
Dr" Brad Tcdaro at
Aiiegheny Advanced
^l 

,Lntro0racilc

1900 Wa. Jam Plaza Drive
McMurray, PA 3,5317
(7?4) 942-756A
Fax (724\ 942-7654

FATEEh€T gBSFORM&T'C6N

Date:

Name:
First Name

Lasl Name

Address:

l.Iiddle lnilial Nickname

Ciiy: State:_ Zip:

SS#: Sex: 'J Male U Female

Date of Birih: Age:

-f lvlarried - Single i Witiovred
Il Separaied I Divorced Q Minor
Race: I African American 3 Asian tr Black

I Caucasian 3 Oiher
Ethnicity: il A.merican ! Hispanic f Indian I American lndian

-l Chinese Q Japanese Cl Latino
I] Other

Preferred

Employer:

Language: English, Spanish, Other

Employer Address:

Occupation:

Spouse's or Parent's Name:

SS#: E-day:

Employer: Occupation:

Whom may we thank ior refening you to us?

PF5@E€E S€gjIUBERS

Home Phone: (_)
Work Phone: f i

Cell Phone: (_)
Cell Phone Carrier:

Email Address:-
Contact Preference: tr Celi I Home

I Work I Emai} 3 Any

,FE CASE AF EMERGE$U€Y, FLEA$H C@FITA€T:

Name: Relationship:

Home Phone: t-)
Cell Phone: (_)

I NSURAS{CE TI€FGRMATI@H

Work orAuto Related?_Med Pay Coverage?

Policy Holder's Name:

Relationship io Patieni:

lnsurance Company:

ls patient covered by addiiional insurance? I Yes f No

Person respansible for account if other than self?
Name:

Address: Phone:

FAES ETAGRAII!

Please complete the following "Pain Diagram" by using letiers to
indicaie your areas of pain.
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ASCISEf€?' I S{FO Rrfr ATIO F6

ls condiiion due to an accident? Q Yes 3 No Date:

Type of accldeni: 3 Auto f Work ,l Other:

To whom have you made a report of your accident?

Q Auto lnsurance G Employer D S/orker's Comp fl Other

Claim Number {if applicable):

Attorney's Name iif applicable):

lnitial Here

Rev- 9/J1



Horv did you hcar about our office'l

i!{cdical Conditions:
Artl'rritis
i-ll,pertensiou
Otlrer

$urseries: (Circlc all that apply
r\ppendectolny
.loint ReplacemcnL
Brain
Carpal Tunnel
Bleast Augmentation

Allergies: (Circle ail that appl1,

i\rlold
Chemicai

Sociai Histon':
Caffeine use:

Drinli Alcohol:
Excr-cise:
Drinli \\iater:
Cigarettes:
Sleep:
Other

(Circle all that apply to you)
Cancer Diabetes

Skin Disorder
Asthma

Cen'ical spine
Lun-rbar spine
Thoracic spine
lJro-genital

ilriilk or Laciose
Wheat/Glutens

never
ne\.el'
ne\re r
never
never
Insomnia

yourjob description)
Clerical/Secretary
Cons[uclion
lulanufacturing
Executivellegal

Psychiatric Ilh:ess
Iribromyalgia

to you)
Cardiorrascular procedurc
Plostate
Shoulrter
Gastro-intestinal
Other

i{eart Disease
Stroke
Osieoporosis

I-iysterectomy
Gall Bladder
Knee
I-lernia

Anin:ral
Otlrer

Computer User
Health Care
Home Sen ices
Housekeeper

to you)
Seasonal
Sulfites

(Circle all that apply to you)
occasional olten
occasional o{ten
occasional otten
<64 ozJday >64 a'tlday
<l pack/day >i pacldday
<8 hour-sinight >:8 !:ours/night

Frrmii:' llistory: (Circle all
A.rtli.ritis: Parent
Cancer: Parent
Diabetes: Parent

Heart Disease J)arettt

I-Iyperter:sion Paent
Stroke Parent't'hyroid Parenr

Other

tlrat apply)
Sibling
Sibling
Sibling
Sibling
Sibling
Sibiing
Sibling

Sceu nationiti Activities:
Adurinistralion

(Circle one tliat best describes

lJusiness Onucr
DaycarelChildcaue
Medium MauualLabor
Liglrt Manual Labor

l-leav], Eqr.riPment oPerator

Food Service lndustr.v

Heavy Manual Labor
Oiher

lundcrstandantiagrecrhatlrcalthandaccidentinsumnccpoliciesarcanarrangcmcnlbetweofi:urinsurancccarrieranrlm:'selt: Furllrernlore-i

understand that the Doctor's Oflice rvill prepare any nccessary rcpons and fomls to assisL me in making calleclion fronr the insurancc company

antl tiat any amount authorizcd to bc paid directl}.to thc Doctor's oflice rvill bc crcditcd to m!' accouill Gn receipl- l-lorvc{et I clcarlv

understanl and agree that all services rendercd mc arc chargcd directly to me and that I am pcrsonally responsiirle lor payTrent. LIso understand

rlrat ill suspcnd or temrinare, any lees lor prolessional services rendered nre rvill be immediatcly due and payable'

t herebl, authorize the Doctor to treat nly condition as he or she deenrs appropriate. The patient also agrees that he/she is respomiblc ibr all bills

iucurred at this oifrce.

Date:Fatient Signature:

Conseut to Treat a Minor: Date:

Guardian/Spouse's Signature of Authorizing Care: Sate:


