
 
 
Jeffrey P. Haggquist, DO, PLLC  
Flexibility, Sports & Rehabilitation Clinic 
5506 Connecticut Avenue NW, Suite 27 
Washington, DC  20015 
Tel: 202-244-8222   Fax: 202-244-7432 
www.quistmd.com 

 
Registration (Please Print) 
 
Date__________________ 
 
Last Name_________________________First Name_________________________MI__________ 
 
Address 1________________________________________________________________________ 
 
City______________________________________________ State___________Zip_____________ 
 

** Referred By________________________________________Of_____________________________  
 
Your Email address  _______________________________________________________________ 
 
Insurance Provider______________________Policy #____________________Group #_________ 
 
Primary Care Physician_____________________________________________________________ 
 
Other____________________________________________________________________________ 
 
_________________________________________________________________________________ 
 

** DOB_________________________               Age__________                     Sex     Female    Male 
 
Occupation_____________________________  Employed By______________________________ 
 
Spouse’s Name___________________________   Spouse’s Phone #________________________ 
 
Contact in Case of Emergency_______________________________ Phone #_________________ 
 
Is your injury accident related? ________If Yes, how?____________________________________ 
 
Attorney name and phone#_________________________________________________________ 
 
Home #_______________________     Work #____________________         Work Ext__________ 
 
Cell #___________________________          Social Security #______________________________ 

 
  
I, the undersigned, assume all responsibility for all charges incurred during my visits. I also 
understand these charges will be paid at the time services are rendered. In addition, Jeffrey P. 
Haggquist, DO, PLLC, and The Flexibility, Sports & Rehabilitation Clinic will provide a sales 
receipt that details my charges, procedures and diagnoses at the end of each visit. 

 
 
 

 
 

   
__________________________________________________          _________ 
  Signature of Patient, Parent, Guardian or Personal Representative                    Date 


