


JOSEPH C PECK, M.D. 

COMPREHENSIVE PAIN AND SPORT REHABILITATION PATIENT QUESTIONNAIRE 

*Is your complaint today work related? Y/N
• Are you currently underthe careofa skilled nursing facility (SNF)? Y /N

Today's Date: 

Last Name: _________________ _ 

Address: __________________ _ 
City: ________ State: ____ .Zip: ____ _ 
HomeTelephone:�-�-------­
WorkTelephone: �-�--------
Cell Phone: 
E-Mail Address: ____________ _
Emergency Contact: ___________ _

Tel:�-�---- Relationship: _______ _ 

     How did you hear about us? (Select  all  that  apply)

• Referre  d _   By:_________

• Yelp______

• Google____

• Other (Specify) __________

First Name: ______________ �M�'�-

Social Security #: __________ Gender: M/F 
Date of Birth: ____ �_� ___ Age: ___ _ 
Marital Status: Single/ Married/ Divorced/ Widowed 
Employer's Name: _______________ _ 
Address: _________________ _ 
City: ________ State: ____ Zip: ____ _ 

Work Status: regularduties/lightduties / off work 

First date missed: ______ to _____ _ 

INSURANCE INFORMATION 

ls your insurance plan an HMO /PPO / EPO /Medicare /Worker's Compensation /Other: 
Primarylnsurance Secondary Insurance 

insurance Company Name: ____________ _ Insurance Company Name: ___________ _ 
lnsured's Name: 

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

lnsured's Name: _______________ _ 
1 n sured' s S S #: ____________ _ lnsured's 55#: _____________ _ 
lnsured's D.O.B.:, ___ �--�-- lnsured's D.O.B.: ___ �--�--
lnsured's Employer Name: ____________ _ lnsured's Employer Name: ____________ _ 
Group and ID#: _______________ _ Group and ID#: ________________ _ 
Relationship to patient: Self /Spouse / Dependent Relationship to patient: Self/ Spouse/ Dependent 
*************************CONSENT FOR MEDICAL TREATMENT & ASSIGNMENT OF BENEFITS**•••*••••••••••••••••••••

PATIENT's or INSURED's SIGNATURE: I authorize payment of medical benefits to the undersigned physician or supplier for services 
described below. I authorize the release of any medical or other information necessary to process this claim. I also request payment of 

government benefits either to myself or to the party who accepts assignment below. 
Signature of patient (parent if minor): X __________________ Date=----�-��--
***************************************PREFERRED PHARMACY************************************************ 

Pharmacy Name and Address: Phone number: __________ _ 
***************************************PRESENT COMPLAINT************************************************* 

Part of Body: _______________ Left/Right/Both Specific Areas: ___________ _ 

Onset=--�-� ___ gradual/sudden Duration: ___ days/weeks/months/years Pain Scale (1-10): ______ _ 
Status: Improving/ Worse/ Stable/ Resolved/ Fluctuating Frequency: Intermittent/ Constant/ Occasional/ Rare 

Context: no injury/ injury/ sports injury/ motor vehicle accident/ Other: _____________________ _ 

"Describe: __________________________________________ _ 

Trauma: Type: fall/running/direct blow/twisting/lifting/cr ush History of injury to area? Y? N Year: ____________ _ 
Where: ___________________ Date: ___ or around: _____________ _ 

Aggravated by: Nothing/ Bending/ Lifting/ Movement / Walking/ Sitting/ Standing/ Pushing/ Pulling/ Stairs 

Other: _________________________________________ _ 

Relieved by: Nothing /Splint/Ice/ Heat/ Massage /Therapy/ Elevation /Exercise /Stretching /OTC Meds: ________ _ 
Associated Symptoms: Nothing/Bruising/Instability/Weakness/Numbness/Tingling/Swelling/Limping/Locking/Decreased 
Mobility 

1 

• Instagram___

• Facebook____

• PatientPop___

• Website______























UPDATED PRICES AS OF FEBRUARY 1, 2019 

$40 

$40 

$30 

$30 

Completion of State EDD Disability Forms 

Completion of FMLA FORMS Completion 

of ALL Disability Forms Completion of 

Work Requirement Forms Copy of Patient 

Records-Minimum Charge

 

$25 

(Subject to the size of the Record's) 

Fees must be paid in advance by credit card 

Or cash and cannot be billed to insurance. 

Please allow at least 5 business days for completion 

Of forms and documents requiring doctor's signature. 

DMV  $15

Patient Signature: ______________________________________  Date: __________________  
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