
PATIENT REGISTRATION 

NAME: ___________________________________________________________________________________  S.S.#:_______________________________________
    (LAST)   (FIRST)    (INITIAL) 

ADDRESS: __________________________________________________________________________________________________________________________________ 
(STREET) (CITY) (STATE) (ZIP) 

OCCUPATION: _______________________________  EMPLOYER: _________________________________________________________________________________ 

HOME PHONE: (______)_______________________       WORK PHONE: (______)_______________________      CELL PHONE:(_____)_______________________ 

EMAIL:  ______________________________________________________________________ 

MARITAL STATUS:       S       M       W      D                  BIRTH DATE: ______/______/______     AGE: _________        SEX:      M       F 

RACE:          WHITE  AMERICAN INDIAN OR ALASKA NATIVE  ASIAN  AFRICAN AMERICAN  NATIVE HAWAIIAN OR PACIFIC ISLANDER 

ETHNICITY:  NOT HISPANIC OR LATINO  HISPANIC OR LATINO 

PREFERRED LANGUAGE:          ENGLISH            SPANISH  OTHER __________________________ 

EMERGENCY CONTACT: ___________________________________________  RELATION: ___________________   PHONE:  (______)________________________

PRIMARY CARE  PHYSICIAN: ________________________________________________________  PHONE # ______________________________________________ 

IF ON MEDICARE IS IT YOUR PRIMARY COVERAGE?         Yes         No  

PRIMARY INSURANCE 

INSURED NAME: __________________________________________________________ s.s.#:__________________________  BIRTH DATE: ______/______/______
    (LAST)   (FIRST)   (INITIAL) 

INSURANCE CARRIER: ________________________________________________________   POLICY # _____________________  GROUP #____________________ 

CARRIER ADDRESS: _________________________________________________________________________________________________________________________ 
(STREET) (CITY) (STATE) (ZIP) 

PHONE: (______)___________________  FAX: (______)_____________________ CONTACT PERSON: ___________________________________________________ 

SECONDARY INSURANCE 

INSURED NAME: __________________________________________________________ s.s.#:__________________________  BIRTH DATE: ______/______/______
    (LAST)   (FIRST)   (INITIAL) 

INSURANCE CARRIER: ________________________________________________________   POLICY # _____________________  GROUP #____________________ 

CARRIER ADDRESS: _________________________________________________________________________________________________________________________ 
(STREET) (CITY) (STATE) (ZIP) 

PHONE: (______)___________________  FAX: (______)_____________________ CONTACT PERSON: ___________________________________________________ 

ADVANCED DIRECTIVE (LIVING WILL) 

DO YOU HAVE AN ADVANCED DIRECTIVE? YES  NO 

WOULD YOU LIKE TO KEEP A COPY ON THE CHART? YES  NO 

PAYMENT AUTHORIZATION 

I authorize the release of any medical or other information necessary to process all claims.  I also request payment of government benefits either to 
myself or to the party who accepts assignment.  I authorize payment of medical benefits to the physician.  I further authorize the release of any 
and all medical or other information related to such services to my insurance carrier in order to determine benefits due me.  I agree to be  
personally and fully responsible for payment for medical services rendered.  I understand that any balances not paid in a timely fashion are subject 
to additional financial and/or collection charges.  I understand that if I cancel a clinic appointment, it must be within regular clinic hours at least 
one clinic day prior to my appointment, or a fifty dollar surcharge will be required prior to attending any future appointments.  I consent to receive 
calls from Advanced PainCare for my protected healthcare and other services at the phone number(s) above, including my wireless number. 

PATIENT SIGNATURE  ___________________________________________________  DATE: _________________________ 



FINANCIAL POLICY 

You are financially responsible for the medical services you receive.  Please review our policies below 
and print and sign your name at the end to indicate your agreement to these terms. 

APPOINTMENTS 

1. Copayments for clinic visits are due at the time of service.  If you are unable to make your
copayment at that time, Advanced PainCare reserves the right to reschedule your appointment until 
such time you are able to make your copayment.  Payment for any outstanding balance is due at your 
appointment unless previous payment arrangements have been made with the billing department. 

2. Procedure Prepayment. Advanced PainCare collects your payment for a procedure at the
time of service.  Your prepayment is based on an estimate of your expected financial responsibility. This 
is an estimate only. You are responsible for any unpaid balance after your insurance (If applicable) has 
been billed.  In the event of an overpayment you may request a refund once we have received 
payment from your insurance carrier.  We reserve the right to reschedule your procedure until pre-
payment has been made. 

3. Missed Appointments and Late Arrivals. If you are more than 15 minutes late, we may
reschedule your appointment.  Missed appointments are subject to a $50 No Show Fee. This fee is your 
responsibility and will not be billed to your insurance company. 

INSURANCE PAYMENTS 

4. Financial Responsibility.  Your insurance policy is a contract between you and your insurance
carrier.  You are ultimately responsible for payment-in-full for all medical services provided to you.  Any 
charges not paid by your insurer will be your responsibility, except as limited by our contract (if any) with 
your insurance carrier. 

5. Coverage Changes and Timely Submission.  It is your responsibility to inform us in a timely
manner of any changes to your billing or insurance information.  There is a time limit within which 
Advanced PainCare must submit a claim on your behalf to your insurer.  If Advanced PainCare is 
unable to submit your claim within this period because we have not been supplied with your correct 
information, you will be responsible tor the charges.  If your plan changes, or your insurer changes and 
we are not a contracted provider for that plan or insurer and we were not advised of this change prior 
to services being rendered, you will be responsible for all charges. 

6. Self-Pay.  If you do not have health insurance, or if your health insurances will not pay for
services rendered by Advanced PainCare, you are considered a Self Pay patient.  Your charges will be 
based on our current Self-Pay fee schedule (Available by request). Self Pay patients are expected to 
make payment in full at the time of service. 
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BENEFITS AND AUTHORIZATION 

7. Insurance Plan Participation.  We participate in many, but not all insurance plans.  It is your
responsibility to contact your insurance company to verify that Dr Fishell participates in your plan.  Out 
of network benefits usually have higher deductibles and copayment. 

8. Referrals and prior authorization requirements vary widely among insurance carriers and plans.
If your carrier requires a referral for you to be seen by Advanced PainCare, it is your responsibility to be 
aware and to obtain this referral or authorization. 

9. Prior Authorization and Non-Covered Services.  Advanced PainCare may provide services that
your insurance plan excludes or that require authorization.  It is ultimately your responsibility to ensure 
that services being provided to you are a covered benefit and authorization has been obtained.  
Advanced PainCare, as a courtesy to our patients makes a concerted effort to determine if the services 
we order are covered by your insurance plan, and if so, whether or not prior authorization for treatment 
is required. If authorization is needed, we will request this on your behalf. 

10. Out of Network payments. If we are not part of your insurance carrier’s network and your
insurance carrier pays you directly, you are solely responsible for payment and agree to forward the 
payment to Advanced PainCare immediately. 

ACCOUNT BALANCES AND PAYMENTS 

11. Reassignment of Balances.  If your insurance company does not pay within a reasonable
time, we may transfer the balance to your responsibility. Please follow up with your insurance carrier to 
resolve non-payment issues.  Balances are due within 30 days of receiving a statement. 

12. Collection of Unpaid Accounts. If you have an outstanding balance over 120 days old and
have failed to make payment arrangements (or become delinquent on an existing payment plan), we 
may turn your balance over to a collection agency, which may result in reporting to credit bureaus.  
Advanced PainCare reserves the right to refuse treatment to patients with outstanding balances over 
120 days old.   

13. Returned Checks will be subject to a $25 returned check fee.
14. Refunds for overpayment are made only after there has been full insurance reimbursement

for all medical services on your account. 
15. Statements. Charges shown by statement are agreed to be correct and reasonable unless

protested in writing within thirty (30) days of the billing dates. 

AGREEMENT AND ASSIGNMENT OF BENEFITS 

I have read and understand the financial policy of Advanced PainCare, and I agree to abide by its 
terms.  I hereby assign all medical and surgical benefits and authorize my insurance carrier(s) to issue 
payment directly to Advanced PainCare.   I understand that I am financially responsible for all services I 
receive from Advanced PainCare.  This financial policy is binding upon you and your estate, executors 
and/or administrators, if applicable. 

Print Name: ____________________________________ 

Signed: ________________________________________ 
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Patient Rights and Responsibilities 
As a patient, you have the right: 

● To be treated with respect and courtesy, including recognition of  personal
beliefs and values.

● To receive care in a setting and environment committed to patient safety.

● To privacy and confidentiality.

● To coordination and continuity of your health care.

● To know the identity of physicians and others involved in your care.

● To information presented in terms you understand, including treatment and

care options.
● To be involved in decisions regarding your health care plan.

● To access health care records according to the Advanced PainCare Notice

of Privacy Practices.
● To be heard if problems, complaints or grievances arise.

● To be informed of charges for services as well as payment options.

As a patient, you have a responsibility: 

● To provide complete medical information to your health care providers,

including a list of medications and devices for each visit.
● To ask questions so that you have a clear understanding.

● To make informed decisions.

● To report any changes in your health and medications.

● To report any changes in your  health insurance plan and contact

information, ie: address, phone numbers.
● To understand your health problems and to follow agreed upon plans and

instructions for your care.
● To recognize the impact of your lifestyle choices on your personal health.

● To keep schedule appointments on time, or reschedule in a timely manner.

● To respect the rights, privacy and confidentiality of other patients and clinic

personnel.
● To accept financial obligations and understand your own health insurance

benefits.
● To treat Advanced PainCare staff and providers with respect and courtesy.

Print Name  _______________________________________    Date  _____/_____/_____ 

Signature    ________________________________________ 

Michael Fishell, M.D. 
2865 Siena Heights Drive, Suite 120 

Henderson, NV   89052 
(702) 932-0606

FAX: (702) 932-0605 



I,_______________________________________, by signing this authorization am authorizing 
    (Patient Name) 

confidential communication of my health information to the following recipients: 

Name:       Relationship:___________________________ 

Name:       Relationship:___________________________ 

Name:        ______  Relationship:___________________________ 

Name:       Relationship:___________________________ 

 Medical Provider involved in my care___________________________________________ 

 The type and amount of information to be disclosed is as follows: 

 Complete Health Records 
 Physical Exams 
 Lab Results 
 Consultation reports 
  Appointments 
 Billing Information 
 Procedure reports 

 I understand I have the right to revoke this authorization at any time by submitting the 
request in writing to Advanced PainCare. 

Patient Signature: _____________________________________________  Date: _____/_____/_____ 

Print Name:  ___________________________________________  Date of Birth: _____/_____/_____ 

Effective Date:  _____/_____/_____ 

MICHAEL FISHELL M.D 
2865 Siena Heights Drive, Suite 120 

Henderson  NV  89052 
(702) 932-0606

Fax: (702) 932-0605 

PATIENT AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 



Office Hours: Monday through Thursday 
8:00 am to 5:00 pm 
CLOSED ON FRIDAY 

PHONE SYSTEM MESSAGING 

In an effort to provide a high standard of care and service to our patients 
we are currently using a patient call phone messaging system.   

When you call Advanced PainCare at 932-0606  
you will hear the following greeting: 

Thank you for calling Advanced PainCare, the office of Dr. Michael Fishell. 

Please listen carefully to the following options: 

● If this is a medical emergency, please hang up and dial 911.

● If you know your parties extension, please dial it now.

● To better serve you, please choose from the following options:

∙ If you have recently had a procedure and have a question regarding that procedure Press 1

∙ If you are a new patient calling to schedule an appointment Press 2

∙ For medical assistant messaging including medication refill request Press 3

∙ For procedure scheduling Press 4

∙ For billing questions Press 5

∙ For medical records Press 6

∙ All other calls Press 0

Timely response will best be obtained by  
leaving a message on the appropriate extension.   

Please leave only one message with your name, best number to reach you at and a brief message.  
Duplicate messages only encumber the system and take valuable time  

that could be better used in our follow up response.   
We thank you in advance for your cooperation in participating in our phone messaging procedure  

to provide a high standard of care and service to you. 

ANSWERING SERVICE 
After hours, Fridays, weekends, holidays 

answering service WILL NOT TAKE GENERAL MESSAGES. 
This service is only for those who recently had a procedure and 

have a question regarding that procedure. 



MICHAEL FISHELL M.D 

2865 Siena Heights Drive, Suite 120 
Henderson NV 89052 

Notice of Privacy Practices 

Patient Acknowledgement 

I have received this practice's Notice of Privacy Practices written in plain language. This Notice provides in de
tail the uses and disclosures of my protected health information that may be made by this practice, may indi
vidual rights and the practices legal duties with respect to my protected health information. The Notice in
cludes: 

• A statement that this practice is required by law to maintain the privacy of protected Health Information.

• A statement that this practice is required to abide by the terms of the notice currently in effect.

• Types of uses and disclosures that this practice is permitted to make for each of the following purposes:
treatment, payment, and health care operations.

• A description of each of the other purposes for which this practice is permitted or required to use of
disclose protected health information without my written consent or authorization.

• A description of uses and disclosures that will be made only with my written authorization and that I may
revoke such authorization.

• My individual rights with respect to protected health information and a brief description of how I may
exercise these rights in relation to:

- The right to complain to this practice and to the Secretary of HHS if I believe my privacy rights have been
violated, and that no retaliatory actions will be used against me in the event of such complaint.

- The right to request restrictions on certain uses and disclosures of my protected health information, and
that this practice is not required to agree to a requested restriction.

- The right to receive confidential communications of protected health information.

- The right to inspect and copy protected health information.

- The right to amend protected health information.

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of the Notice of Privacy Practices from this practice upon request.

This ��actice res�rves the right to change the terms of its Notice of Privacy Practices and to make new 
prov1s_1ons, effective fo� all protected health information that it maintains. I understand that I can obtain this
practices current Notice of Privacy Practices on request.

Patient Name  _______________________________________    Date  _____/_____/_____ 

Signature: ___________________________________________________  Date: _____/_____/_____

Relationship to patient (if signed by a personal representative of the patient) ____________________________



I understand I have the right to revoke this authorization at any time by submitting the 
request in writing to Advanced PainCare. 





PERSONAL INJURY INTAKE FORM 

NAME: _________________________________  AGE: _____ DATE: _____________ 

COLLISION INFORMATION: 
Date of Collision: ___/___/___ Time  of Collision: _________        AM      PM    

The Weather Conditions were:     Sunny      Raining      Snowing      Foggy 

The Road was:  Dry      Wet     Icy 

Light of Day: Dawn      Day      Dusk      Night 

Your Vehicle: Year ___________ Make ___________ Model ______________  

Collision Type:      Rear Ended      Head-on      Broad-sided      Side swiped 

Damage to your vehicle: $_______________ Drivable      Towed Away 

Have you had your car repaired yet?      Yes      No     (If Applicable) 

Other Vehicle: Year ___________ Make ___________ Model ______________

Other Vehicle Damage:      Mild      Moderate      Severe      Drivable      Towed Away 

Unusual circumstances: (please note)

(i.e.: was anyone drunk, under the influence, emotionally unstable, speeding, out of control etc.) 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Did you take Pictures? Yes      No     

(If so, of what)  My car       Other Car(s)       Accident Scene       Injured Body Part(s) 

COLLISION SPECIFICS: 
Were you the:  Driver      Passenger 

If passenger, where were you sitting:      Front Seat     Back Seat 

Right Side      Left Side 

Were you wearing your seatbelt: Yes      No 

Did the airbag deploy: Yes      No 

Impending Collision, were you: Aware      Unaware 

        Braced     Not brace 

Right hand: Steering wheel       Center console      In Lap      Door ledge      Other: ___________ 

Left hand: Steering wheel       Center console      In Lap      Door ledge      Other: ___________ 

Right foot: Gas Brake Floor board Fire wall Other: ____________________ 

Left foot:   Gas Brake Floor board Fire wall Other: ____________________ 

Head position:   Straight ahead turned left turned right bent down bent back 

Torso position:     Straight ahead turned left turned right bent down bent back 

Head rest position: lowest positon  middle position  highest position 

Seatback position: straight up-right  slight recline  full recline 

 
 BP:  ________ 

HR:  ________ 

RR:  ________ 

WT:  ________ 

HT:   ________ 

-OFFICE USE-



Did any part of your body strike anything inside of your car:  Yes No 

(If Yes) What body part: _____________ What area of the car? _____________ 

Were any inside parts of your vehicle displaced or broken: Yes No 

(If Yes) List Parts: _________________________________________________________ 

Were any personal items displaced or broken: Yes No 

(If Yes) List Items: _________________________________________________________ 

Did you experience:      Shock      Loss of Consciousness      Whiplash      Other _____________

Describe Collision: _____________________________________________________________________

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Draw a picture / Diagram of collision: 

IMMEDIATE LAW ENFORCEMENT 
FOLLOWING THE COLLISION: (Mark a ✓ on each that applies)

  Police were called   No police, we just exchanged information 
  I was ticketed for the accident   A Police report was done at the scene 
  I have copy of the police report   Police Department: _________________________ 
  Police showed to the scene   Hit & Run, no information to exchange 
  Other party was ticketed   I filed a police report on my own 

 Officer's name: _________________________ 

WITNESSES: 
Was anyone else in the car with you:      Yes No    (If Yes) Who: ___________________ 

Did any other person witness the accident?      Yes      No   (If Yes) Who: _____________



IMMEDIATE MEDICAL HELP 
FOLLOWING THE COLLISION: (Mark a ✓ on each that applies)

  Ambulance / Paramedics were called 
  I was treated at the scene 
  I was transported to Hospital by Ambulance 
  Even though offered transport I opted not to: Why? __________________ 
  I went to the Hospital       on my own       via friend      via family: When? __________________ 

X-rays/MRI were done at Hospital: What body area: __________________
Medication was prescribed by the Hospital: What: __________________
Follow-up care was recommended: What: __________________

Name of Ambulance: _________________________________ 
Name of Hospital: _________________________________ 

OTHER DOCTORS SEEN FOR THIS COLLISION: 
(BEFORE COMING TO THIS OFFICE) 

Orthopedist      Acupuncturist      Chiropractor      Neurologist      Psychiatrist 

Physiatrist      General Practitioner Physical Therapist Massage Therapist 

Other: ___________________________________________________________________ 

If so give: 
Clinic name            Practitioner's Name             Phone number            Approximate Dates) seen 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 



SYMPTOMATOLOGY: 
FROM THIS COLLISION: (Pain characteristics for MAJOR area(s) of complaint)

Use the legend symbols below to accurately mark the areas in which you feel these sensations: 

Stabbing: SSSS        Numbness: NNNN     Tingling: TTTT     Burning: BBBB

Dull: DDDD       Achy: AAAA    Cramping: CCCC    Pin/Needles: PPPP

MUSCLE - SKELETAL: 
Mark a ✓ on symptoms that have resulted DUE TO THIS COLLISION
Mark a X on symptoms that you had PRIOR but made WORSE DUE TO THIS COLLISION 
      Headaches/Migraines       Neck Pain Top of Shoulder Pain 

      Mid-Back Pain       Along Shoulder Blades Low Back Pain 

      Sacrum Pain       Wrist/ Carpal Tunnel  Inside the Shoulder Pain 

      Elbow/ Arm Pain        Hand / Fingers Pain Hip Pain 

      Knee Pain         Foot/ Ankle/ Toes  Leg/ Calf Pains 

      Chest Pain         Abdomen Pain Problem Sleeping 

      Numbness in Arms/ Hands       Numbness in Legs/ Feet Jaw Pain/ clicking 

Front  Left  Right   Back 

Rate your pain on a scale of 0-10.  “0” is no pain at all, “10”  is the worst pain you can imagine:    
(select one)

Now: 0      1     2     3     4     5    6     7     8     9  10 

At its worst: 0      1     2     3     4     5    6     7     8     9  10 

At its best: 0      1     2     3     4     5    6     7     8     9  10 

Average: 0      1     2     3     4     5    6     7     8     9  10 



Cognitive/ Emotional/ Sensory: 
Mark a ✓ on symptoms that have resulted DUE TO THIS COLLISION
Mark a X on symptoms that you had PRIOR but made WORSE DUE TO THIS COLLISION 
      Ringing in Ear Black outs 

      Reading Problem Highly Emotional 

      Social withdrawn Difficulty in Speech      

      Loss of Libido Loss of Balance 

      Loss of memory Sensitivity to Sound 

      Apathy Loss of Smell 

Difficulty Concentrating 

Irritability 

Night mares 

Fatigued 

Anxiety 

Loss of Hearing 

      Sensitivity Hot / Cold  

Vertigo/ Dizziness       

Sensitivity to Light  

Loss of Taste 

Thoughts of Suicide

Vison changes         

Depression 

Typing/ Writing Problems      

SYSTEMATIC: 
Mark a ✓ on symptoms that have resulted DUE TO THIS COLLISION
Mark a X on symptoms that you had PRIOR but made WORSE DUE TO THIS COLLISION 

Shortness of Breath
Extreme Thirst

Weight Loss/Gain
High Blood Pressure     

Asthma 

Allergies
Nausea/Vomiting

    

                Digestive Problems
Menstrual Irregularities      

MISCELLANEOUS: 
      Other: __________________________________________________________ 

      Other: __________________________________________________________ 

SELF-CARE: 
What do you do for yourself to relieve any the symptoms? (Mark a ✓ on each that applies) 

      Take Non-Prescription / over the counter Medications 

      Take prescription Medications 

      Recreational drugs 

      Use ice 

      Use heat 

      Get extra Rest / sleep 

      Do Stretches 

      Do Exercises 

      Massage self 

      Massage from family member / friend 

      Other: __________________________________________ 



EFFECTS OF YOUR INJURIES / SYMPTOMS: 
Please Mark a ✓ on each that applies to your activities affected by injuries due to this collision: 
      Have to hold onto something to sit or stand from a chair. 

      Stay at home most of the time. 

      Have to sit most of the day. 

      Stays in bed most of the day. 

      Change position frequently to try and get comfortable. 

      Have difficulty turning over in bed. 

      Have to lie down and rest frequently. 

      Have to get other people to do things for me. 

Please mark a ✓ on each that applies to Difficulties you are having in your daily activities affected: 
by injuries due to this collision: 

Driving the car Climbing Stairs  Brushing teeth Doing Laundry 

Vacuuming Sexual relationships Movie going  Kneeling 

Child care      House Maintenance Mowing Lawn  Bowling 

Aerobic exercising  Basketry Fencing Card Playing 

Football Hockey Yoga  Ice Skating 

Rafting Jogging Sewing  Bathing self 

Walking Combing Hair  Ironing  Washing Dishes 

Dining Out  Social events  Reading Using phone 

Gardening  Landscaping  Backpacking  Boxing 

Baseball Dancing Handball Judo  

Health Club Petitioning Horseback riding Racquetball 

Swimming  Weightlifting Going to Restroom Dressing Self 

Shaving Cooking Dusting  Shopping 

Going to Church  Watching TV  Computer work Washing Car 

Taking out Trash Basketball Bicycling Fishing 

Camping  Golf Hunting Gymnastics 

Karate Sailing  Photography  Snow Skiing 

Water sports Other: _______________________________________________________________ 

How do the following positions or motions affect your pain? 
No Change  Relieves Increased If increases duration limited to? 

Sitting ______________ hours / minutes 

Walking  ______________ hours / minutes 

Standing  ______________ hours / minutes 

Lying Down ______________ hours / minutes 

Looking up ______________ hours / minutes 

Looking Down ______________ hours / minutes 

Lifting ______________ hours / minutes 

Bending  ______________ hours / minutes 



EMPLOYMENT HISTORY / CHANGE: 
WERE YOU EMPLOYED AT THE TIME OF THE COLLISION?:      Yes     No 

DID YOU LOOSE YOUR JOB DUE TO THIS COLLISION?:          Yes      No 

Employer: __________________________________________________________________________

Company name: ___________________________________________________________________

Supervisor / Boss name: _____________________________________________________________

Your job Title: _______________________________________________________________________

Your job Duties: _____________________________________________________________________

_____________________________________________________________________________________ 

Loss time from work due to this collision?: Yes      No 

If yes: 
Day:  Date:  Amount of time: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Has / Have you and or your Boss modified any your work responsibilities due to the effects of this 
collision?         Yes      No

IF SO EXPLAIN: 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

OTHER DOCTORS SEEN NOT FOR / BEFORE THIS COLLISION: 
      Orthopedist      Acupuncturist      Chiropractor      Neurologist      Psychiatrist       Physiatrist 

      General Practitioner      Physical Therapist      Massage Therapist 

      Other: __________________________________________________________________________ 

If so give: 
Clinic name Practitioner's Name  Phone number  Date(s) seen 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 



PRIOR MEDICAL HISTORY: 
WHAT ARE YOUR PAST OR CURRENT MEDICAL PROBLEMS (check all that apply):

colitis 

bladder/kidney disease 

diabetes 

thyroid/endocrine problem 

      Explain: _____________________ 

autoimmune disorder 

      Explain: _____________________ 

neurological disease 

      Explain: _____________________ 

seizures 

migraine headache 

mental/nervous disorder 

      Explain: _____________________ 

tumor or cancer 

      Explain: _____________________ 

Other (describe) ________________ 

_________________________________ 

heart disease 

      Explain: _____________________ 

high blood pressure 

Stroke  

      Explain: _____________________ 

peripheral artery disease (PAD/PVOD) 

      Explain: _____________________ 

bleeding disorder 

      Explain: _____________________ 

lung disease 

      Explain: _____________________ 

Asthma 

COPD  

      Explain: _____________________ 

liver disease 

Hepatitis: Type     A      B      C  

Pancreatitis 

peptic ulcer disease 

DO YOU TAKE BLOOD THINNING MEDICATIONS?      Yes       No 

Eliquis (Apixaban)      

Xarelto (Rivaroxaban) 

Acrylin (none) 

Effient (Prasugrel) 

Brilinta (Ticagrelor) 

Pletal (Cilostazol) 

Aspirin 

Coumadin (Warfarin)  

Plavix (Clopidegrel) 

Persantine (Dipyridamole) 

Aggrenox (Aspirin-ER Dipyridamole) 

Pradaxa (Dabigatran Extexilate) 

Ticlid (Ticlopidine) 

Savaysa (Edoxaban)  

NSAIDs 

Print Name:  __________________________________________________________________________

Patient Signature: _____________________________________________  Date: _____/_____/_____

I verify I have reviewed pages 1 through 8 of this Auto Collision / Personal Injury Intake form and 
the information I have provided is to the best of my abilities factual / accurate. 

DO YOU USE INJECTABLE MEDICATIONS?     Yes  No 

Which one(s)   ____________________________ 

DO YOU HAVE A PACEMAKER?  No  Company: ____________ 

 Defibrillator   

     Yes 

Non-Defibrillator
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