
MULTICARE HEALTH CENTER
3840 SOUTH HARLEM AVENUE
LYONS, IL 60543
P: 708.442.3050 | F: 708.442.3058

PATIENT REGISTRATION
Date ______________________________________________SS/HIC/Patient ID # ________________________________________________________

First Name __________________________________________Last Name __________________________Middle Name __________________________

Address ______________________________________________________________________________________________________________________
Street City State Zip

Email__________________________________________________________________________________________________________________________

Home Phone ________________________________________Cell Phone ______________________________Best time to reach you______________

Sex   � Female      � Male      Age ____________________DOB ______________________________________________________________________

� Married      � Widowed        � Single      � Minor        � Separated      � Divorced        � Partnered for __________________________years    

Occupation__________________________________________Patient Employer/School ____________________________________________________

Employer/School Address________________________________________________________________________________________________________

Patient Employer/School ________________________________________________________________________________________________________

Employer/School Phone ______________________________Who may we thank for referring you? __________________________________________

Spouse’s Name ______________________________________Spouse's DOB ____________________________________________________________

Spouse SS# ________________________________________Spouse’s Employer__________________________________________________________

IN CASE OF EMERGENCY

Name ______________________________________________Relationship________________________________________________________________

Home Phone ________________________________________Work Phone ______________________________________________________________

PATIENT CONDITION

Reason for visit ________________________________________________________________________________________________________________

When did your symptoms appear? ______________________Is this condition getting progressively worse?          � Yes       � No       � Unknown

Mark X on the picture where you continue to have pain, numbness or tingling. 

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) ________________________________

Type of pain: � Sharp � Dull �  Throbbing �  Numbness � Aching � Shooting 

�  Burning �  Tingling � Cramps � Stiffness �  Swelling �  Other ____________________

How often do you have this pain? __________________Is it constant of does it come and go? __________________

Does interfere with your:       � Work      � Sleep      �  Daily Routine      �  Recreation

Movements that are painful to perform   � Sitting     � Standing     �  Walking     �  Bending     �  Lying Down

INSURANCE
Who is responsible for the account? ____________________Relationship to patient ______________________________________________________

Insurance Co. ______________________________________Group # __________________________________________________________________

Is the patient covered by additional insurance  � Yes � No Subscriber’s Name __________________________________________________________

DOB ______________________________________________SS # ____________________________________Relationship to patient ______________

Insurance Co. ______________________________________Group # __________________________________________________________________

ASSIGNMENT AND RELEASE
I certify that I, and/or my dependent(s), have insurance coverage with __________________________________and assign directly to Dr. ____________________all
insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insur-
ance. I authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to above-named insurance company(es) and their agents for the
purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

______________________________________________________________________________________ ____________________________________
Signature of Patient, Parent, Guardian or Personal Representative                                               Date

______________________________________________________________________________________ ____________________________________
Please print name of Patient, Parent, Guardian or Personal Representative                                Relationship to Patient



ACCIDENT INFORMATION

Is the condition due to an accident?      � Yes     � No Date______________________ Type of accident    � Auto  � Work   � Home   � Other 

To whom have you made a report of your accident?           � Auto Insurance           � Employer           � Worker Compensation          � Other 

Attorney Name (if applicable) ____________________________________________________________________________________________________

HEALTH HISTORY

What treatment have you already received for your condition?     � Medications    � Surgery    � Physical Therapy    
� Chiropractic Services    � None    � Other ______________________________

Name and address of other doctor(s) who have treated you for your condition __________________________________________________________

Date of last: Physical Exam ____________________ Spinal X-ray ____________________________ Blood Test ________________________

Spinal Exam ______________________ Chest X-ray ____________________________ Urine Test ________________________

Dental X-ray ______________________ MRI, CT-scan, Bone Scan __________________________________________________

Was impact from   � Front    � Rear    � Front    � Rear � Other __________________________________________________________________

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV � Yes  � No Chicken Pox � Yes  � No Liver Disease � Yes  � No Psychiatric Care � Yes  � No

Alcoholism � Yes  � No Diabetes � Yes  � No Measles � Yes  � No Rheumatic Fever � Yes  � No

Allergy Shots � Yes  � No Emphysema � Yes  � No Migraine � Yes  � No Pheumatic � Yes  � No

Anemia � Yes  � No Epilepsy � Yes  � No Headaches Arthritis

Anorexia � Yes  � No Fractures � Yes  � No Miscarriage � Yes  � No Scarlet Fever � Yes  � No

Appendicitis � Yes  � No Glaucoma � Yes  � No Mononucleousis � Yes  � No Stroke � Yes  � No

Arthritis � Yes  � No Goiter � Yes  � No Multiple Sclerosis � Yes  � No Suicide Attempt � Yes  � No

Asthma � Yes  � No Gonorrhea � Yes  � No Mumps � Yes  � No Thyroid Problems � Yes  � No

Bleeding � Yes  � No Gout � Yes  � No Osteoporosis � Yes  � No Tonsillitis � Yes  � No

Disorders Heart Disease � Yes  � No Pacemaker � Yes  � No Tuberculosis � Yes  � No

Breast Limps � Yes  � No Hepatitis � Yes  � No Parkinson’s � Yes  � No Tumors, Growths � Yes  � No

Bronchitis � Yes  � No Hernia � Yes  � No Pinched Nerve � Yes  � No Typhoid Fever � Yes  � No

Bulimia � Yes  � No Herniated Disk � Yes  � No Pneumonia � Yes  � No Ulcers � Yes  � No

Cancer � Yes  � No Herpes � Yes  � No Polio � Yes  � No Vaginal Infections � Yes  � No

Cataracts � Yes  � No High � Yes  � No Prostate Problem � Yes  � No Venereal Disease � Yes  � No

Chemical � Yes  � No Cholesterol Prosthesis � Yes  � No Whooping Cough � Yes  � No

Dependency � Yes  � No Kidney Disease � Yes  � No Prostate Problem � Yes  � No Other ________________________

EXERCISE WORK ACTIVITY HABITS
� None � Sitting � Smoking Packs/Day ____________________
� Moderate � Standing � Alcohol Drinks/Week __________________
� Daily � Light Labor � Coffee/Caffeine Drinks Cups/Day ____________________
� Heavy � Heavy Labor � High Stress Level Reason ______________________

Are you pregnant? � Yes  � No Due Date ______________________________________________

Injuries/Surgeries you have had Description Date
Falls ________________________________________________ ____________________________________________
Head Injuries ________________________________________________ ____________________________________________
Broken Bones ________________________________________________ ____________________________________________
Dislocations ________________________________________________ ____________________________________________
Surgeries ________________________________________________ ____________________________________________

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS

____________________________________________ ________________________________________________ ____________________________________________
____________________________________________ ________________________________________________ ____________________________________________
____________________________________________ ________________________________________________ ____________________________________________
____________________________________________ ________________________________________________ ____________________________________________
____________________________________________ ________________________________________________ ____________________________________________

Pharmacy  name ______________________ ________________________________________________ ____________________________________________
Pharmacy  # ____________________________ ________________________________________________ ____________________________________________



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


