
PIONEER SPINE AND SPORTS PHYSICIANS – PATIENT REGISTRATION 
 
 
 

Last Name:______________________First Name:_______________M.I.___DOB:___/___/____   
 
 
Age:_______ Soc. Sec. #:_______-______-________          Sex: M (  )  F ( )       
 
 

Address:______________________ City:___________________ State:______ Zip:__________ 
 
 

Home Phone:(      )  __________________     Work Phone: (       )  _________________________ 
 
 

Cellphone:(       )_____________________     E-Mail:____________________________________ 
 
 

Emergency Contact:_________________Relationship:________ Phone #:  (    )_______________ 
 
 
Patient’s Employer: ____________________________________Phone#: (      )_______________ 
 

 
Workers Compensation Case  (   )                M.V.A./Auto Accident (   ) 
 
Date of Injury: ____________________          Date of Accident: __________________ 
 

 
BILLING INFORMATION 
 

Primary Insurance:___________________  I.D. #:____________Group #:______________ 
 

 
Please fill out the following by placing a check next the correct answer (   ) 
 

Are You Participating In Physically Handicapped Childrens Program:  Yes  (   ),  No (   ) 
 
Student Status:  Full Time  (  ),  Part Time  (  ),  Not A Student (  ) 
 
Race:   American Indian/Alaska Native (  ), Asian (  ), Black/African American (  ),   
             Native Hawaiian/Other Pacific Islander (  ),  White (  ), Other (  ),  

  Patient Declined/Unknown (  ) 
 
Ethnicity:  Hispanic/Latino (  ), Not Hispanic/Latino (  ),  Patient Declined/Unknown (  ) 
 
Patient’s Primary Language:  English (  ),  Spanish (  ),  Arabic (  ),  Polish (  ),  Portuguese (  ),  
 
Russian (  ),  Vietnamese (  ),  Patient Declined/Unknown (  ),  None (  ) Other:_______________ 
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Page 2 of 2 

 
 

CONSENT FOR TREATMENT 
 
I authorize PIONEER SPINE & SPORTS PHYSICIANS and/or their designee to examine, treat and 
perform any diagnostic testing or certain procedures in the office deemed necessary to properly 
evaluate my condition. 
 
 
_______________________________________        Date:_______/________/_________ 
Patient or Empowered Representative 
 
 
 
 

ASSIGNMENT OF BENEFITS 
 
I authorize release of medical information necessary to process any and all claims for services 
rendered to me by PIONEER SPINE & SPORTS PHYSICIANS.  This assignment will remain in 
effect until revoked by me in writing.  I authorize payment of any and all benefits to be made on my 
behalf to the office of PIONEER SPINE & SPORTS PHYSICIANS.  I understand that I am 
financially responsible for all charges.  I have read this information and I understand its contents. 
 
 
 
_________________________________________        Date_______/________/__________ 
Patient or Empowered Representative 
 
 

MISSED APPOINTMENT POLICY 
 
If you miss an appointment and do not cancel the appointment ahead of time, this may be 
considered a “no show.”  Any missed appointment may be subject to a $20.00 missed appointment 
fee. 
 
 
 
_________________________________________         Date______/_______/____________ 
Patient or Empowered Representative 
 
 
Attorney’s Name (if applicable) 
 
__________________________Address:_________________________________ 
 
Phone:____________________________ 
 
 



Comprehensive Adult New Patient Health Information 
 
 

Name ______________________________________________  Date of Birth ________________  Age ______ 
 
Height __________  Weight ____________                      Right Handed ________        Left Handed _________ 
 
Primary Care Physician: ________________________________ Referring Physician ____________________ 
 
Pharmacy: _________________________________________________________________________________ 

Why are you here today? □ Low Back, □ Neck, □ Scoliosis, □ Sports Injury, □ Other,  If so, 

please  
 
provide details: _____________________________________________________________________________ 
 

Was this an:  Auto Accident? □  Work Injury?  □  If yes, is there a claim open?    Yes □         No □ 
 

Medical History:  Check Here If All Are Negative □ 

□ Cancer  □ High Blood Pressure                    □ Diabetes     □ Kidney Stones 

□ Emphysema  □ Treatment for Alcohol Addiction    □ Ulcer Disease       □ 
Overweight 

□ H.I.V.  □ Treatment for Drug Addiction         □  Asthma      □ Arthritis 

□  Heart Disease           □  Heart Arrhythmia            □  Heart Attack      □  

Stroke 

□  Thyroid Disease □  Prostate Disease    □  Multiple Sclerosis    □  Blood Clots 

Other: ________________________________________________________  

     

Accidents/Injuries, Check Here If None □   

□  Fracture,  □  M.V.A., □  Sprain,  □  Strain,   □  Sports Related Injury,  □  Head Injury 

 

Surgical History, Check Here If None □   

□  Appendectomy ________ year     □  Heart Surgery ________ year    □  Low Back Surgery ________ 

year 

□  Cancer Surgery ________ year    □ Hernia Repair _________ year    □  Neck Surgery ____________ 

year    

□  Fracture Surgery ______ year     □  Hysterectomy ________ year   □  Prostate Surgery__________ 

year  

□   Gallbladder Surgery _____ year  □   Joint Replacement – Please Be Specific: 

______________________ 
 
Other: _____________________________________________________________________________________ 
 

Hospitalizations: _____________________________________________________________ 

Adaptive Devices: Check Here if None □, □  Foot Support/Orthotic,  □ Ankle brace/A.F.O.,   □ 

Corset,   □  Spine Brace, □ Crutches, □  Walker,  □  Wheelchair,  □ 
Other_________________________________ 
 



Allergies: Check Here If None □ 

□ Latex  □ Iodine □ Shellfish □ Sulfa □ Penicillin □ Adhesive Tape □ Other Medication 

Allergies: 

___________________, Food Allergies: ____________________ □ Dust □ Pollen □ Cats □ 
Dogs   
 

Family History:  Medical Problems: □ Diabetes, □ Heart Disease□ Cancer □ Spine Problems 

Father:  □  Alive □ Deceased, Cause: ____________ Mother:  □ Alive  □ Deceased, Cause: 

____________   
 
Number of Children _______   Number of Brothers/Sisters __________ 

 
Comprehensive Adult New Patient Health Information 

Social History 
 

□ Single □  Married □  Committed □  Widowed □  Divorced, □ 

Other:_____________________________ 

Lives With □  Alone □ Spouse □  Son   □  Daughter  □ 
Other:_____________________________________ 

Education: □G.E.D. □ Currently Attending Grade: ________, Highest Grade Completed: □ Associates  

□ Bachelor’s  □ Masters □ Doctorate □ Vocational School  

Occupation: _____________________  □ Homemaker □ Retired □ Disabled □ Unemployed 

Personal Habits: Tobacco: □ Never,  □ Stopped ______Years Ago, □ Smokes _____ packs per day. 

How often do you have drinks containing alcohol: □ None, □ Once/Month, □ Few Per Month,  □ 

Once A Week, □ Few Per Week, □ Daily 

How many drinks containing alcohol do you have on a typical day: □ None, □ 1 or 2, □ 3 or 4, □ 5 

or 6, 

□ 7 to 9,  □ 10 or more. 

 
What is the greatest number of drinks you have had on a single day in the past month: _______________ 

Recreational Drug Use/Street Drugs: □ None, □ Other: _________________________________________ 

Exercise:  □ None, □ Once A Month, □ Once A Week, □ Few Times A Week, □ Daily 

 
Review of Systems 

Please rate your overall health: □ Excellent    □ Good   □ Fair   □ Poor 

 
Do you have any of the following symptoms?  Those items marked with none or not marked at all will be 
considered a negative finding. 

□ None.  Constitutional:  □ fatigue  □ fever □ weight loss 

□   None.  Eyes: □ blurred vision   □ double vision  □ corrective lenses 

□ None.  Ears, Nose, Throat: □ hearing loss  □ ringing  □ sinus infection □ hoarseness  □ 
difficulty 

      swallowing 

□   None.  Heart: □ chest discomfort   □ chest pain  □ irregular heartbeat  



□   None.  Lungs: □ cough   □ cough up blood   □ shortness of breath   □ wheezing 

□ None.  G.I.: □ abdominal pain  □ loss of appetite  □ constipation  □ diarrhea   

□ bloody bowel  movements   □ blood in stool 

□   None. Urinary: □ difficulty voiding   □ loss of urine   □ burning   □ infection 

□   None. Musculoskeletal: □ arthritis   □ stiffness   □ swelling   □ muscle spasms 

□   None.  Skin/Breast: □ birthmarks   □ lumps   □ masses   □ rash   □ sores   □ skin ulcers 

□   None.  Neurologic: □ dizziness   □ balance problems  □ memory lapses  □ memory loss 

□   None.  Psychological: □ anxiety   □ claustrophobia  □ depression  □ hallucinations  □ sleep   

      disturbance  

□   None.  Endocrine: □ crave food   □ hair loss   □ crave fluids 

□   None.  Blood/Lymphatics: □ anemia  □ easy bruising  □ enlarged glands 

□   None.  Immunologic: □ frequent colds   □ frequent infections  □ itching 

 
 
 
Signature: __________________________________________   Date: ______________________ 
 
 
 
 
      

 

 
 

 

 

 

 
 













PIONEER SPINE AND SPORTS PHYSICIANS, P.C.

HIPAA CONSENT FOR PURPOSES OF TREATMENT, PAYMENT & 
HEALTHCARE OPERATIONS

I consent to the use or disclosure of my protected health information by Pioneer Spine and Sports 
Physicians (PSSP) for the purpose of diagnosing or providing treatment to me, obtaining payment for my 
healthcare bills or to conduct healthcare operations of Pioneer Spine and Sports Physicians (PSSP).  I 
understand that diagnosis or treatment of me by Pioneer Spine and Sports Physicians (PSSP) may be 
conditioned upon my consent as evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or 
disclosed to carry out treatment, payment or healthcare operations is not required to agree to the 
restrictions that I may request.  However, if Pioneer Spine and Sports Physicians (PSSP) agrees to a 
restriction that I request, the restriction is binding on Pioneer Spine and Sports Physicians (PSSP) and its 
physicians.

I have the right to revoke this consent, in writing, at any time, except to the extent that Pioneer Spine and 
Sports Physicians (PSSP) has taken action in reliance on this consent.

My “protected health information” means health information including my demographic information, 
collected from me and created or received by my physician, another healthcare provider, a health plan, my 
employer or a healthcare clearing house. This protected health information relates to my past, present or 
future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the 
information may identify me.

I understand I have a right to review Pioneer Spine and Sports Physicians’ Notice of Privacy Practices 
prior to signing this document. The Pioneer Spine and Sports Physicians’ Notice of Privacy Practices has 
been provided to me.  The Notice of Privacy Practices describes the types of uses and disclosures of my 
protected health information that will occur in my treatment, payment of my bills or in the performance of 
healthcare operations of the Pioneer Spine and Sports Physicians.  The Notice of Privacy Practices (PSSP) 
is also provided in waiting rooms.  This Notice of Privacy also describes my rights and the Pioneer Spine 
and Sports Physicians’ duties with respect to my protected heath information.

Pioneer Spine and Sports Physicians (PSSP) reserves the right to change the privacy practices that are 
described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by calling 
Pioneer Spine and Sports Physicians’ office.

_______________________________________     _____________________
Signature of Patient or Personal Representative Date

_______________________________________
Name of Patient or Personal Representative

________________________________________
Description of Personal Representative’s Authority


