The Back Clinic, Inc. _

5550 Kirkwood Highway Wilmington DE 19808 ri PO

Phone 302-995-2100 Fax 302-998-3104 é; ACK
I

Personzl Data LINIC e
1. Are you currenty warking? Oyes DOno o PR i
2. If yes, please give your ccoupation and describe physical demands.

Complaint
1. What is your main cemplaint or problem?

2. Itis important that we have a measurae of your pain.
Please rate the leval of your pain on a scale

of 1 ta 10.

1 2 3 4 5 6 7 B 9 10
hild Moderate Extremsa
discomfort pain agarny

9 Please incicate painful sreas by shading these modsls,

4. Which of these words describe your pain?
{Check all that apply.)
[ sharp Oout O Buming [ Aching
L] Tingling Clnume [l constant

(I variable ] Radiating (moves] .
5. Are there any positions or activities that make your pain worse?

§. Are there any positions or activities that lessen your pain? -

History
Haw did your problem start?

What tests or treatment have you had for this problem?

List anv/all medications you are currently taking:

Are vou allergic to any medications?

List any surgeries:

Other Medical Conditions

Are you aware ul’}rn_ur Diagnesis? YES = NO Are vou aware of your Prognosis? YES MO
[ hereby agree and give my consent to medical treatment in treating my physical condition. [ authorize release of any medical information needed to
process my clam. [ understand that Tam responsible for any charges that are nol coverad by my INSUrANCE carrier. Furthermore, | understand that [ am
responsible to inform the office of any changes that oceur. [ authorize release of pay ment d}rccti;-' o The Back Clinic, Ine n:gur,ditss of parnerpation in or

c;uttnr-nclwnrk.ﬁhal!Jd [ defauit on my financial respensibility and collection action is necessary, [will be responsible for collection costs that are jncurred
Patent/Parent/Croardian Siznature: Date: -

[ acknowledge that | have seen the “Notice of Privacy Practices.™ [ understand that I may ask questions about the
“Motice of Privacy Practices™ al any time.

Patient/Parent'Guardian Signature: Date:
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