
New Patient Information Form 

PLEASE PRINT 

GENERAL INFORMATION 

Patient LAST name: ____________ FIRST name: ____________ _ 

Address: ___________________ Care of: __ ________ _ 

City: ___________ State: ____ Zip: ___ _ Phone (H): _______ _ 

DL #: ___________ No. Children: _____ _ Phone (C): ______ _ 

Out of State Address: Phone: 
----------------- ----------

Spouse's Name: ______ Spouse's Employer: _____ Native Language: ______ _ 

Email Address: 
-----�-------------

Sex: MI F Married/ Single/ Widowed/ Divorced DOB __ / __ /__ SS# _____ _ 

Employer's Name: _________ EMPLOYED: Full Time/ Part Time/ Retired / Unemployed 

Employer's Address: __________ City: ________ State: __ Zip: ___ _ 

Phone: _____ __ Occupation: ______ STUDENT: Full Time/ Part Time/ Non-Student 

INSURANCE INFORMATION-Commercial Insurance and Medicare Only

· PRIMARY Insurance Company Complete only if Patient is NOT the Insured 

Insured's Information: 
Type Group Private Insured's Name: 

M/F Married Single Widowed Divorced 
Membership/Cert #: Patient Relation to Insured: 

lnsured's DOB: I
-- ----

Policy Group #: Tnsured's Employer: 

SECONDARY Insurance Company Complete only if Patient is NOT the Insured 

Insured 's Information: 
Type Group Private Insured's Name: 

M/F Married Single Widowed Divorced 
Membership/Cert#: Patient Relation to Lnsured: 

Insured's DOB: I
-- ----

Policy Group #: Insured's Employer: 

AUTOMOBILE ACCIDENT/WORKER'S COMPENSATION 

Insurance Company: Claim#: Policy#: 

Address: City: State: Zip: 

Phone Number: Date of Injury: __ / __ / __ 

Attorney's Name: Phone Number: 

Address: Contact Name: 

Release and Assignment 

I authorize release of any information necessary to process my insurance claims and assign and request payment directly to 
my physicians. 

Patients Signature: ______________________ _ Date: 
--------



Michael Papa D. C., P.A. 
2632 West Indiantown Road 

Jupiter, FL 33458 
Phone: 561-744-7373 Fax: 561-743-1192 

ASSIGNMENT OF BENEFITS 

I, the undersigned patient, hereby assign my Personal Injw-y Protection insurance benefits under my policy of automobile 
insurance or all other applicable Private policies benefits under my medical insurance, for all causes of actions to MICHAEL

PAPA D.C., P.A., its subsidiaries and its agents, including but not limited to MICHAEL PAPA D.C., P.A., for services 
rendered to the undersigned patient in accordance with Florida Statue 627. 736(5), that would otherwise be payable to me for 
services rendered. 

I fully understand that by the execution of this assignment of benefits, that I also grant MICHAEL PAPA D.C., P.A., its 
subsidiaries and its agents including but not limited to MICHAEL PAPA D.C., P.A., full power of attorney and authority to 
act in or on my behalf insofar as the endorsing and cashing of checks as well as the execution of any other documents that 
may be related to this matter or claim. I agree to be fully responsible for the services provided regardless of settlement, 
judgment or verdict. I further direct my Private insurance carrier to provide any medical provider with an updated copy of the 
PIP Payment Log. A photocopy of this document shall be as binding as the original signature page. 

PATIENTS/INSURED SIGNATURE. __________________ _ 

INSURANCE COMPANY ________ ______________ _ 

DATE _______________________________ _ 

DATE OF ACCIDENT ________________________ _ 
(If applicable) 
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Date: 
-------

To: 

Papa Chiropractic and Physical Therapy 
2632 W Indiantown Road 

Jupiter, FL 33458 
(561) 744-7373

(561) 743-1192 Fax

RELEASE OF RECORDS 

-----------------------

(Doctor or Hospital) 

Address: 
---------------------

I hereby authorize and request you to release my complete medical records, concerning my illness and/or treatment during the period 
of ______ to ____ _

To: 

Name: 

DOB: 

Date: 

Papa Chiropractic and Physical Therapy 
2632 W Indiantown Road 
Jupiter, FL 33458 
(561) 744-7373
(561) 743-1192 Fax

------------

----------

--------

Signed: 
-----------------

(Signature of patient/ guardian, if patient is a minor.) 



Patient's Name: 

Medical History Questionnaire 
( Confidential Information) 

Date: 
-------------

Reason for Visit: 

--------

-------------------------

MED IC AL HISOTRY: Please circle the following: 

High Blood Pressure YIN Skin Disease 

Bleeding Disorder YI N Thyroid Disease 

Anemia y I N Lung Disease 

Liver Disease YIN Tuberculosis 

Heart Disease YIN Shortness of Breath 

Psychiatric Illness YIN Hepatitis 

HIV YIN Diabetes 

Please list any other medical history the doctor should be aware of: 

Please list any prior hospitalizations below (ie, accidents, etc) 

YI N 

y IN

YIN 

YIN 

YIN 

YIN 

YIN 

FAMILY HISTORY: Please give the age of living or age and cause of death. 

Father: Mother: 
------------- -------------

Siblings: ____________ Children: ___________ _ 

MEDICATIONS: Please list medications you currently take, including appetite suppressants, vitamins, 
herbal supplements

,, 
or any homeopathic medication: 

Do you take any Aspirin or any Aspirin- containing compound? _____ If "Yes", for what reason? 



Do ·you have any ALLERGIES and/or SENSITIVITIES? (Please indicate which, if any, are present)? 

Penicillin y I N Aspirin YIN 

Sulfa y I N Xylocaine y I N 

Any other Antibiotics Y I N Adhesive Tape y I N 

Codeine y I N Tetanus Toxic y I N 

Any other 

SOCIAL HISTORY: 

Cigarette Smoking y I N How long since last use? 

Alcohol Use y I N Drugs: 

Caffeine: None: Daily: How much? 

Do you take Vitamin E? YIN If "Yes," how much? 

SURGICAL HISTORY: 

Please list all previous surgeries/operations, as well as cosmetic: 

_______________________ Date: _____ _ 

_______________________ Date: _____ _ 

_______________________ Date: _____ _ 

Please list any complications or problems you experienced during or following the above procedures: 

Do you wear corrective eye glasses or contacts? _____________ _ 

Date oflast opthalmology (eye) check up? ______________ _ 

Have you recently been under the care of a physician for any reason? Y / N 
If Yes, please explain 

Family Physician: ____________ Date oflast check up: ____ _ 

Address: Phone: 
--------------- ----------

Note: if you are scheduled for surgery at any time, please be advised that you cannot take aspirin or 
aspirin-containing products for a period of two weeks prior to your surgery. Evidence suggests that 
even small amounts of aspirin or other anti-inflammatory products can create bleeding problems in the 
apparently healthy adult. Acetaminophen, such as Tylenol, may be used as a substitute for aspirin. 



. . 

Papa Chiropractic and Physical Therapy 
2632 W Indiantown Road 

Jupiter, FL 33458 
(561) 744-7373

X-RAY CONSENT FORM & PREGNANCY RELEASE IF APPLICABLE

Patient Name: 
-----------------

Patient Date of Birth: 
----------

PLEASE ANSWER THE FOLLOWING QUESTIONS: 
FEMALE ONLY 1-4 

1. Are you pregnant or any chance you may be: YES / NO

2. Date of the start of your last period: ______ _

3. Are you on any type of Birth Control? YES/ NO

4. Are you trying to get pregnant? : YES/ NO

Your signature indicates that you have read, understood and answered all of the above and accept all 
responsibility associated with exposure to yourself or your unborn child and have accurately answered the 
above statements. 

Signature: ________________ _ Date: _________ _ 

Witness: Date: 
------------------ ----------
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