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PATIENT REGISTRATION FORM

FOR US TO BEST SERVE YOU, PLEASE COMPLETE AS FULLY AS YOU ARE ABLE AND PRINT CLEARLY

John M. Rayhack, MD

IF YOU WANT A FAMILY MEMBER TO HAVE ACCESS TO SPEAK TO OUR STAFF ABOUT YOUR HEALTHCARE, PLEASE INDICATE 
THAT PERSON’S NAME AND RELATIONSHIP HERE%

!"#$%''''''''''''''''''''''''''''''''''''''''''''''''''''''''''0$3"(/)!-1/6%'''''''''''''''''''''''''''''''''''''&

PATIENT INFORMATION

!"#$%&'''''''''''''''''''''''''''''''''''''''''''''& ()*"+,-&*"($%&'''''''''''''''''''''''''''''''''''''''''''&
&
./0(1*"($%&''''''''''''''''''''''''''''''''''''''''& -)2/"3&-$240/(+&5%&&''''''''''''''''''''''''''''''''''''''&
&
"**0$--%&''''''''''''''''''''''''''''''''''''''''''& /!-40"!2$&60/#"0+%&'''''''''''''''''''''''''''''''''''''&
&
'''''''''''''''''''''''''''''''''''''''''''''''''''& -4.-20/.$0%&''''''''''''''''''''''''''''''''''''''''''''&
2/(+&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&&-("($&&&&&&&&&&&&&&&&&&&&&&&&&&7/6&&&&&&&&&&&&&&&&&& &
&
1)#$&61)!$&5%&''''''''''''''''''''''''''''''''''''&& -$2)!*"0+%&'''''''''''''''''''''''''''''''''''''''''''''&
&
2$33&61)!$&5%&'''''''''''''''''''''''''''''''''''''& -4.-20/.$0%&''''''''''''''''''''''''''''''''''''''''''''&
&
8)09&61)!$&5%&''''''''''''''''''''''''''''''''''''& )(1$0&/!-40"!2$%&'''''''''''''''''''''''''''''''''''''''&
&
-6)4-$&)0&6"0$!(%''''''''''''''''''''''''''''''''& -4.-20/.$0%'''''''''''''''''''''''''''''''''''''''''''''&
& :;<=;>?&@A<;AB& & & & & & & & & & & & & & & &
&

-$2)!*"0+%&'''''''''''''''''''''''''''''''''''''''''''''&
&

-4.-20/.$0%&''''''''''''''''''''''''''''''''''''''''''''&
&

)(1$0&/!-40"!2$%&'''''''''''''''''''''''''''''''''''''''&
&

-4.-20/.$0%'''''''''''''''''''''''''''''''''''''''''''''&
&

REFERRING HEALTH CARE PROFESSIONAL (MD, PA, PT, Chiropractor, Friend, etc.):

BIRTH DATE:

CARE, PLEASE INDICATE 
T

TODAY’S DATE: ______________________________________

SOCIAL SECURITY #: ____________________________________

PRIMARY INSURANCE: __________________________________

SUBSCRIBER:__________________________________________

INSURANCE ID #:__________________ GROUP # ____________

SECONDARY INSURANCE: ______________________________

INSURANCE ID #:__________________ GROUP # ____________

OTHER INSURANCE: ____________________________________
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Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

22I am accompanied to today’s visit by:

First Name: ______________________________ Last Name ______________________________ Relationship __________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

John M. Rayhack, MD

NAME: __________________________________

DATE: ___________________________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

NEW PROBLEM QUESTIONNAIRE

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

In your own words, please describe your problem or concern: ____________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
It feels:

Sharp Throbbing Tingling Cramping Deep
Dull Aching Burning Superficial

Symptoms Occur:
with activity after activity in the morning in the evening at night constantly
with computer use at work when driving on the phone intermittently

Associated Symptoms:
Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

What makes it worse?___________________________________________________________________________
 ____________________________________________________________________________________________
Does anything make it better?____________________________________________________________________
_____________________________________________________________________________________________
Have you had previous surgery for this problem?

No
Yes--details:________________________________________________________________________________

Treatment, other than surgery, you have had for this problem:
None Rest Ice / Heat Therapy Splint / Cast
Medications:______________________________________________

Previous studies you have had for this problem:
None X-rays MRI Nerve Studies Other:______________________

Patient Name:_______________________________
Age:_______ Today's Date:_____/_____/_____

PLEASE ANSWER ALL QUESTIONS AS BEST YOU CAN Handedness: Right Left
Are you presently working? Yes No

What job do you do (or grade in school)?________________________________________________________
Who is your employer (or school name)?  _______________________________________________________
How long have you worked here?______________________________________________________________

Are  you claiming Workers' Compensation for this problem? Yes No
 
Chief Complaint (MAIN symptom, only ONE please):

Pain Stiffness Swelling Mass Numbness / Tingling
Wound Deformity Skin Lesion Weakness Other_____________________

Severity: Mild Moderate Severe Variable___________________

Involved Side: Right Left Both

Involved Area:
Neck Shoulder Arm Elbow Forearm Wrist
Hand Thumb Index Finger Long Finger Ring Finger Small Finger

*IF YOUR SYMPTOMS INCLUDE PAIN, NUMBNESS OR TINGLING, OR DECREASED SENSATION, 
PLEASE ADDRESS THE SYMPTOM DIAGRAM ON THE BACK OF THIS PAGE.

The onset was: Sudden, beginning on ______/______/______
Gradual, first starting ________ weeks ago months ago years ago

How did it happen or start?______________________________________________________________________
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NAME:'''''''''''''''''''''''''''''''''''''''&
SOCIAL HISTORY 
 
Current Job (Adult) or Current Grade in School (Pediatric):________________________________________________________________ 
Employer (Adult) or School (Pediatric):_________________________________________________________________________________&
&
Marital Status%& -<HU>?& #G==<?P& *MN?JK<;&6G=KH?=& & *<[M=;?P&& -?LG=GK?P& 8<PM@?P&
&
Children%& &!MH?& !TNO?=&MW&><[<HU&JMHJ%&'''''''& & & !TNO?=&MW&><[<HU&PGTUAK?=J%&''''''&
& & &
Tobacco%&&& +?J& !M& \T<K& & & Alcohol%&&&& +?J& & !M&& \T<K&

& (QL?%&'''''''''''''''''''''''''''''''''''''& & & & "NMTHK&'''''''''''''''''''''''''& &
&&&&&&&&&&&&&&&&&&&&&&&&&&&&&:2<UG=?KK?JZ&2<UG=JZ&6<L?Z&-NMR?>?JJB& & & & C=?]T?H;Q&'''''''''''''''''''''''&
& 6G;RJEPGQ&''''''''''''''''''''''''''& & & & +?G=&]T<K&&&'''''''''''''''''''''''&
& +?G=J&JNMR?P&'''''''''''''''''''''''& & & & &
& +?G=&]T<K&'''''''''''''''''''''''''''&
&
Other Non-Prescription Drugs%&&& +?J& !M& & \T<K&
& (QL?&''''''''''''''''''''''''''''''&
& +?G=J&TJ?P&'''''''''''''''''''''''''&
& +?G=&]T<K& '''''''''''''''''''''''''''&
&
Activity Level: 
& 1M@&NGHQ&K<N?J&G&@??RZ&MH&G[?=GU?Z&PM&QMT&?X?=;<J?Y&''''''&&&&&&&8AGK&R<HPY''''''''''''''''''''''''''''''&
&
Are you presently experiencing any of these symptoms—OTHER THAN THOSE SYMPTOMS RELATED TO TODAY’S VISIT 

&8?<UAK&UG<H& & &/HJMNH<G& &1?GPG;A?J&& & & &F?=K<UME8M=>P&JL<HH<HU&
&8?<UAK&3MJJ& & &CGK<UT?& &*MTO>?&[<J<MH& & & &*<WW<;T>KQ&J@G>>M@<HU&
&C?[?=& & &2A<>>J& &.>T==?P&[<J<MH& & & &
&8?GRH?JJ& & &!<UAK&J@?GKJ& &1?G=<HU&3MJJ& & & &0<HU<HU&<H&?G=J&
&#G>G<J?& & & &

&-AM=KH?JJ&MW&O=?GKA& & &8A??S<HU& &2A?JK&LG<H&
&2MTUA& & &(.&$XLMJT=?& &C??>&A?G=K&O?GK<HU&WGJK&M=&AG=P&
&6G<H&@<KA&O=?GKA<HU& & & &CG<HK<HU&JL?>>J&

&3MJJ&MW&GLL?K<K?& & &"OPMN<HG>&LG<H& &/H;=?GJ?P&W=?]T?H;Q& & &.>MMP&<H&T=<H?&
&!GTJ?G& & &1?G=KOT=H& &4=<HG=Q&T=U?H;Q& & & &C=?]T?HK&H<UAKIK<N?&T=<HGK<MH&
&FMN<K<HU& &.>MMP& & &^GTHP<;?& &/H;MHK<H?H;?& & & &
&*<G==A?G& & &2MHJK<LGK<MH& &
&*G=R&JKMM>& & &.>MMPQ&JKMM>& &-?<ST=?J& & & & &3MJJ&MW&;MM=P<HGK<MH&

&(=?NM=J& & & & &*<WW<;T>KQ&@G>R<HU&
&0GJA?J& & & &!TNOH?JJE(<HU><HU&& & &#?NM=Q&>MJJ&

& & & &*<SS<H?JJE3<UAKA?GP?P& &*?L=?JJ<MH&
&2M>P&<HKM>?=GHK& & &1?GK&/HKM>?=GHK

&$GJQ&O=T<J<HU& & & &$GJQ&O>??P<HU&
&"JKANG& & &.??&JK<HU&G>>?=UQ
&2MHKG;K&P?=NGK<K<J& & &CMMP&G>>?=U<?J& &6G<H&<HK?=W?=<HU&@<KA&J?X&

&&&&&&&&&&&(QL?Y& & &&&&&&&&&&&(QL?&MW&WMMPY& &
'''''''''''''''''''''''''& ''''''''''''''''''''''''& &'''''''''''''''''''''''''''''''''''''&
'''''''''''''''''''''''''& ''''''''''''''''''''''''& &'''''''''''''''''''''''''''''''''''''&

John M. Rayhack, MD

NAME: __________________________________

DATE: ___________________________________

SOCIAL HISTORY

Current Job (Adult) or Current Grade In School: ______________________________________________________________

Employer (Adult) or School Name:  ________________________________________________________________________

Diet Drugs:
Type _______________________________

NAME:'''''''''''''''''''''''''''''''''''''''&
SOCIAL HISTORY 
 
Current Job (Adult) or Current Grade in School (Pediatric):________________________________________________________________ 
Employer (Adult) or School (Pediatric):_________________________________________________________________________________&
&
Marital Status%& -<HU>?& #G==<?P& *MN?JK<;&6G=KH?=& & *<[M=;?P&& -?LG=GK?P& 8<PM@?P&
&
Children%& &!MH?& !TNO?=&MW&><[<HU&JMHJ%&'''''''& & & !TNO?=&MW&><[<HU&PGTUAK?=J%&''''''&
& & &
Tobacco%&&& +?J& !M& \T<K& & & Alcohol%&&&& +?J& & !M&& \T<K&

& (QL?%&'''''''''''''''''''''''''''''''''''''& & & & "NMTHK&'''''''''''''''''''''''''& &
&&&&&&&&&&&&&&&&&&&&&&&&&&&&&:2<UG=?KK?JZ&2<UG=JZ&6<L?Z&-NMR?>?JJB& & & & C=?]T?H;Q&'''''''''''''''''''''''&
& 6G;RJEPGQ&''''''''''''''''''''''''''& & & & +?G=&]T<K&&&'''''''''''''''''''''''&
& +?G=J&JNMR?P&'''''''''''''''''''''''& & & & &
& +?G=&]T<K&'''''''''''''''''''''''''''&
&
Other Non-Prescription Drugs%&&& +?J& !M& & \T<K&
& (QL?&''''''''''''''''''''''''''''''&
& +?G=J&TJ?P&'''''''''''''''''''''''''&
& +?G=&]T<K& '''''''''''''''''''''''''''&
&
Activity Level: 
& 1M@&NGHQ&K<N?J&G&@??RZ&MH&G[?=GU?Z&PM&QMT&?X?=;<J?Y&''''''&&&&&&&8AGK&R<HPY''''''''''''''''''''''''''''''&
&
Are you presently experiencing any of these symptoms—OTHER THAN THOSE SYMPTOMS RELATED TO TODAY’S VISIT 

&8?<UAK&UG<H& & &/HJMNH<G& &1?GPG;A?J&& & & &F?=K<UME8M=>P&JL<HH<HU&
&8?<UAK&3MJJ& & &CGK<UT?& &*MTO>?&[<J<MH& & & &*<WW<;T>KQ&J@G>>M@<HU&
&C?[?=& & &2A<>>J& &.>T==?P&[<J<MH& & & &
&8?GRH?JJ& & &!<UAK&J@?GKJ& &1?G=<HU&3MJJ& & & &0<HU<HU&<H&?G=J&
&#G>G<J?& & & &

&-AM=KH?JJ&MW&O=?GKA& & &8A??S<HU& &2A?JK&LG<H&
&2MTUA& & &(.&$XLMJT=?& &C??>&A?G=K&O?GK<HU&WGJK&M=&AG=P&
&6G<H&@<KA&O=?GKA<HU& & & &CG<HK<HU&JL?>>J&

&3MJJ&MW&GLL?K<K?& & &"OPMN<HG>&LG<H& &/H;=?GJ?P&W=?]T?H;Q& & &.>MMP&<H&T=<H?&
&!GTJ?G& & &1?G=KOT=H& &4=<HG=Q&T=U?H;Q& & & &C=?]T?HK&H<UAKIK<N?&T=<HGK<MH&
&FMN<K<HU& &.>MMP& & &^GTHP<;?& &/H;MHK<H?H;?& & & &
&*<G==A?G& & &2MHJK<LGK<MH& &
&*G=R&JKMM>& & &.>MMPQ&JKMM>& &-?<ST=?J& & & & &3MJJ&MW&;MM=P<HGK<MH&

&(=?NM=J& & & & &*<WW<;T>KQ&@G>R<HU&
&0GJA?J& & & &!TNOH?JJE(<HU><HU&& & &#?NM=Q&>MJJ&

& & & &*<SS<H?JJE3<UAKA?GP?P& &*?L=?JJ<MH&
&2M>P&<HKM>?=GHK& & &1?GK&/HKM>?=GHK

&$GJQ&O=T<J<HU& & & &$GJQ&O>??P<HU&
&"JKANG& & &.??&JK<HU&G>>?=UQ
&2MHKG;K&P?=NGK<K<J& & &CMMP&G>>?=U<?J& &6G<H&<HK?=W?=<HU&@<KA&J?X&

&&&&&&&&&&&(QL?Y& & &&&&&&&&&&&(QL?&MW&WMMPY& &
'''''''''''''''''''''''''& ''''''''''''''''''''''''& &'''''''''''''''''''''''''''''''''''''&
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SOCIAL HISTORY 
 
Current Job (Adult) or Current Grade in School (Pediatric):________________________________________________________________ 
Employer (Adult) or School (Pediatric):_________________________________________________________________________________&
&
Marital Status%& -<HU>?& #G==<?P& *MN?JK<;&6G=KH?=& & *<[M=;?P&& -?LG=GK?P& 8<PM@?P&
&
Children%& &!MH?& !TNO?=&MW&><[<HU&JMHJ%&'''''''& & & !TNO?=&MW&><[<HU&PGTUAK?=J%&''''''&
& & &
Tobacco%&&& +?J& !M& \T<K& & & Alcohol%&&&& +?J& & !M&& \T<K&

& (QL?%&'''''''''''''''''''''''''''''''''''''& & & & "NMTHK&'''''''''''''''''''''''''& &
&&&&&&&&&&&&&&&&&&&&&&&&&&&&&:2<UG=?KK?JZ&2<UG=JZ&6<L?Z&-NMR?>?JJB& & & & C=?]T?H;Q&'''''''''''''''''''''''&
& 6G;RJEPGQ&''''''''''''''''''''''''''& & & & +?G=&]T<K&&&'''''''''''''''''''''''&
& +?G=J&JNMR?P&'''''''''''''''''''''''& & & & &
& +?G=&]T<K&'''''''''''''''''''''''''''&
&
Other Non-Prescription Drugs%&&& +?J& !M& & \T<K&
& (QL?&''''''''''''''''''''''''''''''&
& +?G=J&TJ?P&'''''''''''''''''''''''''&
& +?G=&]T<K& '''''''''''''''''''''''''''&
&
Activity Level: 
& 1M@&NGHQ&K<N?J&G&@??RZ&MH&G[?=GU?Z&PM&QMT&?X?=;<J?Y&''''''&&&&&&&8AGK&R<HPY''''''''''''''''''''''''''''''&
&
Are you presently experiencing any of these symptoms—OTHER THAN THOSE SYMPTOMS RELATED TO TODAY’S VISIT 

&8?<UAK&UG<H& & &/HJMNH<G& &1?GPG;A?J&& & & &F?=K<UME8M=>P&JL<HH<HU&
&8?<UAK&3MJJ& & &CGK<UT?& &*MTO>?&[<J<MH& & & &*<WW<;T>KQ&J@G>>M@<HU&
&C?[?=& & &2A<>>J& &.>T==?P&[<J<MH& & & &
&8?GRH?JJ& & &!<UAK&J@?GKJ& &1?G=<HU&3MJJ& & & &0<HU<HU&<H&?G=J&
&#G>G<J?& & & &

&-AM=KH?JJ&MW&O=?GKA& & &8A??S<HU& &2A?JK&LG<H&
&2MTUA& & &(.&$XLMJT=?& &C??>&A?G=K&O?GK<HU&WGJK&M=&AG=P&
&6G<H&@<KA&O=?GKA<HU& & & &CG<HK<HU&JL?>>J&

&3MJJ&MW&GLL?K<K?& & &"OPMN<HG>&LG<H& &/H;=?GJ?P&W=?]T?H;Q& & &.>MMP&<H&T=<H?&
&!GTJ?G& & &1?G=KOT=H& &4=<HG=Q&T=U?H;Q& & & &C=?]T?HK&H<UAKIK<N?&T=<HGK<MH&
&FMN<K<HU& &.>MMP& & &^GTHP<;?& &/H;MHK<H?H;?& & & &
&*<G==A?G& & &2MHJK<LGK<MH& &
&*G=R&JKMM>& & &.>MMPQ&JKMM>& &-?<ST=?J& & & & &3MJJ&MW&;MM=P<HGK<MH&

&(=?NM=J& & & & &*<WW<;T>KQ&@G>R<HU&
&0GJA?J& & & &!TNOH?JJE(<HU><HU&& & &#?NM=Q&>MJJ&

& & & &*<SS<H?JJE3<UAKA?GP?P& &*?L=?JJ<MH&
&2M>P&<HKM>?=GHK& & &1?GK&/HKM>?=GHK

&$GJQ&O=T<J<HU& & & &$GJQ&O>??P<HU&
&"JKANG& & &.??&JK<HU&G>>?=UQ
&2MHKG;K&P?=NGK<K<J& & &CMMP&G>>?=U<?J& &6G<H&<HK?=W?=<HU&@<KA&J?X&
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Current Job (Adult) or Current Grade in School (Pediatric):________________________________________________________________ 
Employer (Adult) or School (Pediatric):_________________________________________________________________________________&
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Marital Status%& -<HU>?& #G==<?P& *MN?JK<;&6G=KH?=& & *<[M=;?P&& -?LG=GK?P& 8<PM@?P&
&
Children%& &!MH?& !TNO?=&MW&><[<HU&JMHJ%&'''''''& & & !TNO?=&MW&><[<HU&PGTUAK?=J%&''''''&
& & &
Tobacco%&&& +?J& !M& \T<K& & & Alcohol%&&&& +?J& & !M&& \T<K&

& (QL?%&'''''''''''''''''''''''''''''''''''''& & & & "NMTHK&'''''''''''''''''''''''''& &
&&&&&&&&&&&&&&&&&&&&&&&&&&&&&:2<UG=?KK?JZ&2<UG=JZ&6<L?Z&-NMR?>?JJB& & & & C=?]T?H;Q&'''''''''''''''''''''''&
& 6G;RJEPGQ&''''''''''''''''''''''''''& & & & +?G=&]T<K&&&'''''''''''''''''''''''&
& +?G=J&JNMR?P&'''''''''''''''''''''''& & & & &
& +?G=&]T<K&'''''''''''''''''''''''''''&
&
Other Non-Prescription Drugs%&&& +?J& !M& & \T<K&
& (QL?&''''''''''''''''''''''''''''''&
& +?G=J&TJ?P&'''''''''''''''''''''''''&
& +?G=&]T<K& '''''''''''''''''''''''''''&
&
Activity Level: 
& 1M@&NGHQ&K<N?J&G&@??RZ&MH&G[?=GU?Z&PM&QMT&?X?=;<J?Y&''''''&&&&&&&8AGK&R<HPY''''''''''''''''''''''''''''''&
&
Are you presently experiencing any of these symptoms—OTHER THAN THOSE SYMPTOMS RELATED TO TODAY’S VISIT 

&8?<UAK&UG<H& & &/HJMNH<G& &1?GPG;A?J&& & & &F?=K<UME8M=>P&JL<HH<HU&
&8?<UAK&3MJJ& & &CGK<UT?& &*MTO>?&[<J<MH& & & &*<WW<;T>KQ&J@G>>M@<HU&
&C?[?=& & &2A<>>J& &.>T==?P&[<J<MH& & & &
&8?GRH?JJ& & &!<UAK&J@?GKJ& &1?G=<HU&3MJJ& & & &0<HU<HU&<H&?G=J&
&#G>G<J?& & & &

&-AM=KH?JJ&MW&O=?GKA& & &8A??S<HU& &2A?JK&LG<H&
&2MTUA& & &(.&$XLMJT=?& &C??>&A?G=K&O?GK<HU&WGJK&M=&AG=P&
&6G<H&@<KA&O=?GKA<HU& & & &CG<HK<HU&JL?>>J&

&3MJJ&MW&GLL?K<K?& & &"OPMN<HG>&LG<H& &/H;=?GJ?P&W=?]T?H;Q& & &.>MMP&<H&T=<H?&
&!GTJ?G& & &1?G=KOT=H& &4=<HG=Q&T=U?H;Q& & & &C=?]T?HK&H<UAKIK<N?&T=<HGK<MH&
&FMN<K<HU& &.>MMP& & &^GTHP<;?& &/H;MHK<H?H;?& & & &
&*<G==A?G& & &2MHJK<LGK<MH& &
&*G=R&JKMM>& & &.>MMPQ&JKMM>& &-?<ST=?J& & & & &3MJJ&MW&;MM=P<HGK<MH&

&(=?NM=J& & & & &*<WW<;T>KQ&@G>R<HU&
&0GJA?J& & & &!TNOH?JJE(<HU><HU&& & &#?NM=Q&>MJJ&

& & & &*<SS<H?JJE3<UAKA?GP?P& &*?L=?JJ<MH&
&2M>P&<HKM>?=GHK& & &1?GK&/HKM>?=GHK

&$GJQ&O=T<J<HU& & & &$GJQ&O>??P<HU&
&"JKANG& & &.??&JK<HU&G>>?=UQ
&2MHKG;K&P?=NGK<K<J& & &CMMP&G>>?=U<?J& &6G<H&<HK?=W?=<HU&@<KA&J?X&

&&&&&&&&&&&(QL?Y& & &&&&&&&&&&&(QL?&MW&WMMPY& &
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&
Children%& &!MH?& !TNO?=&MW&><[<HU&JMHJ%&'''''''& & & !TNO?=&MW&><[<HU&PGTUAK?=J%&''''''&
& & &
Tobacco%&&& +?J& !M& \T<K& & & Alcohol%&&&& +?J& & !M&& \T<K&

& (QL?%&'''''''''''''''''''''''''''''''''''''& & & & "NMTHK&'''''''''''''''''''''''''& &
&&&&&&&&&&&&&&&&&&&&&&&&&&&&&:2<UG=?KK?JZ&2<UG=JZ&6<L?Z&-NMR?>?JJB& & & & C=?]T?H;Q&'''''''''''''''''''''''&
& 6G;RJEPGQ&''''''''''''''''''''''''''& & & & +?G=&]T<K&&&'''''''''''''''''''''''&
& +?G=J&JNMR?P&'''''''''''''''''''''''& & & & &
& +?G=&]T<K&'''''''''''''''''''''''''''&
&
Other Non-Prescription Drugs%&&& +?J& !M& & \T<K&
& (QL?&''''''''''''''''''''''''''''''&
& +?G=J&TJ?P&'''''''''''''''''''''''''&
& +?G=&]T<K& '''''''''''''''''''''''''''&
&
Activity Level: 
& 1M@&NGHQ&K<N?J&G&@??RZ&MH&G[?=GU?Z&PM&QMT&?X?=;<J?Y&''''''&&&&&&&8AGK&R<HPY''''''''''''''''''''''''''''''&
&
Are you presently experiencing any of these symptoms—OTHER THAN THOSE SYMPTOMS RELATED TO TODAY’S VISIT 

&8?<UAK&UG<H& & &/HJMNH<G& &1?GPG;A?J&& & & &F?=K<UME8M=>P&JL<HH<HU&
&8?<UAK&3MJJ& & &CGK<UT?& &*MTO>?&[<J<MH& & & &*<WW<;T>KQ&J@G>>M@<HU&
&C?[?=& & &2A<>>J& &.>T==?P&[<J<MH& & & &
&8?GRH?JJ& & &!<UAK&J@?GKJ& &1?G=<HU&3MJJ& & & &0<HU<HU&<H&?G=J&
&#G>G<J?& & & &

&-AM=KH?JJ&MW&O=?GKA& & &8A??S<HU& &2A?JK&LG<H&
&2MTUA& & &(.&$XLMJT=?& &C??>&A?G=K&O?GK<HU&WGJK&M=&AG=P&
&6G<H&@<KA&O=?GKA<HU& & & &CG<HK<HU&JL?>>J&

&3MJJ&MW&GLL?K<K?& & &"OPMN<HG>&LG<H& &/H;=?GJ?P&W=?]T?H;Q& & &.>MMP&<H&T=<H?&
&!GTJ?G& & &1?G=KOT=H& &4=<HG=Q&T=U?H;Q& & & &C=?]T?HK&H<UAKIK<N?&T=<HGK<MH&
&FMN<K<HU& &.>MMP& & &^GTHP<;?& &/H;MHK<H?H;?& & & &
&*<G==A?G& & &2MHJK<LGK<MH& &
&*G=R&JKMM>& & &.>MMPQ&JKMM>& &-?<ST=?J& & & & &3MJJ&MW&;MM=P<HGK<MH&

&(=?NM=J& & & & &*<WW<;T>KQ&@G>R<HU&
&0GJA?J& & & &!TNOH?JJE(<HU><HU&& & &#?NM=Q&>MJJ&

& & & &*<SS<H?JJE3<UAKA?GP?P& &*?L=?JJ<MH&
&2M>P&<HKM>?=GHK& & &1?GK&/HKM>?=GHK

&$GJQ&O=T<J<HU& & & &$GJQ&O>??P<HU&
&"JKANG& & &.??&JK<HU&G>>?=UQ
&2MHKG;K&P?=NGK<K<J& & &CMMP&G>>?=U<?J& &6G<H&<HK?=W?=<HU&@<KA&J?X&

&&&&&&&&&&&(QL?Y& & &&&&&&&&&&&(QL?&MW&WMMPY& &
'''''''''''''''''''''''''& ''''''''''''''''''''''''& &'''''''''''''''''''''''''''''''''''''&
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REVIEW OF SYSTEMS
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Please rate the amount of pain your have in your hand/arm in a typical day: 

 
Please answer ALL questions, as best as you can: 

 

John M. Rayhack, MD

NAME: __________________________________

DATE: ___________________________________

0-10 Numeric Pain Intensity Scale1

0
No
pain

1 2 3 4 6 7 8 9 10
Worst

possible
pain

5
Moderate

pain
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John M. Rayhack, MD

Consent for Care and Treatment
Benefit Assignment/Release of Information

Financial Responsibility Statement

I ___________________________ (Print Name) hereby authorize benefits to be assigned to the Wrist and Hand
Center, PA, for healthcare services provided to me. I certify that the insurance information I have provided to Wrist and
Hand Center, PA is true and accurate as of the date of service and that I am responsible for keeping it updated. I am
fully aware that having health insurance does not absolve me of my responsibility and agree to ensure that my medical
bill is paid in full.  To this end, I authorize Wrist and Hand Center, PA to submit claims on my behalf to the insurance
company listed on the copy of the current insurance card I have provided in good faith and to act on my behalf for the
limited purpose of receiving all payments due under my policy/medical care plan for the medical services and care 
rendered.  I further authorize the release of any information pertinent to my care to any insurance company, adjustor, 
or attorney involved and to request on my behalf, as needed, all levels of appeal and/or any administrative review 
due me by any applicable Social Security Act, the U.S. Department of Labor, Department of Community Health, or 
Department of Insurance pursuant to State and/or Federal ERISA Claim Regulatory Guidelines.

I understand under ERISA that I have the right and authority to direct where payment for services rendered is 
sent and hereby instruct and direct my Insurance Company to pay Wrist and Hand Center, PA directly.  I agree and 
understand that any funds that I may receive by my Insurance Company which are due for services rendered by Wrist
and Hand Center, PA will be immediately signed over and sent directly to Wrist and Hand Center, PA.  I fully understand
that I am responsible for full payment of the medical debt if my insurance company has refused to pay 100% of my 
benefits based on billed charges, within ninety (90) days of any and all appeals or requests for information.  All 
outstanding patient balances will be subject to a late charge of $25.00 after 60 days.  Additional late fees of $20.00 
will accrue for each subsequent thirty (30) day period of nonpayment.  Should the account be referred to an attorney 
or outside agency for collection, the undersigned shall pay reasonable collection expenses. 

In an attempt to document physical findings, Dr. Rayhack will occasionally record these findings either on digital
video or photographs.  I consent to my anonymous (no name identification will ever be used) medical evaluation being
documented by Dr. Rayhack.

Wrist and Hand Center PA is required by law to maintain my privacy and to provide a notice of Wrist and Hand
Center, PA’s legal duties and privacy practices with respect to protected health information.  A copy of the Notice of 
Privacy Rights is available for review upon request or can be downloaded from the following web sites:
www.rayhack.com and www.orthodoc.aaos/rayhack.  My signature below is an acknowledgement that I have been 
afforded the opportunity to have a copy of this notice for review.

I authorize Wrist and Hand Center, PA and its associates to provide medical care reasonable by today’s standards.

A photocopy of this Assignment shall be considered as effective and valid as the original.

_________________________________ __________________
Signature of Patient/Guarantor Date

_________________________________ __________________
Witness Date
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