
WELCOME

MALE / F'EMALE

FIRST LAST

STATE ZIP

lsrNcrs nuenruBo n oryoRCED

nwroowED []ornen
CELL PHONE C-J

PATIENT EMPLOYER/SCHOOL

EMPLOYER/S CHOOL PHONE (____J

WHOM MAY \{TE THANK F'OR REFERRING YOU?

PATIENT INFORMATION
DATE

PATIENT NAME

ADDRESS

CITY

D.O.B

HOME PHONE t___J

INSURANCE INFORMATION
INSURANCE CO.

INSURED"S NAME

INSURED'S D.O.B.

/ SELF

INS'LIRED'S EMPLOYER

RELATIONSHIP TO PATIENT

IS TI{E PATIENT COVERED BY AN ADDITIONAL INSURANCE? Y / N

SECONDARY INSI.JRA}{CE CO.

I CERTIFY THAT THAVE INSURANCE WITH AND ASSIGN DIRECTLY TO DR SANFORD
PRONER ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I
UNDERSTAND THAT I AM FTNANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY
INSUMNCE. I AUTHORIZE THE USE OF IvfY SIGNATURE ON ALL INSURANCE SUBMISSIONS.

THE ABOVE.NAMED DOCTORMAY USEMY HEALTHCARE INFO. AND MAY DISCLOSE SUCH INFORMATION TO
THE ABOVE NAMED INSURANCE CO. AND THEIR AGENTS FOR THE PURPOSE OF OBTAINING PAYMENT FOR
SERVICES AND DETERMINTNG INSURANCE BENEFITS PAYABLE FOR RELATED SERVICES. THIS CONSENT WILL
END WHEN MY CURRENT TREATMENT PLAN TS COMPLETED.

SIGNATTJRE X DATE



D Yes

! Yes

D Yes

EYos
!Yes
! Yes

I Yes

E tto
D t'to

ENo
ONo
ENo
ENo
ENo
!No
DNo
DNo
ENo
!No
DNo
ONo
ENo
ENo
DNo

Rash

Resplratory Dlsease

Rheumatlc Fever

Shortness of Breath

Slnus Problems

Special Diet

Stroke

Swelling ln Ankles, Feet

Swollen Neck Glands

Tired Feel

Tuberculosis

Ulcers

Varicose Veins

Venereal Dlsoas€

Welght Loss, unexplained

EYes DNo
CYes D No

lYes lNo
EYes ENo
DYes lNo
lYes CNo
lYes DNo
nYes D No

EYes ! No

lYes n No

[Yes ! No

lYes ! No

DYes C No

DYes DNo
lYes n No

Cancer

Chemical Dependency

Chest Paln

Chronic Dianhea
Circulatory Problems
Diabetes

Ear Prcblerns

Surgeries you have had

D Yes E No Kidney problems

I Yes ! No Uver Disease

lYes ! No Low Blood pressure

! Yes fl No Neuropathy

I Yes I No phlebttls

E Yes I No Psycfrlatrlc Care

E Yes n No Radiaiion Treatment

Hospitalization other than for the surgerles list€d

Family physiclan

Are you now. or have you been, under any olher docto/s care lor any reason over the past two years?

Lasl visit date

EYes D No
lf yes, please explain

lnclude prescriptions, overlh€-count€r medicalions and vitamlns

Pharmacy Name(s)

Do you take oral conlrac€ptives? flyes ! No

I Adhesive/Iape ! Local Anesthetics

I Anticoagulant Therapy I Novocaine

! Aspirin I peniciilin

E Codeine n Seafoods

E Demerol ! Sulfa

D lodine

Other

I hereby consent and give my permisslon to tho doctor (and the docto/s assistants or designated r€placement) to administer and perlorm such procedures upon rne as the doclor deems necessary.
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