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NEW PATIENT REGISTRATION 
1. Personal Information   

Date:_________________ 
(Fecha) 

Patient Name:____________________________________________          ☐Male         ☐Female 
(Nombre del Paciente)                       (Hombre)         (Mujer) 

Address:________________________________________City:________________State:____ Zip:_________ 
(Direccion)               (Ciudad)                (Estado)         (Codigo Postal)   

Date of Birth: ________________Age: _______   ☐Married          ☐Single         ☐Widowed        ☐Divorced  
(Cumpleanos)          (Edad)                      (Casado)            (Soltero)           (Viudo)                 (Divorisiado) 

Home Ph:______________________Work Ph:______________________Cell Ph:________________________ 
(Telefono de Casa)    (Telefono de Trabajo)                             (Numero de Celular)   

Cell Phone Provider:________________E-mail:____________________________________________________ 
(Proveedor de telefonia celular)                     (Correo Electronico) 

Employer Address:__________________________________________________________________________________ 
(Direccion de Empleo) 

Who may we thank for referring you?____________________________________________________________ 
(A quien le agradecemos por su referencia?) 

Spouse’s Name:__________________________________________Birth date:___________________________ 
(Nombre de esposa/o)                                                                                            (Cumpleanos) 

Employer Address:________________________________________Employer Ph.________________________ 
(Direccion de Empleo)                                                                                             (Telefono de Empleo) 

In Case of Emergency: (En caso de Emergencia) 
Name:_______________________________Relationship:__________________Ph. #_____________________   
(Nombre)                                                                      (Relacion)                                                   (Nuumero de telefono)   
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2. Insurance Information                   
DATE OF INJURY:_______________________ 

 ☐Auto Accident   ☐Work Injury   ☐Group Ins.   ☐Medicare   ☐Self-Pay   ☐Other:_____________________ 
(Accidente de auto)  (Accidente de trabajo)   (Aseguranca)                     (Efectivo)        (Otro) 

Who is responsible for this account?__________________________ Relationship:________________________ 
(Quien es responsable por esta cuenta?)                                                                (Relacion)     

Insurance Co:________________________________ PhoneNumber:___________________________________ 
(Compania de aseguranca)                                                         (Numero de telefono) 

Insured’s Name:__________________________________Birth date:___________________________________ 
(Nombre del asegurado)                (Cumpleanos)  

Member #:______________________________________Group#:_____________________________________ 
(Numero de identificasion)                                                                 (Numero de grupo) 

If this is a motor vehicle accident or work injury, to whom have you reported the accident? 
(si este es un accidente de auto o accidente en el trabajo, a quien a reportado su accidente?) 

☐Auto Insurance     ☐Employer    ☐Workers Comp.      ☐  Attorney     ☐Other:_______________________ 
(Asegurance de auto)   (Empleo)     (Asegurance de Trabajo)        (Abogado)        (Otro) 

Attorney Name (If applicable):____________________________________ 
(Nombre de abogado) 

Please provide a brief description of your accident or how the injury occurred:  
(Por favor describa brevemente como ocurrio su accidente o como empezo su dolor:) 
 
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

__________________________________________________________________________________________________ 

If this is due to a Worker’s compensation injury, please provide the following: 
(Si esto se debe a un accidente en el trabajo por favor proporcione lo siguiente:) 

Name of the Employer at time of injury:__________________________________________________________ 
(Nombre de empleador al tiempo del accidente) 

Occupation: _____________________________ Date you last worked:_________________________________ 
(Ocupacion):                                                                        (Fecha del ultimo dia de trabajo) 

How long were you employed before the injury:____________________________________________________ 
(Cuanto tiempo estuvo empledo antes del accidente?) 

Have you ever had a similar problem before?                     ☐Yes          ☐No  ☐Unknown 
(Ha tenido un problema similar anteriorment?)                Si         No   desconocido 
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3. Patient Condition 
 
Reason for visit:________________________________________ 
(Razon por su visita?) 

When did your symptoms appear?__________________________ 
(Cuando empesaron sus simptomas?) 

Is this condtion getting progressively worse?  ☐Yes  ☐No  ☐Unknown 
(Su condicion esta empeorando? Si, no o no sabe?)                   Si                    No                  desconocido 

Rate the severity of your pain on a scale from 0 (No pain) to 10 (Very Severe)____________ 
(Del uno al diez cuanto dolor siente?)  

Please circle the type of pain:     Sharp         Dull        Throbbing        Numbness/Tingling             Swelling 
(Por favor encierra el dolor)    (Fuerte)       (Leve)        (Punsante)   (entumecimiento/Hormigeo)   (Imflamado/Inchado) 

          Aching        Shooting       Burning        Cramps      Stiffness     Other  
        (Doloroso)   (Cuchillante)   (Ardor)         (Calambres)   (Tiezo)        (Otra) 

How often do you have this pain? __________________________________ 
(Cada cuanto tiene este dolor) 

Is it constant or does it Come and go?_______________________________ 
(Su dolor es constante o va y viene?) 

Does it interfere with your:  Work         Sleep          Daily routine          Recreation 
(El dolor interfiere con su:)       (Trabajo)     (Sueno)     (Actividades Diarias)    (Recreasion)   

Activities or movements that are painful to perform:       Sitting      Standing   Walking     Bending    Laying down 
(Activitdades o movimientos que son dolorosos para hacer:)   (Sentado)     (en pie)     (Caminar)    (doblar)        (acostarse)   

Is your pain worse in the:           Morning           Afternoon     Night 
(Su dolor es peor en la:)             (Manana)          (Tardes)       (Noche) 

Do you have any weakness?   Yes/No        Where?__________________________________ 
(Siente delibidad?)                       Si/No            Donde?______________________________________ 

Average number of hours of sleep:_______  Awakening due to pain?   ☐Y  ☐ N 
(Cuantes horas duerme?)      (Se lavante por el dolor?)         Si       No 

Do you have trouble falling asleep due to pain? ☐Y    ☐No  Does your pain require you to rest? ☐Y   ☐No 
(Tiene problemas durmiendo por su dolor?          Si         No    (Su dolor require que descanse ?)   Si         No     

Have you noticed any changes in the upper/lower extremities such as increased perspiration, burning sensation, dilated or 
constricted veins, or swelling? Explain: (Por causa de su condicion, a visto cambios a su piel o textura de la piel? Explique:)  
_________________________________________________________________________ 

Have you had any of the following treatments? (a tenido alguno de los siguientes tratamientos?) 

   ☐Massage ☐Ultrasound ☐TENS unit ☐Traction table     ☐Ice/Heat                ☐Chiropractic 
       (Masaje)   (Ultrasonido)  (estimulacion)   (mesa de masaje)       (Hielo/Caliente)           (Quiropractico) 

     ☐Work Hardening ☐Chronic Pain Management ☐Injections    
       (Rehabilitacion)            (Manejo de dolor cronico)        (Inyecciones)   
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4. Review of Systems 

Are you currently or have had problems with: Please explain and describe all YES answers below 

Hematological/Bleeding problems  YES /NO _______________________________________________ 
(problemas de sangrado) 

Reproductive /Sexual Problems:      YES / NO ______________________________________________  
(problemas reproductivos/sexuales) 

Unexplained weight loss:                 YES / NO ________________________________________________ 
(Perdida de peso inexplicable) 

Skin:          YES / NO________________________________________________ 
(Piel) 

Ear, Nose, Throat:         YES / NO________________________________________________ 
(Oreja, nariz, gargante) 

Stomach / Digestion:         YES / NO________________________________________________ 
(estomago/digestion) 

Bladder / Bowel problems:        YES / NO_____________________________________________________ 
(problemas de vejiga/intestino) 

Musculoskeletal:           YES / NO________________________________________________ 
(musculoesqueletico) 

Neurological:          YES / NO________________________________________________ 
(neurologico) 

Psychiatric problems:          YES / NO________________________________________________ 
(problemas psiquiatricos)  

Fever / Chills:           YES / NO________________________________________________ 
(fiebre/escalofrios) 

Night / Sweat:           YES / NO________________________________________________ 
(sudores nocturnos) 

Night pain /Pain at rest:          YES / NO________________________________________________ 
(dolor nocturno/ dolor en reposo) 
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5. Health History 
 
What treatment have already received for your condition?   ☐ Medications    ☐ Surgery     ☐Physical Therapy 
(Que tratamientos a recivido para su condicion ?)                   (medicamento)        (cirugia)             (terapia fisica) 

Chiropractic Services      None       Other: ________________________________________________________ 
(Servico Quiropracticos)    (Nada)       (Otro)  

Name and address of other doctor(s) who have treated you for your condition: 
(Nombre y direccion de algun otro doctor quien lo/a haya tratado para esta condicion) 
 __________________________________________________________________________________________________ 
 
Date of Last:  Physical Exam ______________Spinal X-Ray_______________ Blood Test_________________ 
(Fecha del ultimo):  (Examen Fisico)                         (Rayo X de la espina)                       (Examen de sangre) 

             Spinal Exam________________ Chest X-Ray_______________ Urine Test_________________ 
               (Examen de Espina)                  (Rayo X de Pecho)                          (Examen de Horin) 

            Dental X -Ray_______________MRI, CT-Scan, Bone scan_______________________________  
            (Rayo X de Dental)                 (Resonancia magnetica,Tomografia computarizada, gammagrafia  osea)  
 

Please circle on ‘Yes” or “No” to indicate if you have had any of the following:  
(Marque “Si” o “No” para indicar so ha tenido alguno de los siguientes) 

 
AIDS/HIV  Yes No   Liver Disease  Yes No 
(SIDA/VIH)       (enfermedad de higado)    

Alcoholism  Yes No   Measles   Yes No 
(Alcolismo)              (Sarampion) 

Allergy Shots  Yes No   Migraine Headaches Yes No 
(Inyeccion alergia)     (Migrana) 

Anemia  Yes No   Miscarrage  Yes No 
Anorexia  Yes No   (Aborto Natural)   

Appendicitis  Yes No   Mononucleosis Yes No 

Arthritis  Yes No   Multiple Sclerosis Yes No 
(Artritis)                   (Esclerosis multiple) 

Asthma   Yes No   Mumps  Yes No 
(Asma)       (Paperas)              

Bleeding Disorder Yes No   Pacemaker  Yes No   
(Desorden sangrante)     (Marcapasos) 

Breast Lump  Yes No    Parkinson’s Disease Yes No 
(Bulto en el pecho)      (Enfermedad de Parkinsons) 

Bronchitis   Yes No                  Pinched Nerve Yes   No 
(Bronquitis)       (Nervio Pellizcado) 

Bulimia  Yes No             Osteoporosis  Yes No 
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Cancer   Yes No  If Yes What area of the body?:______________________   

Diabetes  Yes No   Pneumonia  Yes No 

Glaucoma  Yes No               Polio    Yes No 

Chemical DependencyYes No    Prostate Problem Yes No 
(dependencia quimica)     (Problema de Prostata) 

Chicken pox  Yes  No   Prosthesis  Yes No 
(Varicela)      (Protesis) 

Cataracts   Yes No   Psychiatric care Yes No 
(cataratas)      (Cuidado Psiquiatrico) 

Emphysema   Yes No   Rheumatoid Arthritis Yes No 
(Enfisema)      (Artritis Reumatica) 
         
Epilepsy   Yes No   Rheumatic Fever Yes No 
(Epilepsia)      (Fiebre Reumatica) 

Fractures  Yes No   Scarlet Fever  Yes No 
(fracturas)      (Fiebre Escarlatina)  

Goiter   Yes No   Stroke   Yes No 
(coto)       (Derrame Cerebral) 

Gonorrhea  Yes No   Suicide Attempt Yes No 
             (Gonorrea)      (Intento de suicide) 

             Gout   Yes No   Thyroid Problem  Yes No  
            (Gota)       (Problema de Tiroide) 

             Heart Disease   Yes No   Tonsilitis  Yes No 
             (Enfermedad de Corazon)     (amigdalitis) 

              Hepatitis  Yes No   Tuberculosis   Yes No 

             Glaucoma  Yes No    Herpes   Yes No  

             Hernia   Yes No   Tumors, Growth Yes No 
              (hernia)       (tumors, crecimiento)    

             Herniated Disc Yes No    Typhoid Fever  Yes No 
             (hernia discal)                                    (Fiebre tifoidea) 

High Blood Pressure Yes No   Ulcers   Yes No 
             (Alta presion sanguinea)    (Ulceras) 

             High Cholesterol Yes No   Vaginal Infection Yes No 
(Colesterol alto)      (Infeccion vaginal) 

Kidney Disease Yes No   Whooping Cough Yes No 
(enfermedad de rinon)                 (Tos Ferina) 

Other:________________________________________________________________ 
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Have your parents or siblings suffered from any illness such as Diabetes, Kidney disease, Hypertension, 
Tuberculosis, Cancer, Heart disease, and/or Stroke? Explain: (Alguien en su familia ha sufrido de diabetes, 
enfermedad de rinon, alta presion, Cancer, problemas de Corazon, o derrame cerebral: Explique:) 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 Have you had any change in social, recreational, or sexual activity? Explain: (A tenido cambio en sus 
  Actividades Socials,recreasionales, o sexuales? Explique:) 
 
 __________________________________________________________________________________ 

 __________________________________________________________________________________ 

  

               

 Exercise: ☐None  ☐Moderate ☐Daily  ☐Heavy  
 (Ejercisio)           No       Un Poco      Diario                  Pesado  
 
 Work Activity:              ☐Sitting            ☐Standing          ☐Light labor           ☐Heavy Labor 
 (Actividad de trabajo)      sentado       parado           trabajo lijero     trabajo pesado 
 
  

 Are you pregnant?  ☐Yes ☐No  Due Date:_____________ 
  (Esta embarazada?)       Si      No (fecha de vencimiento) 

 
 
 Habits: Smoking  Packs/Day ______________________________ 
 (Habitos) (Fuma?)  (Paquetes/Dia) 

   Alcohol  Drinks/Week ____________________________  
   (Alcohol)  (Tragos/Semana) 

   Caffeine  Cups/Day _______________________________ 
   (Cafeina)  (Tazas/Dia) 

   High Stress Level Reason _________________________________ 
   (Alto Estress)  (Razon)  
 
 Injuries /Surgeries you have had:  Description         Date  
 (Accidentes/sirugias que ha tenido)  (Description)        (Fecha) 

 Falls  __________________________________________________          ________________ 
 (Caidas) 

 Head Injuries _________________________________________________          ________________ 
 (Heridas a la Cabeza) 
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 Broken Bones _________________________________________________          _______________ 
 (Huesos fracturados) 

 Dislocation ___________________________________________________         _______________ 
 (Dislocacion) 

 Surgeries ___________________________________________________          _______________ 
 (Sirugias) 

 Medications  ______________________________________________________________________ 
 (Medicamento) 

 Allergies _________________________________________________________________________ 
 (Alergias) 

 Vitamins/Herbs/Minerals ____________________________________________________________ 
 (Vitaminas/Hierbas/Minerales) 
 
 
6. Assignment & Release 
 

1. You are authorized to release any information you deem appropriate concerning my physical 
condition to any insurance company, attorney, or adjuster in order to process any claim for 
reimbursement of changes incurred.  
(Estamos autorizados para dar cualquier informacion que nosotros consideramos apropiado con respecto a 
su condicion fisica a cualquier compania de aseguaranza, abogado,  
o ajustador en orden de procesar cualquier reclamacion para obtener reembolso de los cargos incurridos.) 
 

2.  I hereby authorize the direct payment to you of any sum I know or hereafter owe you by my 
attorney out of any proceeds of any settlement of my case, and by any insurance company 
obligated to make payment to me or you, based in whole or in part upon the charges made for your 
services.  
(Autorizo por este medio el pago directo a usted que hoy en adelante le debo por mi abogado de cualquier 
recaudacion de cualquier resolucion de mi caso, y por cualquier compania de aseguranza obligada hacer  
pago a mi o usted basado entero o en parte por los cargos hechos por sus servicios.) 

 
3. I hereby authorize the use of this signature on all my insurance submissions.  

(Autorizo por este medio el uso de mi firma en todas mis sumisiones para la aseguranza.) 
 
 
 
 
  
 
 Signature of Insured:___________________________________ Date Signed:___________________  
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7. Please draw where your pain is 
(ENSENE DONDE TIENE DOLOR) 

 
 
                                   
 
 
 

                                             
                (FRENTE)                             (ATRAS)                        (LADO) 
 
  
 
                                               
 
            PLEASE CIRCLE YOUR PAIN LEVEL BELOW  
                                                                                  (MARQUE EL NIVEL DE SU DOLOR) 
 
 
  
 
 

NO PAIN    0------1------2------3-------4-------5-------6-------7-------8-------9-------10 (INTOLERABLE PAIN) 
(NO TIENE DOLOR)        (DOLOR INSOPORTABLE) 
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