
QASIM A. SHEIKH, DC

BASIC PATIENT INFORMATION

Today’s Date: _________________

PATIENT DEMOGRAPHICS

First Name: ______________________________Middle _________ Last _____________________________________ Birth Date: ___-___-____ Age: _____

Address: _______________________________________________ City: _______________________________________ State: _______ Zip: _____________________

Social Security #: ___________________________________ Driver’s License #: _______________________________________________

E-mail: ____________________________________________ Home Phone:______________________________ Cell:_________________________________________

Marital Status:◻Single ◻Married Spouse Name________________________ Number of children and ages: ______________________

Name & Number of Emergency Contact: ______________________________________________ Relationship: ____________________________

Gender □Male □ Female □Other Height_________ Weight_________ Dominant Hand ◻ Right ◻Left ◻Both

EMPLOYMENT

Employer_________________________________________ How long__________ Job Title_____________________________________________

Employer Address______________________________________________________ Work Phone: _________________________________________

REFERRAL INFORMATION

Whommay we thank for referring you to this office? _____________________________________________________________
◻Internet Search ◻Co-worker ◻Family Member ◻Employer ◻ Insurance Network ◻Just walking by ◻health fair
(Yelp, Google, Yahoo)

Referring Physician ____________________________________

Referring Patient ______________________________________

Referring Attorney ____________________________________

INSURANCE

Do you have Insurance: ◻Yes ◻No ◻HMO ◻PPO ◻EPO ◻Med Pay ◻Other

Is your insurance through your employer? ◻Yes ◻ No

Insurance Carrier_______________________________________

I hereby authorize and instruct payment to be made directly to ADVANCED SPINE & SPORTS MEDICINE, for all benefits
which may be payable under a healthcare plan or from any other collateral sources. I authorize utilization of this application or
copies thereof for the purpose of processing claims and effecting payments, and further acknowledge that this assignment of
benefits does not in any way relieve me of payment liability and that I will remain financially responsible to ADVANCED SPINE
& SPORTS MEDICINE. for any and all services I receive at this office.

__________________________________________________ _____ - _____ - _____
Patient Signature Date Completed
(or Authorized Person’s signature)



HISTORY OF COMPLAINT

Please identify the condition(s) that brought you to this office: Primary: _______________________________________________________

Secondary: _____________________________________ Third: _______________________________________ Fourth:_________________________________

On a scale of 1 to 10with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:
Primary or chief complaint is: 0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10
Second complaint is: 0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10
Third complaint is: 0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10
Fourth complaint is: 0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10

When did the problem(s) begin? ____________________ When is the problem at its worst? □ AM □ PM □mid-day □ late PM

How long does it last? □ constant OR □ I experience it on and off during the day OR □ It comes and goes throughout the week

How did the injury happen? __________________________________________________________________________________________________________________

Condition(s) ever been treated by anyone in the past? □No □ Yes If yes,when: _________ by whom? _______________________________
How long were you under care: _______________ What were the results__________________________________________________________________
Name of Previous doctor/therapist: _______________________________ ◻ N/A

PLEASE MARK the areas on the Diagram with the following letters to describe your
symptoms:
R = Radiating B = Burning D = Dull A = Aching
N = Numbness S = Sharp/Stabbing T = Tingling

What relieves your symptoms? ____________________________________________

What makes your symptoms feel worse? _________________________________

Is your problem the result of ANY type of accident? □ Yes, □ No

Identify any other injury(s) to your spine, minor or major, that the doctor should know about:

____________________________________________________________________________________________________________________________________________________

Please mark any of the following that you have now or have experienced in the past:
□ Headaches □ Pain in Hands or Arms □ Chest Pains
□ Neck Pain □ Numbness in Hands or Arms □ Heart Attack
□ Sleeping Problems □ Pain in Legs or Feet □ High Blood Pressure
□ Low Back Pain □ Numbness in Legs or Feet □ Stroke
□ Nervousness □ Fatigue □ Cancer
□ Tension □ Depression □ Painful Urination
□ Irritability □ Lights Bother Eyes □ Diabetes
□ Dizziness □ Loss of Memory □ Diarrhea
□ Pain Between Shoulders □ Shoulder Pain □ Constipation
□ Neck Stiff □ Sinus □ Upset Stomach
□ Joint Swelling □ Shortness of Breath □Menstrual Cramps
□ Fever □ Asthma □ significant Weight Loss
□ Loss of Balance □ Allergies □ Loss of Smell or Taste
□Ringing in ears □Swollen ankles □Prostate problems

PATIENT’S NAME: ______________________________________________ Date: _____________



PAST HISTORY

Other forms of treatment tried: □ No □ Yes If yes, please statewhat type of treatment: _________________________________, and who
provided it: _________________________ How long ago? _______What were the results. □ Favorable □ Unfavorable🡪 please explain.
____________________________________________________________________ ____________________________________

Please identify any and all types of jobs you have had in the past that have imposed any physical stress on you or your body:

___________________________________________________________________________________________________________________________________________________

If you have ever been diagnosed with any of the following conditions, please indicate with a P for in the Past, C for
Currently have or N for Never have had:
___Migraines/Headaches ___
___ Broken Bone ___Dislocations ___ Tumors ___Rheumatoid Arthritis ___ Fracture ___Disability ___Cancer
___ Heart Attack ___Osteo Arthritis ___ Diabetes ___Cerebral Vascular ___ Other serious conditions: _______________

PLEASE identify ALL PAST and any CURRENT conditions you feel may be contributing to your present problem:
HOW LONG AGO TYPE OF CARE RECEIVED BYWHOM

INJURIES 🡪

SURGERIES 🡪

CHILDHOOD DISEASES🡪

ADULT DISEASES 🡪

SOCIAL HISTORY
1. Smoking:◻cigars◻ pipe ◻ cigarettes How often?◻ Daily ◻Weekends ◻ Occasionally ◻ Never
2. Alcoholic Beverage: consumption occurs ◻ Daily ◻Weekends ◻ Occasionally ◻ Never
3. Recreational Drug use: ◻ Daily ◻Weekends ◻ Occasionally ◻ Never

4. What are your Hobbies -Recreational Activities- Exercise Regime/frequency:

_________________________________________________________________________________________________________________________________________

How does your present problem affect your Activities of Daily Living? _________________________________________________________

FAMILY HISTORY:
1. Does anyone in your family suffer with the same condition(s)? ◻ No ◻ Yes
If yes whom:◻grandmother ◻grandfather ◻mother ◻father ◻sister(s) ◻brother(s) ◻son(s) ◻daughter(s)
Have they ever been treated for their condition? ◻ No ◻ Yes ◻ I don’t know

2. Any other hereditary conditions the doctor should be aware of? ◻ No ◻ Yes: ___________________________________________

PATIENT’S NAME: ______________________________________________ Date: _____________



Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with information to
assist you in making informed choices. This process is often referred to as “informed consent” and
involves your understanding and agreement regarding the care we recommend, the benefits and risks
associated with the care, alternatives, and the potential effect on your health if you choose not to
receive the care.

We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted will
be carefully performed but may be uncomfortable. Such diagnostic tests may include X-rays, neurologic and
orthopedic testing, Range of Motion assessment and joint palpation.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to
reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal
joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological
functioning and overall well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited
to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns
and/or scarring from electrical stimulation and from hot or cold therapies, including but not limited to hot packs and
ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. The probabilities of these
complications are rare and generally result from some underlying weakness of the bone or tissue which we check for
during the history, physical examination, and x-ray (when warranted). Pease inform your doctor of all medications
you are taking, including blood thinners, any surgeries you have had, and any medical condition you have, including
osteoporosis, heart disease, cancer, stroke, fracture or severe injuries.

It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but are
not limited to: self-administered care, over-the- counter pain relievers, physical measures and rest, medical care with
prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the right to a second opinion
and to secure other opinions about your circumstances and health care as you see fit

I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every possible
complication to care. I have also had an opportunity to ask questions about its content, and by signing below, I agree
with the current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstance.
I intend this consent to cover the entire course of care from all providers in this office for my present condition and for
any future condition(s) for which I seek Chiropractic care from this office.

Patient Name:___________________________________ Signature:_______________________________ Date:_______________

PATIENT’S NAME: ______________________________________________ Date: _____________



PHYSICIAN-PATIENT ARBITRATION AGREEMENT

NAIM SPINE AND SPORTS CHIROPRACTIC GROUP PC
ADVANCED SPINE & SPORTS MEDICINE

QASIM A. SHEIKH, DC

The attached contract is an arbitration agreement. By signing this agreement we are agreeing that any dispute arising out of the
medical services you receive is to be resolved in binding arbitration rather than a suit in court. Lawsuits are something that no one

anticipates and everyone hopes to avoid. We believe that the method of resolving disputes by arbitration is one of the fairest systems for
both patients and physicians. Arbitration agreements between health care providers and their patients have long been recognized and

approved by your state courts

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be
determined by submission to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law
provides for judicial review or arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights
to have any such dispute decided on a court of law before a jury, and instead are accepting the use of arbitration.
Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise out of or
related to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether bron or unborn,
at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term “patient” herein shall mean the mother and
the mother’s expected child or children.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners,
associates, association, corporation or partnership, and the employees, agents and estates of any if them, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages. Filing of any court by the physician to collect
any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.
Article 3: Procedures and Applicable Law: A demand for arbitration must communicate in writing to all parties. Each party shall select an
arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the
parties within thirty days of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata share
of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator,
not including counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit. The parties agree that the
arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract. This immunity
shall supplement, nit supplant, any other applicable statutory or common law.
Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral
arbitrator.
The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional
party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed
pending arbitration.
The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this arbitration agreement,
including, but not limited to, Code of Civil Procedure Section 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2. Any party may bring
before the arbitrations a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure. Discovery
shall be conducted pursuant to Code of Civil Procedure section 1283.05, however, depositions may be taken without prior approval of the
neutral arbitrator.
Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in once
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would
be barred by the applicable California statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the
procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be
governed by the California Code of Civil Procedure provisions relating to arbitration.
Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days, or signature. It is the
intent of this agreement to apply to all medical services rendered any time for any condition.
Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed.(for example,
emergency services) patient should initial here ___ _. Effective as of the date of first medical services.
If any provision if this arbitration agreement is held invalid of unenforceable, the remaining provisions shall remain in full force and shall
not be affected by the invalidity of any other provision.
I understand that I have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge that I have received a
copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.
PATIENT NAME _______________________________________________
(Please print)
PATIENT SIGNATURE ___________________________________________ Date _____________________________
(Indicate relationship if signing on behalf of patient)

PATIENT’S NAME: ______________________________________________ Date: _____________


