
Enclosed please find your new patient intake 
form. We appreciate you taking the time to fill 

it out in advance.

For non motor vehicle accident patients 
please only fill out pages 2-8

Thank you for trusting us with you health care.

Dr. John Ciotti DC and Staff



Confidential New Patient History 

Name ___________________ _ Birthday _____ Age __ _ Sex M F 

Address _____________________ _ City _______ _ Zip ____ _ 

Home Phone __________ _ Work ______ ____ _ Cell _________ _ 

Email ____________ _ Last 4 Security# _________ _ Marital Status S M D W 

Children/Ages _________ _ Emergency Contact Name and # 
--------------

Ethnicity: American Indian/Alaskan Native Asian African American Native Hawaiian/Islander Caucasian Other 

Please describe your complaint(s). Label them individually as a, b, & c as necessary: 

How long have you had each of these condition(s)? ________________________ _ 

Have you had these or similar condition(s) in the past? ______________________ _ 

Is your condition(s) getting better, worse or staying the same? ____________________ _ 

What caused you current complaint(s)? ____________________________ _ 

What makes it feel better?--------------------------------

What makes it feel worse? _________________________________ _ 

Others who have treated this condition: ____________________________ _ 

Family Physician/Last Check-Up : __________________ ___________ _ 

Have you been in a recent auto accident or other personal injury? __________________ _ 

Mark all areas on your body where you feel 
the described sensation(s). Use the 
appropriate symbols listed below. Indicate 
areas of radiating pain with lines and arrows 
from the initial site of pain. 

Aches: vvvv Burning: xxxx 
Numbness/Pins & Needles: 0000 

Sharp/Stabbing: //// 

On a scale of 1 to 10, with 1 being very little 
pain and 10 being severe pain, rate your 
current level(s) of pain (a, b, c): 

Patient Initial: ____ _ 

BACK FRONT LEFT SIDE 

Doctor Initial: _____ _ 















ASSIGNMENT OF BENEFITS 

I, ______________________ (full legal name), assign all of the rights and 

benefits of any applicable personal injury protection, medical payments, or other coverage provided by any 

insurance policy issued pursuant to Florida Statutes *627.730 - *627.7405, to Renew Wellness Center, LLC, for 

services and supplies provided to me related to personal injuries I suffered in an automobile accident which 

occurred on, 

I agree to pay any co-payment or deductible not covered by the applicable personal injury protection, medical 

payments, or other insurance coverage. 

This assignment includes, but is not limited to: 

all rights to collect benefits directly from any insurance carrier obligated to provide benefits for services 

and supplies I have received. 

all rights to take legal or other action against any insurance carrier obligated to provide benefits if for 

any reason the insurance carrier fails to pay any benefits due; and 

all rights to recover attorney fees, legal assistant fees, costs, and any interest on fees and costs, for any 

legal or other action taken by Renew Wellness Center, LLC, as my assignee. 

This is an assignment of rights only, and is not a delegation of any of my duties under the subject insurance 

policy. 

I agree that Renew Wellness Center, LLC, may retain any attorney it chooses to bring legal action against any 

insurance carrier obligated to provide benefits for services and supplies I have received, and that the attorney 

chosen may be different than any attorney I may have handling any claim I may have for personal injuries. 

I have been given a copy of this assignment to retain for my records; I have read this assignment and I am 

satisfied that I fully understand the purpose and implications of executing this assignment and do so freely and 

voluntarily. 

Patient Signature Date 

The undersigned, as authorized representative of Renew Wellness Center, LLC, accepts the assignment of 

benefits as set forth above. 

Renew Wellness Center, LLC Date 












