
Today's Date: New  Estab

Patient Information

Patient Name: First M: Last:

Address

City/State/Zip:

Home Phone:

Cell Phone:

Date of Birth:

Social Security:

Gender: Circle One Male Female

Marital Status: Single Married Divorced Widowed

Spouse's Name (if applicable:)

 Spouse's Date of Birth:   Spouse's Social #:

If the patient is a minor, please complete the following information:

Mother's Full Name:

Home Phone  Work Phone:

Father's Full Name: 

Home Phone  Work Phone:

Employer Information

Employer Name:

Address:

City/State/Zip:

Phone:

In case of an emergency, who should we contact on your behalf?

Contact Name:

Relationship to Patient: Spouse Child Sibling Other:

Address:

City/State/Zip:

Home Phone: Work Phone:

GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form
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GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form

Please provide your primary care physician's name (PCP):

First: Last:

Address:

City/State/Zip:

Phone:

If you were referred by a physician OTHER than your PCP, please provide the following information:

First: Last:

Address:

City/State/Zip:

Phone:

Primary Health Insurance

Insurance Company Name:

Policyholder's Name:

Relationship to Patient: Self Spouse Child Other:

Employer of Policy Holder:

Social Security #: Date of Birth:

Insurance ID # :

Insurance Group # : 

Secondary Health Insurance

Insurance Company Name:

Policyholder's Name:

Relationship to Patient: Self Spouse Child Other:

Employer of Policy Holder:

Social Security #: Date of Birth:

Insurance ID # :

Insurance Group # : 
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GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form

Consents and Authorizations

Release of Information:  I authorize GHALY NEUROSURGICAL ASSOCIATES to release to my insurance company or its

representatives, information including diagnosis and the records of any treatment or examination rendered to me that
they may require to process my claim for benefits.

Authorization for Assignment of Benefits:  I authorize and request that my insurance company pay directly to GHALY
NEUROSURGICAL ASSOCIATES the amount due me in pending claims for medical treatments or services, by reason of such

treatments or services rendered to me.  This assignment will remain in effect until revoked by me in writing.

Financial Agreement:  It is understood that, whether I sign as patient or responsible party, I am directly responsible for

services rendered which are not paid by insurance.  I certify that to the best of my knowledge, the information contained on
this Patient Registration Form is correct and true.  I will notify GHALY NEUROSURGICAL ASSOCIATES in case of any

change in the information contained on this form.

I have read and agreed to the above consents and authorizations:

Patient Name (Please Print):

Patient Signature:  Date:

If the patient is a MINOR, the parent or guardian should sign below:

Responsible Party (Please Print):

Responsible Party Signature: Date:
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Today's Date: New  Estab

Patient Information

Patient Name: First M: Last:

Address

City/State/Zip:

Home Phone:

Cell Phone:

Date of Birth:

Social Security:

Gender: Circle One Male Female

Marital Status: Single Married Divorced Widowed

Spouse's Name (if applicable:)

 Spouse's Date of Birth:   Spouse's Social #:

If the patient is a minor, please complete the following information:

Mother's Full Name:

Home Phone  Work Phone:

Father's Full Name: 

Home Phone  Work Phone:

Employer Information

Employer Name:

Address:

City/State/Zip:

Phone:

In case of an emergency, who should we contact on your behalf?

Contact Name:

Relationship to Patient: Spouse Child Sibling Other:

Address:

City/State/Zip:

Home Phone: Work Phone:

GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form - MVA or W/C
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GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form - MVA or W/C

Please provide your primary care physician's name (PCP):

First: Last:

Address:

City/State/Zip:

Phone:

If you were referred by a physician OTHER than your PCP, please provide the following information:

First: Last:

Address:

City/State/Zip:

Phone:

Workers' Compensation Coverage Insurance Information

Insurance Carrier Name:

Address:

City/State/Zip:

Claim #:

Adjuster Name:

Contact Phone Number: Date of Injury:

Motor Vehicle Coverage Insurance Information -MVA

Insurance Carrier Name:

Address:

City/State/Zip:

Claim #:

Adjuster Name:

Contact Phone Number: Date of Accident:
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GHALY NEUROSURGICAL ASSOCIATES

Patient Registration Form - MVA or W/C

Consents and Authorizations

Release of Information:  I authorize GHALY NEUROSURGICAL ASSOCIATES to release to my insurance company or its

representatives, information including diagnosis and the records of any treatment or examination rendered to me that
they may require to process my claim for benefits.

Authorization for Assignment of Benefits:  I authorize and request that my insurance company pay directly to GHALY
NEUROSURGICAL ASSOCIATES the amount due me in pending claims for medical treatments or services, by reason of such

treatments or services rendered to me.  This assignment will remain in effect until revoked by me in writing.

Financial Agreement:  It is understood that, whether I sign as patient or responsible party, I am directly responsible for

services rendered which are not paid by insurance.  I certify that to the best of my knowledge, the information contained on
this Patient Registration Form is correct and true.  I will notify GHALY NEUROSURGICAL ASSOCIATES in case of any

change in the information contained on this form.

I have read and agreed to the above consents and authorizations:

Patient Name (Please Print):

Patient Signature:  Date:

If the patient is a MINOR, the parent or guardian should sign below:

Responsible Party (Please Print):

Responsible Party Signature: Date:
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GHALY 
______________________________________________________________________________________ 

 NEUROSURGICAL a s s o c i a t e s  
4260 Westbrook Drive, Suite 127, Aurora, IL  60504 

Phone:  630-978-7500 ▪  Fax:  630-978-7540 
 

Authorization For Release of Confidential Health Information 
 

Patient Name:  ______________________________________________________ 
 
Address:   ______________________________________________________ 
 
City/state/Zip:  ______________________________________________________ 
 
Date of Brith:   ______________________________________________________ 
 
Social Security Number: ______________________________________________________ 
 
I hereby authorize that the protected health Information regarding the above-named person be forwarded from: 
 
Name:   ___________________________________________________________ 
 
Address:  ___________________________________________________________ 
 
City/State/Zip: ___________________________________________________________ 
 
To: 
 
Name:   ___________________________________________________________ 
 
Address:  ___________________________________________________________ 
 
City/State/Zip: ___________________________________________________________ 
 
Purpose of Authorization:  ____________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
The authorization will include the disclosure of the following records: 
   □  Entire medical record, excluding records for the treatment of mental health, alcoholism, drug abuse, HIV/acquired        
        immune deficiency syndrome (AIDS). 
   □  Mental health treatment records 
   □  Alcoholism treatment records 
   □  Drug abuse treatment records 
   □  HIV/Acquired Immune Deficiency Syndrome (AIDS) records 
   □  Other:   ______________________________________________________________ 
 
For the time period from ________________________to _____________________________. 
 
 

The information contained in this transmission is confidential, proprietary or privileged and may be subject to 
protection under the law, including the Health Insurance Portability and Accountability Act (HIPAA). The 
message is intended for the sole use of the individual or entity to whom it is addressed. If you are not the 
intended recipient, you are notified that any use, distribution or copying of the message is strictly prohibited 
and may subject you to criminal or civil penalties. If you received this transmission in error, please contact the 
sender immediately by replying to this notice 

 



 



  

GHALY NEUROSURGICAL ASSOCIATES 
HEALTH ASSESSMENT FORM 

 
Please take the time to complete this form, as it will assist the physician in your diagnosis and treatment. 
 
Date:  ____________________________________ 

 

Name:  _____________________________________________Age:  ________Birthdate:  ______________ 

Height: __________________Weight: ___________________            ___Right       ___Left Handed 

Do you use:            _____Cane           ____Walker        ____Wheelchair           ____None 

Please describe the problem you are seeing the doctor for along with the symptom history: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
Using the symbols below indicate on the picture which parts of your body are affected: 
 
 - - -  pain             ooo  numbness/pins & needles sensation             xxx   burning         ///  stabbing 
 

 
 
How long have you had this problem?  ___________________________Was onset     Sudden   /   Gradual 

Occupation  (if retired, your previous occupation):_________________________________________________ 

Are you currently working?   Yes  or  No 

If you answered YES, please describe the amount of sitting, lifting, carrying, &/or overhead work required by your job:   

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

If you answered NO, please answer the following questions: 

When was your last day of work?  __________________ Are you currently on disability?  Y   or   N 

Is your problem associated with an injury or accident?  Yes or NO       
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If YES, please describe the injury along with the date of occurrence:  

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

If YES, are you involved in any legal or lawsuit issues concerning the injury, disability, or medical treatment?  YES or NO 
 

Are you:   ___Married   ___Single   ___Divorced   ___Widowed        # of Children__________ 

Use of alcohol:   ___Never   ___Rarely   ___Moderate   ___Daily 

Use of Tobacco:   ___Never   ___Previously, but quit   ___Yes/Packs per day________ 

Use of street drugs:   ___Never   ___Previously, but quit   ___Yes 
 

Please check any of which YOU have a history of: 
___Brain Tumor   ___Thyroid Disease   ___Heart Disease 

___Aneurysm   ___Liver Disease    ___Hypertension 

___Stroke   ___Autoimmune Disease   ___Heart Attack 

___Arteriovenous  ___Lung Disease    ___Blood Disorder 

      Malformation   ___Kidney Disease   ___Arthritis  

___Diabetes   ___Peripheral Vascular   ___Gout 

___Seizures        Disease/poor circulation  ___Bone Disease 

___Hepatitis   ___Mental/Nervous Disorder  ___Pneumonia 

___Tuberculosis    

___Cancer (type) _______________________________________________________________________ 

Have you ever had:   ___Chemotherapy ___Radiation Treatment 

If you’ve had radiation, to what part of the body? _____________________________________________ 

Have you had:  X-Rays  MRI’s CAT scans EMG EEG 

Please list any accidents you have been involved in: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Please list any surgeries/hospitalizations/serious injuries you have had: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Please list any medications you are currently taking (including over-the counter drugs). 

Include the name, dose and frequency. 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 
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Do you have allergies to any medications, iodine, shellfish, infusions or IVP dye?  Yes or No 

Describe your allergic reaction:  ________________________________________________________________________ 

 

Please indicate which, if any of the following that you have seen / tried for your problem: 

General Practitioner or D.O.  Chiropractor  Accupuncture 

Anesthesiologist (injections)  Napropath  Physical / Occupation Therapy 

Other:  _________________________________________________________ 

 

Have your parents, grandparents, sisters, or brothers had any of the following: 
(M = mother         F = father        G = grandparent        B = brother        S = sister) 

___Brain Tumor   ___Thyroid Disease   ___Heart Disease 

___Aneurysm   ___Liver Disease    ___Hypertension 

___Stroke   ___Autoimmune Disease   ___Heart Attack 

___Arteriovenous  ___Lung Disease    ___Blood Disorder 

      Malformation   ___Kidney Disease   ___Arthritis  

___Diabetes   ___Peripheral Vascular   ___Gout 

___Seizures        Disease/poor circulation  ___Bone Disease 

___Hepatitis   ___Mental/Nervous Disorder  ___Pneumonia 

___Tuberculosis    

___Cancer (type) _______________________________________________________________________ 

 

FOR THE BRAIN OR HEADACHE PATIENT 

Do you have headaches:  Yes  No    Since when?  _____________________________________ 

Which part of your head? ______________________________What time of day? ________________________________ 

What makes it worse? _________________________________What makes it better? _____________________________ 

How long do they last? _______________________________________________________________________________ 

Do any other symptoms come with it? ___________________________________________________________________ 

Do you have any of the following: 

___Headaches   ___Dizziness   ___Numbness on one side 

___Confusion   ___Seizures   ___Double Vision 

___Balance problems  ___Difficulty talking  ___Difficulty hearing 

___Difficulty walking 

FOR THE PERIPHERAL NERVE OR CARPAL TUNNEL PATIENT 

Do you have numbness, tingling or pain in your hands:                          YES   NO 

If YES, does it wake you up at night?    YES   NO 

Do you have weakness in your hand grip?    YES   NO 

Does rubbing your hand or massage help?    YES   NO 

Are you currently using hand splint(s)?    YES   NO 

If YES, does it help?      YES   NO 
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FOR THE SPINE PATIENT 

 

Were you engaged in any activity when your symptoms first started (please describe). 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Are your symptoms worse at a certain time of the day (when)? _______________________________________________ 

 

How often do you have the symptoms? 

___Constant                  ___Intermittently daily                   ___Once / day                   ___Once / Week 

 

What is the character of the pain? 

___Burning        ___Electric shock         ___Sharp         ___Shooting         ___Stabbing         ___Deep ache 

___Other (describe)__________________________________________________________________________________ 

 

Do any of these factors aggravate the symptoms? 

___Lifting       ___Standing       ___Climbing stairs       ___Neck movement       ___Coughing 

___Sneezing       ___Walking       ___Sitting       ___Driving car       ___Straining bowels 

___Arm(s) overhead    ___Other (describe): ______________________________________________________________ 

 

Does bed rest relieve your pain?   YES   NO 

Do other activities relieve the pain (describe): _____________________________________________________________ 

Does the pain prevent you from certain activities (describe): __________________________________________________ 

How long can you sit? ________________________ How far can you walk? ____________________________________ 

How long can you walk before the pain begins? ___________________________________________________________ 

 

Please indicate if you have any of the following symptoms using L = LEFT, R = RIGHT or B = BOTH: 

 

  Weakness Stiffness Numbness Tingling Pain 

Hand           

Arm           

Shoulder           

Hip           

Leg           

Foot           
 

Have changes occurred in any of the following functions? 

 ___Bowel  ___Bladder  ___Sexual function 

If YES, please describe: ______________________________________________________________________________ 

__________________________________________________________________________________________________ 
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FOR THE SPINE PATIENT  (continued) 

 

 

Please answer the next 6 questions if your problem is related to your BACK: 

1. Rate your back pain on a scale of 0 – 10 (10 being the worst pain) _____________________________________ 

2. Do you have any leg or hip symptoms (describe): 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

3. Does the pain stop you from walking a certain distance ( & how far?) ___________________________________ 

4. If you stop walking, how long does the pain last? ___________________________________________________ 

5. Does your back get “stuck” when you bend forward?      YES     NO 

6. Are certain positions more comfortable (describe): 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

Please answer the next 4 questions if your problem is related to your NECK: 

1. Rate your neck pain on a scale of 0 – 10 (10 being the worst pain) ____________________________________ 

2. Do you have any shoulder or arm symptoms (describe):  

___________________________________________________________________________________________

___________________________________________________________________________________________ 

3. Does your neck make a noise when moved a certain way?         YES NO 

4. Are certain positions more comfortable (describe): 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

 

 

___________________________________________________________________ 
Patient Printed Name 
 

 

___________________________________________________________________ 
Patient Signature  
 

 

 

Date:  _________________________________________ 

 

 



GHALY 
______________________________________________________________________________________ 

 NEUROSURGICAL a s s o c i a t e s  
 
 

DISCLOSURE TO FAMILY AND FRIENDS 
 
 

Patient Name__________________________________________ 
 

Date of Birth___________________________________________ 
 
 
I give full authorization to Dr. Ramsis Ghaly and his staff to discuss my medical information, 
condition and treatment with the following individual (s): 
 
 

1. Name_________________________________________________ 
 
Relationship___________________________________________ 

 
 

2. Name_________________________________________________ 
 

Relationship___________________________________________ 
 
 
I understand that I may revoke this permission at any time.  I also understand that I will be asked to review this 
permission on an annual basis. 
 
 
__________________________________________  ____________________________ 
Signature of patient or legal representative    Date 
 
 
__________________________________________  ____________________________ 
Witness        Date 
 
 
 
 
 

 
FOX VALLEY OFFICE COMMONS 

4260 Westbrook Drive, Suite 127, Aurora, IL  60504 
Phone:  630-978-7500 ▪  Voice Mail:  630-978-7583 ▪ Fax:  630-978-7540 
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