  _______________  ____Cancer   _______________ 
____High Blood Pressure _______________  ____Diabetes   _______________ 
____Lung Disease  _______________  ____Seizures   _______________ 
____Depression  _______________  ____Anxiety   _______________ 
____Blood Clots  _______________  ____High Cholesterol  _______________ 
____Arthritis  _______________  ____Other_________  _______________ 
____Other_________  _______________  ____Other_________  _______________ 
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___Single ___Married  ___Divorced  ___Separated  ___Widowed 
___Children Ages: __________________________________________________________________ 
I have smoked about _____ packs of cigarettes per day for the last_____years. 
I consume about ______alcoholic drinks per DAY / WEEK / or MONTH. 
I drink about _____cups of coffee or tea and____sodas per day. 
 
Please list all prescription medications that you are currently taking and for what medical problem. 

Social History 

Medication  Dose (mg)  How often?   Medical problem 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Please list over the counter medications that you are currently taking and for what medical problem. 
Medication  Dose (mg)  How often?   

 

Medical problem 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Do you have any allergies to medication?  (Please list) 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Please list any tests related to your visit previously performed.  (indicate where and when) 
____MRI  (Head / Neck / Low back)___________________________________________________ 
____Cat Scan (Head / Neck / Low back)___________________________________________________ 
____EEG ________________________________________________________________________ 
____EMG ________________________________________________________________________ 
____Other ________________________________________________________________________ 
____Other ________________________________________________________________________ 
 

Data 
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