
w h o  should we contact?- 

Relation:- 

Home Phone #: Work Phone #: ____ 

Who is  your Medical Doctor? 

o you have or ever had any of the following diseases or conditions? 
N Heart Attack / Strolte Y N Heart Surg [Pacemaker Y N Heart Murmur 
N Congenital Heart Defect Y N Mltral Valve Prolapse Y N Art~flclal Valves 
N Alcohol I Drug Abuse \I M Venereal Disease Y W Hepatit~s 

Y N Shrngles Y N Cancer 
N Frequent Neclt Pam Y N Emphysema I Glaucoma Y N Anemla 
N HlghlLow Blood Pressure Y N Psychlatrlc Problems Y N Rheumatic Fever 
N SevereIFrequent Headaches Y N K~dney Problems Y N Ulcers / Col~tls 
N FaintingISeizureslEpilepsy Y M Slnus Problems Y N Asthma 
N Diabetes / Tuberculosis Y N Difficulty Breathing Y M Chemotherapy 

Y N Lower Back Problems Y N Artif~cial Bones I Joints Y N Arthr~tis 
Please l ~ s t  any other serlous med~cal  cond~t~on(s) you have or ever had: 

I 
Please list anything that you may be allergic to: 

--- 

List previous surgeries/treatments with dates: I 
List any past serious accidents with dates: 

- --- 

Family Health History: 

Do you: Take Supplements or Vitamins? Dyes Ll No 1 Exercise? a y e s  Q No 

Are you on a special diet: U Yes B No / Since: / 1 

Do you smoke? Ll No Yes 1 How Much? How Long? 

Are you wearing: L3 Heel Lifts 9 Sole lifts 9 lnner soles Arch supports 

Billing Address:- . 

Work Phone#: 
D CASH Check 

--f-- _i_ 
Credlt Car - Enter card # above (if accepted) 

hereby authorize assignment of 
y insurance rights and benefits 
the provider for services ren- 

What IS the age of your mattress? Is it comfortable? LJ Yes U No 

For women: Are you taking Birth Control? Ll Yes D No 

Are you Pregnant? No 1l Yes/How long7-- I\lurslng? B Yes C'l No I 

- - 
( : j t G u  to d~scuss w~th us any questions regard~ng our servlces The best health servlces are based on a irlendly, mutual 

understanding between provrder and patlent. 
I 8 Our pollcy requires payment In full for all servlces rendered at the time of vlsrt, unless other arrangements have been made w~th 

the buslness manager If account IS not pald w~thln 90 days of the date of servlce and no flnancral arrangements have been 
made, you w~ll be responsible for legal fees, collection agency fees, and any other expenses Incurred ~n collecting your account 

1 !3 I authorrze the staff to perform any necessary servlces needed durlng dlagnosls and treatment. I also authorize the provlder 

1 and or managed care organlzatlon, to release any lnformatlon requlred to process Insurance clalms 
i> I understand the above ~nformat~on and guarantee th~s form was completed correctly to the best of my knowledge and / understand lt IS my respons~b~llty to Inform this offlce of any changes to the lnlormat~on I have provlded 

Signature i Adull Palenl A Parent or Guardfan U Spouse 
p---p-p-p----- 

b s t  lmprrssion Forms, lnc. 1-800 99FORMS FORM # 1 MCAI .6 Copyrigl~t 02001 I 


