
SPINE & SPORT 

 
REGISTRATION FORM 

Referring Physician:______________________________ 
 

Date Last Seen:__________________________________ 

      Primary Care Physician:___________________________ 
 

      Date last Seen:__________________________________ 

PATIENT INFORMATION 
Marital Status (circle one) 

Single   / Mar   / Div   / Sep   / Wid 
Mr. 

Mrs. 

Ms. 

Miss. 

Patient’s Last Name:_______________ First:___________________ 

Middle:__________________________________________________ 

     Is this your legal name?    If not, what is your legal name? 
 

Yes          No                   

Social Security Number: 

 

Birth date:  
    

   /        /  

Age: 

 

Sex: 

M              F 

Street Address:  Cell Phone: 
 

(           )  

Home Phone: 
 

(           )       

Mailing Address:           City:                  State:  Zip Code:                                               

      

Occupation:  Employer:  Employer Phone Number:  
 

(           )    

                                        

      

Chose clinic because/ Referred to clinic by (please check one box):  .                

Dr Insurance Plan                Hospital                Family  Close to home/ work                Yellow Pages                Other  

Other family members seen here:_____________________________                                         

      

   How would you like to be contacted? (Please check one box):  

 

Mail                                                                                                                                                        E-Mail:  

INSURANCE INFORMATION 
(Please Give Insurance Card & Picture ID to Receptionist) 

Date:       /        /      

 RELEASE OF MEDICAL RECORDS 

I am hereby authorizing Spine & Sport to request on my behalf, Medical Records and/ or Health Information from past/ current physicians. 

I understand that may revoke this authorization, in writing, at any time. Disclosure of my medical records by those receiving the above  

authorized information may be accomplished without my further written authorization. Without my written revocation, the authorization 

will automatically expire upon satisfaction of the need for disclosure.    

Patient/ Guardian Signature_______________________  Relation to Patient:____________________________     
 

                                                                                                                      Date:____________________________ 

         Name of local friend or relative (not living at the same address): _____________________________________________________________ 

 

         Relationship to patient:________________________________________________________________________________________________ 

 

         Home Phone: (         )                                                                           Work Phone:  (          )                                      

IN CASE OF EMERGENCY 

 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician.                          

I understand that I am financially responsible for any balance. I also authorize Spine & Sport or the insurance company to release any  

information  required to process my claims.   

Patient/ Guardian Signature:___________________________________________________________________ 

Date:____________________________ 



SPINE & SPORT 
Date:___________________

MEDICAL SCREENING FORM 
Circle YES or NO… 

Have you or any immediate family members ever been 
told you have …                              Self                  Family  

Cancer? …………………...yes...no               yes...no  
Diabetes?.............................yes...no               yes...no 
High blood pressure?...........yes...no               yes...no 

           Heart disease?......................yes...no               yes...no 
           High Cholesterol?................yes...no               yes...no 
          Angina/chest pain?...............yes...no               yes...no 
           Stroke?.................................yes...no               yes...no 
           Osteoporosis………………yes...no               yes...no 
          Osteoarthritis? ……………..yes...no              yes...no 
          Rheumatoid arthritis?............yes...no              yes...no 
 
 
In the past 3 months have you had or do you  
experience: 
A change in your health?...........................................yes...no 
Nausea/Vomiting? …………………………………yes...no 
Fever/chills/sweats?...................................................yes...no 
Unexplained weight change?.....................................yes...no 
Numbness or tingling?...............................................yes...no 
Changes in appetite?..................................................yes...no 
Difficulty swallowing?..............................................yes...no 
Changes in bowel or bladder function?.....................yes...no 
Shortness of breath?..................................................yes...no 
Dizziness?..................................................................yes...no 
Upper respiratory infection? ……………………….yes...no 
Urinary tract infection?..............................................yes...no 
 
 

Circle YES or NO 
Do you have a history of:  
Allergies/Asthma? …………………………………yes...no 
Headaches?................................................................yes...no 
Bronchitis? …………………………………………yes...no 
Kidney disease?.........................................................yes...no 
Rheumatic fever? …………………………………..yes...no 
Ulcers? ……………………………………………. yes...no 
Sexually transmitted disease?....................................yes...no 
Seizures?....................................................................yes...no 
 
 
Are you currently: 
Pregnant?...................................................................yes...no 
Depressed?.................................................................yes...no 
Under Stress?.............................................................yes...no 

 
Are your symptoms: (check one) 

Getting worse          The same          Improving 
 

How are you able to sleep at night? (check one)             
Fine              Moderate difficulty                Only with medication 

 
Do you have a problem with?... (check all that apply) 

Hearing                         Vision 
Speech                          Communication 
Energy                                Focusing  

 
Do you or have you in the past smoked tobacco? 

Circle YES or NO 
If yes, how many packs?____________________________ 
How many years?_________________________________ 
When was your last use of tobacco____________________ 
 
Do you drink alcoholic beverages? 

Circle YES or NO 
If yes, how many drinks do you routinely have per week?            
__________________ per week.  
 
Date of last physical examination___________________ 
List medications currently using:___________________  
_______________________________________________
_______________________________________________ 
List any vitamins/supplements currently using:_______ 
_______________________________________________
What brand?:___________________________________ 

Please Circle All That Apply: 
 

Arthritis                                                 Heart Disease 
Children’s Health                                  Men’s Health 
Vision                                                    Weight Loss  
 
  
High Cholesterol                                    Sleep Difficulty  
Memory & Focus                                   Tiredness/ Fatigue 
Osteopenia/ Osteoporosis                       Women’s Health  
Prenatal 
      
      

Would you like to talk with our AmeriSciences Vitamin  
Product Specialist about  

preventing or treating any of the following issues below 
through vitamin supplementation? 
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