Paul Handleman, DO

Personal Information

Entrance & Information Form

Patient Name: Birth Date: / / Sex (circle): M F
Address: City: State: Zip:
Phone:( ) Cell Phone:( ) Email:
Social Security #: Source of Referral:

Work Information
Occupation: Employer:
Address: City: State: Zip:
Work Phone:( )

Insurance Information
Insurance Name: Phone: ( ) Fax: ( )
Insurance Address: City: State: Zip:
Subscriber Name: Adjuster Name:
Subscriber I.D. #: Group #: Claim #:

Attorney Information
Attorney: Phone: ( ) Fax: ( )
Address: City: State: Zip:

Symptoms

Describe your symptoms:

Date your problem began: / /
How often do you experience symptons?:
[ constantly: 76 — 100% of the day
[ Frequently: 51 - 75% of the day
[ Occasionally: 26 — 50% of the day
[ Intermittantly: 0 - 25% of the day

Mark an @where you have pain or other symptoms:

i

How do you feel today ? (circle one):
1 2 3 4 5 6 7 8 9 10
nnnn RN n I nn o
No Pain Unbearable Pain
What describes the nature of your symptoms?:
O sharp [ shooting [ Burning
O Tingling O bull Ache O Numb
How are your symptoms changing?:
O Getting Better O Getting Worse O Not Changing
Can you perform your daily activities?:

[ ves O No (Please Describe)
Check any that apply:
O MR O cTscan [ spinal X-Rays:

Date (if checked): / / What areas? (if checked):

| certify that the above information is complete and accurate. If the insurance/health plan information is not accurate, or  am not eligible to
receive a health care benefit through this provider, | understand that | am liable for all charges for services rendered and | agree to notify this
Doctor immediately whenever | have changes in my health condition or health plan coverage in the future. Thank you for allowing us to be a

part of your health care team.
Patient Signature:

Date: / /




