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CONFIDENTIAL REGISTRATION FORM 

Please Print 
Today’s Date____/____/____  

PATIENT INFORMATION    
Patient’s Last Name                       First                                Middle Int. �  Mr.   �  Miss   �  Mrs. 

      �  Ms.       �  Dr.  
  � Single   � Mar  
� Div  � Sep  � Wid 

Social Security No. Home Phone No. 
(       ) 

Cell Phone No. 
(       ) 

Birth Date 
      /        / 

Age Sex 
� M   � F 

Street Address                                     City                        State               Zip Code Email Address 

Occupation Employer Work Phone No. 
(         )                             ext. 

The best place to contact me is (circle one):       Home          Work          Cell          Email 

Whom may we thank for referring you?         �  Insurance Plan          �  Hospital            �  Location          
 

�  Patient ______________________     �  Dr. _________________________     �  Internet Search/Yellow Pages 
 

�  Family/Friend __________________________     �  Other _________________________ 
 

Family Doctor Family Doctor Address or City Family Doctor Phone 
(       ) 

  

In order to maintain a complete medical record, our  office will update your family doctor on your care  and 
progress.  Check this box to decline this service  �  
 

IN CASE OF EMERGENCY�
Name of Local Friend or Relative Relationship to Patient Home Phone No. 

(     ) 
Cell Phone No. 
(     )  

PATIENT CONDITION 
Reason for your visit today? 
 

When did your symptoms FIRST appear?       What do you believe caused your symptoms? 
 

Are the injuries/conditions you are seeking treatment for related to an open auto accident, personal injury or worker’s 
compensation claim?     �  YES         �  NO                *If yes, please inform the front desk before treatment is initiated. 

Are your symptoms?       �  Sharp      �  Dull      �  Burning      �  Tingling      �  Numb      �  Shooting Pain    
 

Are your symptoms?       �  Getting Better      �  Not Changing      �  Getting Worse     
 

I feel my symptoms:        �  100-76% of the day     �  75-51% of the day     �  50-26% of the day      �  25-0% of the day      
How do your symptoms interfere with your ability to perform daily activities? 
 

�  None  �  Mild, forgotten w/ activity �  Limiting, prevents activity �  Intense, limits most activity �  No Activity Possible 

How many times have you had these symptoms before? 
 

�  never          �  1 – 2          �  3 – 4          �  5 – 7          �  more than 7 

Imaging performed for your symptoms  � X-rays (date)________   � MRI (date) ___________   � Other (date) _________   

Last Full Physical Examination (Date) _____________          Do you currently have a fever?    Y / N 
 
Please list any medications or supplements you are taking:   

Habits: 
�  Smoking              _____ pack(s) a day for _____ year(s)     
�  Caffeine Drinks   _____ cups per day 

 
�  Alcohol                    _____ drinks per week                              
�  High Stress?           Reason: 

What is your exercise level?     � None      � Moderate      � Daily      � Heavy        Type: 
 
How would you rate your general health:      � Good          � Fair          � Poor 
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�
�

PATIENT HISTORY 
Previous Auto Accidents or Trauma? 
 
 

Description                                                                                                                                                 Date 
Falls: ___________________________________________________________________________________________ 
 

Head Injuries: ____________________________________________________________________________________ 
 

Fractures: _______________________________________________________________________________________ 
 

Broken Bones: ___________________________________________________________________________________ 
 

Dislocations: _____________________________________________________________________________________ 
 

Recent or Major Surgeries:___________________________________________________________________________ 

Have you been diagnosed or been told you have any o f the following?  (please check  and/or circle  all that apply)  
 �  Cancer        
�  Heart condition/Cardiovascular Condition 
�  Skin / Breast Condition 
�  Osteoporosis/Bone spurs/Bone Condition 
�  Hardening of arteries/Vascular Condition 
�  Lung/Respiratory Condition 
�  Blood in stool – Gastrointestinal Condition 
�  Blood in urine–Genital/Urinary Condition   

�  Anemia or other blood/lymph related condition  
�  Herniated disk/Spinal Condition   
�  Hypertension or Stroke (please circle) 
�  Depression or Psychiatric Condition (please circle)  
�  Brain or spinal cord - Neurological Condition 
�  Blurred vision/Double vision/Eye Condition      
�  Condition w/ Ears/Nose/Mouth/Throat 
�  Diabetes or Endocrine Condition        �  Other ___________________ 

Have you had any of the following symptoms during t he past year? (please check all that apply) 

�  Dizziness / Ringing in ears / Hearing loss 
�  Loss of bowel/bladder control 
�  Night Pain / Severe Night Sweats 
�  Prolonged use of corticosteroids 
�  Abdominal pain/pulsations     
�  Difficulty swallowing 
�  Slurred speech or other speech problems  
�  Persistent cough 
�  Diminished or partial loss of vision                  

�  Temporary lack of understanding 
�  Numbness or loss of sensation in the face, arms, hands, fingers or legs 
�  Any other abnormal or loss of sensation in another body part 
�  Weakness, clumsiness, or strength loss in the face, arms, hands, 
fingers or legs 
�  Unexplained weight loss        
�  Loss of consciousness / Sudden collapse w/out loss of consciousness 
�  Numbness across the buttocks and groin region 
�  Other________________ 

Have you had any of the following childhood diseases:    �  Measles   �  Rubella   �  Chickenpox   �  Mumps    
�  Scarlet Fever    �  Rheumatic Fever   �  Tuberculosis   � Other _____________ 
Are you under a doctor’s care presently for any type of health problem? �  Yes     �  No  
 

If yes, please explain:  
Do any diseases run in your family?                                                     

Have you ever suffered a stroke?  �  Yes     �  No               Have any relatives ever suffered a stroke?   �  Yes     �  No      

Please list any allergies:   

MEN 
Date of last prostate exam: __________ 
 

Difficulty with urination?  �  Yes      �  No 
 

Excessive urination?  �  Yes      �  No 
 

WOMEN 
Do you take birth control pills?   �  Yes     �  No      How long? ________ 
 

Do you experience any of the following symptoms:   �  Menstrual pain      �  Cramping      �  Irregularity 
 

Date of last period: ________ 
 

Are you pregnant? �  Yes     �  No      Due Date: ________ 
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PAIN DIAGRAM   
 

On the diagram below, please indicate where you are  experiencing pain.  
 

A = ACHE      B = BURNING  N = NUMBNESS 
P = PINS & NEEDLES  S = STABBING  O = OTHER 

�
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

PAIN SCALE  
 
 

 
HOW WOULD YOU RATE YOUR PAIN RIGHT NOW ? 
 

No Pain____________________________________________ _____________________________Worst Pain Possible 
           0          1          2          3          4          5          6          7          8          9          10 
 
 
 

HOW WOULD YOU RATE YOUR AVERAGE PAIN OVER THE PAST 2 WEEKS? 
 

No Pain____________________________________________ _____________________________Worst Pain Possible 
           0          1          2          3          4          5          6          7          8          9          10 

 
 
 

GOALS 
 

I want to be able to: _______________________________________________________________________  
 
_______________________________________________________________________________________ 
 
I certify that I have read, understand and have answered all my health history accurately to the best of my knowledge.  I understand that 
providing incorrect information can be dangerous to my health and if I do not follow the instructions given to me by my doctor that I may do 
injury or harm to myself in which the doctor will not be liable.   Initial here _____ 
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CANCELLATIONS  /  LATE ARRIVALS  /  NO-SHOWS  
 

Cancellations - Our office policy requires a 24 hour notice for appointment cancellations or rescheduling.  We typically 
have a waiting list of patients who would like to see the Doctor or Physical Therapist.  If you cannot make your 
appointment, please extend the office and other patients the courtesy of giving ample notice so that someone on the 
waiting list may be seen during that time.   
 
Late Arrivals - If you arrive more than 10 minutes late for your appointment, expect to be rescheduled or to wait for an 
open spot in that day’s schedule.  No one likes to wait any longer than they have to in a doctor’s office.  It only takes one 
person being a few minutes late to cause everyone to have to wait that day.   
 
No-Shows - We understand that things do come up and we will try to be as accommodating as possible.  But please be 
aware that a $25 fee will be assessed for no-shows and cancellations without a 24 hour notice. 
 
We recognize that your time is valuable - this will  help us stay on schedule and minimize the time you  wait for 
your appointment ��� �  
 
I understand and accept this policy. 
 
____________________________________  ________________ 
Patient Signature                 Date 

 
CONSENT FOR USE OF PHI FOR PURPOSES OF TREATMENT, PAYMENT  

AND HEALTHCARE OPERATIONS (HIPPA)  
 
I consent to the use or disclosure of my protected health information (PHI) by Active Spine & Sport Therapy for the 
purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care 
operations. I understand that diagnosis or treatment of me by Dr. Brian C. Mulhall or Robert G. Vining may be conditioned 
upon my consent as evidenced by my signature on this document.  
 
I understand I have the right to request a restriction as to how my protected health information is used or disclosed to 
carry out treatment, payment or healthcare operations of the practice. Active Spine & Sport Therapy is not required to 
agree to the restrictions that I may request. However, if Active Spine & Sport Therapy agrees to a restriction that I request, 
the restriction is binding on Active Spine & Sport Therapy. 
 
I have the right to revoke this consent, in writing, at any time, except to the extent that or Active Spine & Sport Therapy 
has taken action in reliance on this consent.  
 
My "protected health information" means health information, including my demographic information, collected from me 
and created or received by my physician, another health care provider, a health plan, my employer or a health care 
clearinghouse. This protected health information relates to my past, present or future physical or mental health or 
condition and identifies me, or there is a reasonable basis to believe the information may identify me.  
 
I understand I have a right to review Active Spine & Sport Therapy’s Notice of Privacy Practices prior to signing this 
document. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information 
that will occur in my treatment, payment of my bills or in the performance of health care operations of the clinic. The 
Notice of Privacy Practices for Active Spine & Sport Therapy is posted in the reception area. This Notice of Privacy 
Practices also describes my rights and Active Spine & Sport Therapy’s duties with respect to my protected health 
information.  
 
Active Spine & Sport Therapy reserves the right to change the privacy practices that are described in the Notice of Privacy 
Practices. I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in 
the mail or asking for one at the time of my next appointment.  
 
 
_________________________________          ________________________________      ___________________ 
Patient Signature               Printed Name                    Date 
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Informed Consent to Physical Therapy, Joint Manipulation and Manual Therapy 

Please read this entire document prior to signing.  It is important that you understand the informatio n it contains.  Please feel 
free to ask questions and to review any information  if anything is unclear. 

 

·  As part of your analysis, examination and treatment, you are consenting to the following procedures 
Spinal Manipulative Therapy  Extremity Joint Manipulation  Range of Motion/Neurological Testing 
Muscle Strength Testing  Orthopedic Testing   Motion Palpation 
Muscular Palpation   Vital Signs   Active Release Techniques (ART) 
Electrical Stimulation Therapy  Ultrasound Therapy   Radiographic Studies 
Hot/Cold Therapy    Postural Analysis   Kinesio Taping Therapy 
Myofascial Release Therapy  Trigger Point Therapy  McKenzie Evaluation/Treatment 

 

·  The material risk inherent in Active Release Techniques/Myofascial Release Therapy 
Active Release Techniques (ART) is a hands-on soft tissue treatment method. ART is offered as an employee benefit at 91 
corporate facilities in North America. OSHA recognizes ART as a form of massage.  During your sample session, the doctor will 
use a hands-on (thumb) contact to work the muscles, ligaments and tendons he finds to be compromised and creating some form 
of pain. You will physically move the region of the body getting worked on through active ranges of motion.  The sessions tend to 
be quite brief but very specific.  ART may be uncomfortable in some regions of the body (like the burn experienced while lifting 
weights) and may produce soreness post-treatment for up to 1-3 days. It is common for individuals to realize a significant 
improvement in many muscular conditions after just a few ART sessions (3 to 6 sessions).   

 

·  The material risk inherent in McKenzie Mechanical Diagnosis and Therapy 
McKenzie Mechanical Diagnosis and Therapy is a diagnostic and therapeutic system used to identify and treat spinal and extremity 
conditions based on identifying the patient’s initial baselines (symptoms, mechanical and neurological deficits) and then introducing 
progressive and specific load to the area in question and observing any changes made to the initial baselines.  Through 
observation and testing, a reductive movement/load can be indentified that produces noted and drastic improvements to the 
patient’s symptoms and mechanical and neurological deficits.  Through the testing procedures, patients may experience temporary 
stiffness and strain while performing some of the specific loading strategies that commonly last 10-15 minutes but can last up to 1-
2 days.   

 

·  The nature of spinal/extremity joint manipulation 
After a full evaluation of your condition, the doctor may make the decision that manipulative therapy would be beneficial to assist 
your recovery.  If joint manipulation is used, the doctor would use his hands in such a way as to move your joints to restore range 
of motion, proper function and reduce the perception of pain.  You may feel a click or pop, similar to someone cracking their 
knuckles, and you may feel movement of the joint.   
 

·  The material risk inherent in joint manipulative therapy and ancillary procedures 
As with any health care procedure, there are certain complications which may arise following joint manipulation therapy.  These 
complications include but are not limited to:  fractures, disc injuries, dislocations, muscular strain or cervical myelopathy.  Some 
types of manipulation of the neck have been associated with injuries to the arteries of the neck leading to or contributing to serious 
complications including stroke.  Some patients will feel some soreness and stiffness following the first twenty four to forty eight 
hours following their first and/or second treatment utilizing joint manipulation.  Your doctor will make every reasonable effort during 
the examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to his 
attention, it is your responsibility to inform him.   

 

·  The probability of those risks occurring 
Fractures are rare occurrences and generally result from some underlying weakness of the bone which is checked for during the 
taking of your history and during examination and x-ray.  Stroke has been a subject of tremendous disagreement.  The incidences 
of stroke are exceedingly rare and are estimated to occur between one in one million and one in five million cervical manipulations.  
The other complications are also described as rare. 
 

·  The availability and nature of other treatment options 
Other treatment options for your condition may include:  Self administered, over-the-counter analgesics and rest; Medical care and 
prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; Hospitalization or Surgery.  If you chose to use 
one of the other treatment options, you should be aware that there are risks and benefits of such options and you may wish to 
discuss those with your primary care physician or specialist. 

 

·  Procedures you would like excluded from your treatment 
If there are any procedures previously listed that you would explicitly request not to be employed in your treatment please list these 
below.  We will gladly employ other treatment options to in an attempt to reach the same results.       
_______________________________________________________________________________ 

 

·  The risks of and dangers of remaining untreated 
Remaining untreated may allow the formation of adhesions and reduced mobility which may set up a pain reaction further reducing 
mobility.  Over time this process may complicate treatment making it more difficult and less effective the longer it is postponed. 
 
___________________________________________________________________ ___________________ 
Patient Signature        Date 

 


