  ADULT PATIENT REGISTRATION FORM    
	NAME:      LAST                                                                           FIRST                                                                   M.I.


	DATE

           /          /

	STREET ADDRESS                                                                       CITY                                                   STATE                  ZIP


	HOME PHONE

(        )

	SEX

      MALE        FEMALE
	MARITAL STATUS

       S          M         W          D
	AGE
	DATE OF BIRTH

           /           /
	CELL PHONE

(          )

	REFERRED BY:


	PRIMARY CARE  PHYSICIAN
	REFERRING PHYSICIAN (IF DIFFERENT)
	SSN:

	EMPLOYER


	OCCUPATION
	WORK PHONE

(          )

	SPOUSE


	EMPLOYER
	OCCUPATION
	SPOUSE WORK PHONE

(          )

	***REASON FOR TODAY’S VISIT***

	(IF W/C) DATE OF INJURY

          /            /
	PERSON TO NOTIFY IN EMERGENCY
	PHONE NUMBER

(          )


PLEASE ANSWER ALL QUESTIONS TO THE BEST OF YOUR KNOWLEDGE

LIST ALL OPERATIONS/HOSPITALIZATIONS YOU HAVE HAD AND THE DATES ON WHICH THEY OCCURRED:

____________________________________________________DATE:_____________


____________________________________________________DATE:_____________

____________________________________________________DATE:_____________
LIST ALL MEDICATIONS, VITAMINS, MINERALS, OR HERBS THAT YOU TAKE REGULARLY:

_____________________________________________________________________
ANY ALLERGIES TO MEDICATIONS, LATEX, FOODS, SOYBEANS OR EGGS?          Yes     ​        No   
IF YES, PLEASE LIST ____________________________________________________________________
Have you ever taken steroids or cortisone?



       Yes

        No 

Do you take aspirin or any medication with aspirin?


       Yes 

       No

Do you take antiinflammatories such as ibuprofen or Naprosyn?

       Yes

       No

Ever taken diet medications or herbs?




       Yes

       No

How much do you smoke?______________________How long?____________How much alcohol do you drink?___________________How long?____________

Height _________Weight___________ Last Menstrual Period____________ Any illnesses which you are currently being treated for? ___________________

_________________________________________________________________________________________________________________________________

Treatment for depression or anxiety?


    Yes
      No

Ever have ulcer disease?

    Yes
      No

Any fainting or dizziness?



     Yes
      No

Ever have kidney disease? 

    Yes
      No

Ever have heart disease?



    Yes
      No

Any history of bleeding tendency? 
    Yes
      No










       (such as hemophilia?)
Ever have lung infection or asthma?


    Yes
      No



 








Any history of cancer?

    Yes
      No

Ever had hepatitis or jaundice? 


    Yes
      No












Ever have high blood pressure?
    Yes
      No

Ever had ulcers of the mouth (such as herpes)?

    Yes
      No












Ever taken diet medications or herbs?
     Yes
      No

Ever had diabetes?




     Yes
      No



If yes to any of the above, please give date diagnosed and explain:____________________________________________________________________________
INSURANCE AUTHORIZATION AND ASSIGNMENT

I HEREBY AUTHORIZE MY INSURANCE BENEFITS TO BE PAID DIRECTLY TO PHYSICIAN, AND AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO PROCESS THIS CLAIM. A COPY OF THIS AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL.
X_____________________________________________________________________                _________________ 

                Signature of Insured/Authorized Person                                                                                                                                              Date
AUTHORIZATION FOR TREATMENT

I AUTHORIZE  JASON H. SOLOMON, MD to treat   (print name) ___________________________________________________

SIGNED:_______________________________________________________________________________________

DATE:__________________

WITNESSED BY:________________________________________________________________________________

DATE:__________________




Doctor’s Notes








