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New Patient Questionnaire
Personal Information
Last Name: __________________ First Name: ______________________ M.I.: ____ 
Date of Birth: ______________________ Email address: _____________________________________
Home/Cell Phone: ____________________________ Work Phone: ____________________________
Address: ____________________________________City/State/Zip_____________________________
Sex: Male   Female	Marital Status: Single/Married/Partner/Widowed/Divorced/Separated
How did you find us? __________________________________________________________________
[bookmark: _GoBack]Social Security#: ______________________ 	DL#/ State: ___________________________________
Emergency Contact Name and Relationship: __________________________ Ph. #: _______________
Patient Employer: __________________________________ Work Email: ________________________
Employer Address: __________________________________ City/State/Zip: _____________________
Insurance Information
Circle Patient’s Relationship to Insured:
Self	Spouse		Parent		Other		Not Using Insurance
Cardholder’s Name and Date of Birth, if other than self: ____________________________________
Insurance Company: __________________________________________ Ph.: ____________________
ID#: __________________________ Group/Policy #: ______________________
Legal Information
Is your reason for visit related to or the result of an auto-accident, work related injury or other personal injury someone else might be legally liable for?  Yes  No  Initial:_______________
Attorney Information, if applicable: ____________________________________ Ph.: _______________
Do you have an implant or pace-maker? Yes  No  	Females: Pregnant?: Yes   No
**Occasionally equipment and/or supplies are given to you that are not covered under your insurance plan and therefore you are responsible for payment.  Please remember that you are financially responsible for the services rendered.  Patients are responsible for their co-payment and deductible amounts.  

Would you want progress notes sent to your rehabilitation specialist or any other physicians other than your referring physician?  If so, please sign in the space provided. Signature_____________________

Patient or authorized person's signature.  I authorize the release of any medical information necessary to process this claim.  I authorize payment directly to Evolution Spine & Sports Therapy, LLC for medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic.  I understand that I am financially responsible for charges not covered or reimbursed by third party payers, (Medicare, group/private insurance.)   

Signed: _____________________________________        Date: ______________________________          
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