
        Lawrence W. Frank, MD 183 North Addison Avenue 
        Nikka C. Gryte, APN Elmhurst, IL 60126 
 Phone 630-834-4540 
 Fax 630-834-9990 
 

 
Dear New Patient, 
 
Welcome!  Thank you for choosing Spine & Sports Physiatrists.  Our goal is to restore active and healthy 
lifestyles as quickly as possible whether it is return-to-sports, return-to-work, or just returning to normal 
daily activity.  We look forward to working with you.   
 
Please remember to bring the following with you to your appointment: 
� Your insurance card(s) and photo ID. 
� The attached paperwork.   
� If you have X-Rays or MRIs, please bring a copy on a CD and the report if at all possible.  (We can see 

images from Elmhurst Memorial, Loyola, and Adventist locations on-line.) 
 
Parking:  We have a large parking lot and there is also 3-hour parking on Addison Avenue.  Handicapped 
parking is near the back entrance.  
 
Elevator: The elevator is located near the Addison Avenue entrance. 
 
Financial Policy:  Co-pays and any balances are due at the 
time of your appointment.  You will be asked to provide a 
credit card number for any co-insurance or deductible 
amounts required by your insurance plan.  Please read our 
full financial policy including the special sections regarding 
Workers Compensation injuries and Motor Vehicle 
Accidents if applicable.     
 
We never charge a facility fee! 
 
You will receive a reminder call 2-3 days prior to your 
appointment.  We require 24 hours notice to cancel or 
reschedule your appointment or a $25 fee may be 
applied.   
 
For more information about our practice including “What 
is a Physiatrist?” we encourage you to visit our website 
www.spineandsportsdocs.com.   
 
We appreciate the opportunity to serve your healthcare 
needs and wish you continuing health! 
 
Dr. Lawrence W. Frank 
Nikka C. Gryte, APN 
 
 

http://www.spineandsportsdocs.com/
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Date:  __________________________ 
 
Name: _____________________________       Date of Birth: __________________ 

 
WHERE IS YOUR PAIN NOW? 

 
Mark the areas on your body where you feel the described sensations.  Use the appropriate symbol.  Mark the areas 
of radiation.  Include all affected areas.  Just to complete the picture, please draw in the face. 
 
 ACHE:     NUMBNESS:    PINS & NEEDLES: 

 
BURNING:   STABBING: 

  

Please mark the line below indicating your degree of pain right now. 
 

No Pain              Worst Possible 
    

0  1 2 3 4 5 6 7 8 9 10  
 

           
PATIENT SIGNATURE: _____________________________________________________________________ 

^ ^ ^ 
^ ^ ^ 
^ ^ ^ 
^ 
^ ^ ^ 
^ 
 



   
 

ALLERGIES and MEDICATION LIST 
!

Name:!""""" """""""" """"""""""""""""" """"""""""" "! ! ! ! Date of Birth#!"""""""""""""""""""""" "" !
 
 

ALLERGIES:    □ I have NO Known Allergies 
□Latex    □Contrast dye   □Iodine   □Shellfish   □Anti-Inflammatories 
Please list any other allergies: 
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________ 
 
 
 

MEDICATIONS/SUPPLEMENTS:  Please list any medicines you are taking including over-the-
counter medicines and supplements.  Include the dose if you know it.    □  I take NO Medications 
 
 
        

 
  

 
  

  

  

  

  

  

  

  

  

  

  

  

  

  

 



   
 

    
    

 
MEDICAL HISTORY- INITIAL VISIT 

!
 

Name: ____________________________      Date: ___________________ 
 
Date of Birth: ________________________ 
 

 
What is the reason for today’s visit? ___________________________________________________ 

 
How long have you had this problem?  ___________________________________________________ 
 
How did this problem occur?   □ Suddenly □ Gradually  

 
Is this problem a result of an injury?  □ Yes □ No □ Work injury  □ Sports    □ Car accident     □ Other 
 
If so, please describe the injury:    ________________________________________________________ 

 
 Which activity or position aggravates the condition most?  
  
 □ Sitting □ Standing □ Walking □ Other (please describe):  ________________________ 
 

Which activity or position relieves the condition most?  
  
 □ Sitting □ Standing □ Walking □ Other (please describe):  ________________________ 
 
 Are there any changes in your bowel, bladder, or sexual function related to this problem?   □Yes   □No  
 

If so, please describe:  ________________________________________________________________ 
 

Are you presently involved in a lawsuit regarding this injury? □ Yes     □ No  
 

FUNCTIONAL HISTORY: 
 
 Please describe activities you cannot perform due to this problem: 
   
 __________________________________________________________________________________ 
 
 If you could choose one, most important activity you would like to get “back to,” what would it be? 
 
  ___________________________________________________________________________________ 
  

Have you been declared medically disabled ?   □ Yes     □ No  
 If so, since when? _____________________________ 



   
 

 
Name: _____________________________     Date of Birth: __________________ 
 
MEDICAL HISTORY:    
Please check any medical problems you have had: □ I have none of the medical problems listed below. 

 High blood pressure  Heart Attack  Carpal tunnel syndrome 
 Poor circulation  Irregular Heartbeat  Neuropathy 
 Diabetes  Arthritis  Bone diseases 
 Ulcers/Acid Reflux/GERD  Osteoporosis  HIV 
 Bleeding Disorder  Depression  Hepatitis 
 Kidney Problems  Anxiety Disorder  Tuberculosis 
 Liver Problems  Other psychiatric illness  Immune problems 
 Thyroid Problems  Other:  
 
Have you ever had cancer?  □ Yes □ No 

If so, what kind? _______________________________ □ Radiation? □ Chemotherapy? 
 
SURGICAL HISTORY:    Please list any hospitalizations or surgeries: □ I have had no surgeries/hospitalizations 
DATE   REASON       HOSPITAL 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

  
FAMILY HISTORY:     Please check your first degree relatives with these conditions: □ N/A 
 Arthritis?      □ Mother      □ Father    □ Sibling □ Son □ Daughter  
 Cancer? □ Mother      □ Father       □ Sibling □ Son □ Daughter  
 
SOCIAL HISTORY:   
 
Occupation or Previous Occupation:   ________________________________________________________________      
     □ Retired     □ Disabled 
 
Do you smoke?     Yes      No     If yes, how much?  _______________________________________________________ 
 
Have you used drugs other than those for medical reasons in the past year?      Yes       No 
 
Alcohol Screening:   Did you have a drink containing alcohol in the past year?     Yes     No 
 
 If yes, how often did you have a drink containing alcohol in the last year?    
 Monthly or less 2-4 times a month 2-3 times a week  4 or more times a week 
 
 If yes, how many drinks did you have on a typical day when you were drinking in the past year?     
 1-2 drinks 3-4 drinks 5-6 drinks 7-9 drinks 10+ drinks 
 
 If yes, how often did you have 6 or more drinks on one occasion in the past year?    
 Never Less-than-Monthly Monthly Weekly Daily  



   
 

Name: _____________________________     Date of Birth: __________________ 
 
PREVIOUS TREATMENT: 
Have you seen other physicians for this condition?  □ Yes □ No If yes, indicate below… 
□ Anesthesiologist    □ Osteopath 
□ Chiropractor    □ Physiatrist   
□ Neurologist □ Psychiatrist 
□ Neurosurgeon    □ Primary Care Doctor 
□ Orthopedic surgeon   □ Rheumatologist 
 
Have you had any of the following treatments?   □ Yes □ No If yes, indicate below… 
Treatment Describe When / number of treatments / 

months of treatments? 
Effective?  

□ Physical therapy 
 

□ Stretching 
□ Strengthening 
□ Hot / cold packs 
□ Electrical stim (TENS) 

 □ Yes   □ No 
 

□ Occupational  
    therapy 

  □ Yes   □ No 

□ Bracing   □ Yes   □ No 
□ Massage therapy   □ Yes   □ No 
□ Acupuncture   □ Yes   □ No 
□ Injections 
 

□ Epidural   
□ Facet 
□ Trigger point 

 □ Yes   □ No 

□ Surgery 
 

□ Neurotomy   
□ Laminectomy 
□ Fusion 
□ Other (describe →) 

 □ Yes   □ No 

□ Other   □ Yes   □ No 
 

 
Have you stopped any medications due to side effects? □ Yes □ No If yes, indicate below… 
MEDICATION STOPPED REASON FOR STOPPING 
  
  
  
  

 
Please list your most recent diagnostic tests.        □  I have not had any diagnostic testing 
 X-rays MRI Cat Scan Discogram Myelogram Bone Scan EMG Other 
Body Part         

Date         

Place         



   
 

 
Additional Information 

!
!

 Name:  ______________________________    Date of Birth:  ____________________ 

 
Contact Information: 

Home Phone:  (        ) ________________ OK to leave a message? Yes No 

Cell Phone: (        ) ________________ OK to leave a message? Yes No 

Work Phone: (        ) ________________ OK to leave a message? Yes No 

 

Email : _____________________________________________________  (Used for login to our patient portal where 
you can access your medical information on-line.  WE WILL NEVER SHARE YOUR EMAIL ADDRESS.) 
 
Race and Ethnicity Information:                        I prefer not to report 

Race: White       Asian      Black/African American      Hispanic 

      Native     
Hawaiian 

      Other Pacific 
Islander 

     American Indian/Alaskan 
Native 

     Other 

Ethnicity:      Not 
Hispanic 

      Hispanic or 
Latin American   

Preferred Language:      English       Spanish      Other: ______________  

 
Referral Information: 

1. How did you learn about Spine & Sports Physiatrists? (Please check all that apply) 

    Physician  P  Physical Therapist     Insurance Carrier 

    Family Member/Friend       Emergency Room     Case Manager 

    Hospital Referral Line      Other: ____________________      

 
2. Who is your primary care physician? 

 
Name:      ______________________________________________________ 

Telephone: _______________________  Fax: ______________________ 

 

3. Who referred you for this evaluation (if different than your primary care physician)? 

Name: ______________________________________________________ 

Specialty: ______________________________________________________ 

Telephone: _______________________  Fax: ______________________ 



   
 

 

Spine & Sports Physiatrists, S.C. 
Financial Policy 

 
We feel that it is important to clearly communicate to our patients both our treatment plan and our financial policies.   
Please read carefully.   
 
1. Insurance:  We are in network with most PPO plans and we accept Medicare assignment.   As a courtesy to you, we will file 
claims with your insurance company and you agree to authorize payments directly to Spine & Sports Physiatrists.     
-  You understand that as the policyholder or covered dependent, it is your responsibility to know your company’s benefits, 

requirements and exclusions for treatment.    
-  You understand that regardless of your insurance coverage, you are responsible for any and all fees incurred during 

treatment.   
-  While we are happy to file claims with your insurance company as a courtesy to you, this office cannot accept responsibility for 

collecting your insurance claim for you or negotiating settlement for you on a disputed claim.  Your coverage is a contract 
between you and your insurance company.   

-  Bills not paid by your insurance company will be turned over to your responsibility.   
 
2. Payment  
- Our office requires a credit card on file for payment of any co-insurance or deductible amounts as required per the EOB from 

your insurance. If you do not have a credit card or do not want to have your number on file, you will be required to give your 
social security number.  See our Credit Card FAQ sheet for more details.   

- Co-Pays:  Co-pays and any balances from previous visits are due at the time of service.  You will be asked to reschedule your 
appointment if you are unprepared to pay either the co-pay or previous balance amount at the time of service.   

- If you are unable to pay the full amount of a large bill, you agree to contact our biller to set up a monthly payment plan and 
authorize us to charge your credit card for the monthly amount.   

- Unpaid bills will be turned over to an outside collection agency after 90 days.  You agree to pay any additional collection 
fees, court costs, and attorney fees required by the outside collection agency.  If the phone number(s) you are  providing include 
your cell number, you consent to receiving auto-dialed or prerecorded message calls from our outside collection agency who 
may call when attempting to collect on an past due amounts. 

 
3. Timely Payment (Self-Pay) Discount:  We offer a 30% discount for patients who pay their full bill at the time of service. 
With this discount self-pay patients get a rate that is comparable to the insurance company rates.   
 
4. Other Fees:  We never charge a facility fee!  The following fees may apply.   
- Missed Appointments:  A $25 fee for missed appointments or appointments that are cancelled/rescheduled within 24 

hours of the appointment time will be applied.  This fee will be charged to your credit card on file.  This fee is the 
responsibility of the patient and will not be covered by insurance.  Furthermore, our policy is to discharge patients on the third 
missed appointment.   

- Miscellaneous Form Fee (i.e. for forms required by your disability insurance or employer):  We are glad to print a copy of 
your medical records and attach it to your form free of charge.  For forms that must be filled out, we charge $10 per page and 
this fee must be paid in advance.   

 
5. Workers Compensation (WC) Injuries:  Our practice is very experienced in treating work injuries and has an excellent track 
record in getting people back to work.  If you are injured at work, your employer’s WC insurance company must be billed 
since your personal health insurance plan is not responsible.  To process your WC claim we will need the name of the WC 
insurance, your claim number, date of injury, and adjuster’s information.   
 
6. Motor Vehicle Accidents (MVA):  Our practice welcomes MVA  patients. However, we do not bill auto insurance 
companies.  We will bill your health insurance company provided you notify them of the accident and can provide us with 
the event number and you agree to pay all deductibles and co-insurance.  Otherwise, MVA patients are considered self-pay 
and you can take advantage of our timely-payment discount (see above).  We provide self-pay patients with receipts that you can 
submit to your auto insurance for reimbursement.     
 
I have read, understand, and agree to this Financial Policy: 

 
_________________________________       _______________________________________       ________________  
Signature of Patient or Responsible Party       Printed Name           Date 



   
 

 
 

Spine & Sports Physiatrists 
183 North Addison Avenue, Suite 210, Elmhurst, IL 60126 

 
 

Credit Card on File FAQs 
 

 
Why is Spine & Sports Physiatrists requiring a credit card agreement from patients? 
This practice will improve efficiency for everyone and lower the total cost of providing service to our patients.  It will also 
allow us to focus our time and energy our providing patient care rather than patient billing. 
 
Will my credit card number be secure? 
Yes, we will enter your number into an electronic “vault” provided by our credit card processor.  Once your number is 
entered, we will no longer be able to see the numbers.  We will shred the paper form with your number.     
 
When will my credit card be charged? 
As a courtesy to our patients, we submit claims to your insurance within a few days of providing the patient service.  
Claims are typically settled by insurance companies within 2-8 weeks after service was provided.  Once a claim is 
adjudicated, your card will be charged.  Any remaining balance after insurance pays that is less than $250 will be 
charged to the authorized card.  Monthly increments of $250 will be charged for any larger balances until the 
account is paid in full.  We may also charge your credit card for $25 for missed appointments or appointments 
canceled/rescheduled with less than 24 hours notice.   
 
How will I know how much the charge for my office visit will be?   
Insurance companies send an Explanation of Benefits (EOB) to both the patient and the provider after claims have been 
settled that explains the contracted fees agreed between our office and the insurance.  The EOB also shows whether any of 
the agreed upon fee must be paid by patient in the form of co-pay, co-insurance, or deductible.  At that time, any patient 
balance is due in full.   
 
What if I do not agree with the patient portion as specified by my insurance? 
As the customer of the insurance company, patients can exercise procedures with their insurance for handling disputes as 
to whether the insurance company or the patient is responsible for a particular fee.  These procedures are typically 
regulated by state governments.  The patient is ultimately responsible for the cost of the service provided, up to the 
amount allowed by the insurance plan that our office accepts.  We are not a party to disputes involving what portion of 
payment is the patient’s versus the insurance company’s.  Nonetheless, we will provide our expertise to you as a resource 
to help facilitate understanding of what your insurance company communicates to you about your contract. 
 
What if I still do not agree with the charge applied to my card? 
Our biller will review each patient’s situation before applying a charge.  In the event of any question or issue, please do 
not hesitate to contact our biller or office manager and we will work to resolve it as quickly as possible. As a last resort, 
you should rest assured that credit card companies typically have procedures for a cardholder to dispute a charge applied 
by any merchant.  Credit card companies can suspend or reverse a charge if they determine it was not appropriate. 
 
What if I don’t have a credit card or do not want to participate?  Is this mandatory? 
Either a credit card or your social security number is required to avoid any financial issues.  If you prefer to give your 
social security number, we will bill for your balance and you will have one month to pay the balance.  If a second 
statement needs to be sent, a $10 re-billing fee will be charged.   
 

 
 



   
 

 
 
 

Spine & Sports Physiatrists 
183 North Addison Avenue, Suite 210, Elmhurst, IL 60126 

 
 

Credit Card on File 
 

In our efforts to continuously improve our patient service and office efficiency, we now require all patients to provide a 
credit card number at the time of check in.  This information will be held securely in an electronic “vault” until your 
insurances have paid their portion and notified us of the amount of your patient balance, if any.  Any remaining balance 
after insurance pays that is less than $250 will be charged to the authorized card.  Monthly increments of $250 will 
be charged for any larger balances until the account is paid in full.  We may also charge your credit card for $25 for 
missed appointments or appointments canceled/rescheduled with less than 24 hours notice.   
 
The advantage to you is that you will no longer have to write out and mail us a check.  The advantage to us is that it will 
greatly decrease the number of statements that we have to generate and send out.  The combination will help us to keep 
the cost of healthcare down.   
 
You can think of this as much like when you check into a hotel or rent a car; you are asked for a credit card which is later 
used to pay your bill.   
 
This in no way will compromise your ability to dispute a charge or question your insurance company’s determination of 
payment.   
 
If you have any questions about this payment method, do not hesitate to ask. 
 
 
 
I authorize Spine & Sports Physiatrists to charge outstanding patient portion balances for me or my dependent to the 
following credit card: 
 
Signature _____________________________________________________   Date ___________________ 
 
Full name of cardholder (please print) _______________________________________________________ 
 
Patient name (if different than cardholder) ____________________________________________________ 
 
 
 
Bottom portion is shredded after entry into secure credit card “vault”.       
  
 
__Visa       __ Master Card       __ Discover      __ American Express   (please select one) 
 
 
Account # ___________________________________________________    Exp Date __ __ / __ __ 

 
 


