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otherwise payab!e to me for semv icos rendered, | understand that Lam financially
Birthdate e o2 A ) ORI B respensible for all charges whether of not paid by insdrance. | hereby authorize

the doclor 1o release all information necessary 10 securs the payment of
penafls, | authonize the use of this signature on all Msurancs Submissions.

Cocupation: . o0

Spouse's Employer

Fl'm;ar*&me Panv Saqnaame

Whom may we thank forreferingyou?
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HEALTH HISTORY
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Name and address of other doctor(s) who have treated you for your condiflon ..
Date of Last: Physical Exam ___ Spinal X-Ray
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Place a mark on “Yes™ or "No” o indicate if you have had any of the following:
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AIDS/HIV [ Yes i No Emphysema [ | Yes [ | No Miscarriage [ ]Yes E_i No Scarlet Fever [ ] Yes [| No
Alcoholism [ Yes [ Epilepsy [IYesINo  Mononucleosis [JYes[ [No  Stroke {]Yes[]No
Allergy Shots [ Ye Fractures [Mves I No Multiple SR o Suicide Atternpt (| Yes [ 1 No
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