
                                 Bruce M. McCormack, M.D. & E. Fletcher Eyster, M.D. 
2320 Sutter Street, Second Floor Suite 202 

415-923-9222 Fax 415-923-9255 
 
 
 
 
Dear 
 
 
This letter confirms your appointment with Dr. Bruce M. McCormack or Dr. Edward 
Fletcher Eyster on _____/_____/_____ at _________.  Our office is located at 2320 
Sutter St., Suite 202, between Scott and Divisadero.  Unfortunately, we do not validate 
parking.  Parking garage is at Mt. Zion Hospital on Sutter Street cross Divisadero Street. 
 
The following checklist contains all information needed to provide a complete 
evaluation: 
 
*An authorization or referral form from your primary physician, if required by your 
insurance carrier must be delivered or faxed to our office prior to visit.  If your insurance 
is Workers Compensation, an authorization must be obtained through your case 
manager/adjuster.  Please pull ALL WC information requested, on the forms 
provided. 
 
*All X-ray films, CT – scans, MRI, etc. must be within the past 6 months to be 
considered for review.  It is CRITICAL THAT YOU HAND CARRY YOUR FILMS 
& WRITTEN REPORT TO OUR OFFICE. (Do not have them sent via mail or fed-
x.  If you do not have films, we will reschedule your appointment. 
 
 *Bring insurance cards, if applicable.  If you are self-paying or have a co-pay, please 
bring exact change.  You may pay by cash, check, or credit card. 
 
*We have enclosed a health questionnaire to be filled out completely and hand carried to 
the office.  It is important that you provide ALL physician information, requested on the 
forms: Full Name, Address, and current Telephone Number.  Dr. McCormack will 
send reports to all doctors listed on the form. 
 
Please be advised that Dr. McCormack & Dr. Eyster could be called into surgery at any 
time.  In the event that this happens, we will have to reschedule your appointment date.  
Sorry for any future inconveniences. 
 
If you have any questions, please call us at 415-923-9222. 
 
Thank You 
 
 
 
 

 



                                 Bruce M. McCormack, M.D. & E. Fletcher Eyster, M.D. 
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Name: ______________________________________ DOB: _____________ SSN: ___________________ Sex: M or F 
 
Address: _______________________________________________________ Phone # ___________________________ 
 
City: _____________________________________________ State: _____________________ Zip code: ____________ 
 
Email Address: _________________________Occupation______________ Employer: _____________________ 
 
Address: ______________________________________________________ Phone #: ___________________________ 
 
City: ______________________________________________________ State: _____________ Zip code: ___________ 
 
Marital Status: Married / Single / Divorced    Height: _________   Weight: ________      Driver’s License #: __________ 
 
Spouse/Partner: ________________Emergency Contact: ____________________ Phone #: _________________ 
 
Primary Care Physician: __________________________________________________ Phone #: _________________ 
 
Address: ___________________________________ City: _______________________ State: _____ Zip code: ______ 
 
Referring MD: ___________________________________________ Phone #: _________________________________ 
 
Address: ______________________________________ City: _____________________ State: ____ Zip code: ______ 
 
WORK RELATED INJURY? ________   AUTO ACCIDENT? _______ (If yes, go to A) 
 
PRIMARY HEALTH INS. _______________________ ID #: ____________________ GROUP #: _________ 
 
Policy Holder’s Name: __________________________________________________ Date of Birth: ______________ 
 
Secondary Insurance: ____________________________________ ID#: __________________ GRP: ______________ 
 
A:  WORKER’S COMP INS. __________________________________ AUTO INSURANCE_________ 
 
Claim #: __________________________________________________________DOI: _____________ 
 
Address: ___________________________________________ City: _____________ State: _______ Zipcode: ________ 
 
Adjuster: _________________________________________________ Phone #: _______________________________ 
 
Reason for visit: NECK / MID–BACK / LOWER BACK / HYPERHYDROSIS / OTHER 
 
Authorization to pay benefits to physician; I hereby authorize my insurance company to pay and assign all my medical benefits to Dr. Bruce 
McCormack and Dr. Edward Eyster for the services rendered by them.  I understand that I am responsible for all charges that are not covered by my 
insurance.  Release of information: I also authorized my physician to release my medical information to my insurance company for processing my 
claim.  A photocopy of this authorization is valid. 
 
 
Signature ______________________________________________ Date ______________________________________ 
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List your current symptoms: _________________________________________________________________________ 
 
When did this condition first begin: ___________________________________________________________________ 
 
Is your pain associated with the following: (check all that apply) 
 
Twisting ______________________________ Pulling ____________________ Coughing _______________________ 
 
Bending ______________________________ Pushing ____________________ Sneezing ________________________ 
 
Running _____________________________ Reaching ___________________ Using Bathroom __________________ 
 
Lifting _______________________________ fall ________________________________________________________ 
 
What percentage of the pain is in your Neck or Back vs. Arms or Legs? 
 
__________________ % Neck / Back          _______________________ % Arms / Legs (Total Should Equal 100%) 
 
Do you have pain continuously or sometimes? __________________________________________________________ 
 
Rate your pain over the last two weeks, 0 = no pain, 10 = severe pain. (Please Circle One.) 
 
0           1           2         3          4          5          6          7          8         9          10 
 
Since your pain first started, has it been getting: Better ____________________ Worse ___________ Same _______ 
 
When is your pain most painful: Morning ____________________ Day _____________ Night __________________ 
 
Have you lost any control of bowel or bladder function ___________________________________________________ 
 
What recreational activities have you given up because of pain? ___________________________________________ 
 
 
 
Describe any regular exercise ________________________________________________________________________ 
 
Have you had any numbness or weakness? ______________ If so where?  ___________________________________ 
 
Any chance of pregnancy? ___________________________________________________________________________ 
 
Please indicate if you see or have been a user of any of the following substances: 
 
                                                                             Amount per day                 # per years                 Have you quit? 
 
Cigarettes                                                            ______________                 __________               _____________ 
 
Cocaine                                                                ______________                 __________               _____________ 
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Marijuana                                                           ______________                  __________               _____________ 
 
Cigar pipe, Tobacco, etc.                                   ______________                  __________               _____________ 
 
Caffeine ( coffee, tea, cola )                                 _______________               __________              ________________ 
 
List all allergies if any ______________________________________________________________________________ 
 
MEDICATIONS 
What medications are you currently taking? Please list the names and dosages. 
 
1. ________________________________________ 
 
2. ________________________________________ 

 
3. ________________________________________ 

 
4. ________________________________________ 

 
5. ________________________________________ 

 
6. ________________________________________ 

 
7. ________________________________________ 

 
List all past surgeries _______________________________________________________________________________ 
 
 
 
WORK HISTORY 
 
Did you stop working because of your pain? ____________________________________________________________ 
 
What are the physical demands of your occupation? _____________________________________________________ 
 
 
 
How many pounds can you lift? ______________________________________________________________________ 
 
How many hours sitting until you have to get up? _______________________________________________________ 
 
How many hours standing until you must sit down? ______________________________________________________ 
 
Do you use your hands to do repetitive task ( typing, etc. ) ? _______________________________________________ 
 
What is your current work status?  Are you currently working ( full time, temp., disabled, etc. ) ________________ 
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FROM THE BAY BRIDGE 
Follow Highway 101 
Take Golden Gate Bridge/101 North exit 
Stay in the Left Lane  
Take Octavia Street Exit 
Turn left on Fell Street 
Turn right on Scott Street 
Turn left on Sutter 
 
FROM THE GOLDEN GATE BRIDGE 
 
Follow Downtown/Lombard Street Exit 
Continue on Lombard to Scott Street (3-4 blocks) 
Turn right on Scott and continue South (approximately 12 blocks)  
Turn right to Sutter Street  
 
FROM THE PENINSULA 
 
Take the 101 North exit toward San Francisco 
Take the Ninth Street exit toward Civic Center 
9th Street becomes Hayes Street 
Turn right on Franklin Street 
Turn left on Geary Bvld 
Turn right on Scott Street  
Turn left of Sutter 
 
OR 
 
Highway 280 
Exit 19th Avenue, direction to Golden Gate Bridge 
(19th avenue becomes Park Presidio Drive) 
Turn right on California Street 
Turn right on Scott Street 
Turn right on Sutter Street 
 
FROM BART 
Exit at Montgomery Street Station 
Leave station by Sansome Street exit.  This puts you at corner of Sutter and Sansome 
Streets 
Proceed to Muni Bus Stop and take #2 Clement or #4 Sutter bus and get off at Scott 
Street 
 


