John Witkowski, DC, PA

1020 Forest Avenue
Portland, ME 04103

Patient Registration Form o e

Date
Name Home Phone
Address Work Phone
City State Zip Email
Date of Birth | OMale OFemale | OsSingle OMarried ODivorced O Widowed
Social Security Driver License
Employer Occupation
Employer Address Private Physician
City State Zip Referred by
Emergency Contact Contact Phone
Please circle “Y” for yes or “N” for no
Do you experience vertigo (dizziness)? Y N
Do you pass out easily (faint, lose consciousness)? o ' . ¥ N
Do you have double wsnon or have you lost sught in one eye'? Y N

Do you have chest paln? Y
Have you experienced any change in bowel or bladder habits? g
Do you have a sore 1hat won t heal‘?

Do you have mdlgestlon or dlfﬂcu Ity swallowing’? Y N

O ngh blood pressure medication O Herb, vitamins or over the counter products

() Blood thinners (O Other

(continued on back)




Please circle “Y” for yes or “N” for no

control?

Are you currently seeing any other doctor now for any reason?

If yes, what reason

Do you have allergies?
If yes, please list

Are you allergic to any medications?
If yes, please list

What is your present complaint? -

Do you exercise regularly? Y. N

Do you smoke? Y N
If yes, how many packs a day?

Do you drink alcohol? Y N
If yes, how much?

Did your mother or father have any of the following:
(Please put an “M” for mother, “F” for father or “B” for both)

______High Blood Pressure
_ Ulcer or Stomach Problems
__ Heart Attack
_____ Emphysema
___ Seizures/Convulsions
__ Arthritis/Rheumatism
_____ HIV Positive
__ Mental lliness
__ Asthma
_____Thyroid Disease
___ Diabetes
_____ Circulation Problems
______Kidney Disease
_____ Cancer
Stroke (please indicate age when stroke occurred)

Mother Father

Additional Comments _

Patient Signature

Please use the letters listed
below to indicate the type
and location of your pain
and sensations.

Key

A = Ache

B = Burning

S = Stabbing

N = Numbness

P = Pins & Needles

Neck / Shoulder / Arm Pain
On a scale of 0-10, | rate my
discomfort as follows:

( )

0 10
no pain severe pain
Mid Back Pain

On a scale of 0-10, | rate my
discomfort as follows:

( )
0 10
no pain severe pain

Low Back and Leg Pain
On a scale of 0-10, | rate my
discomfort as follows:

( )
0 10
no pain severe pain

Date




