
PATIENT INFORMATION 

NAME: ___________________ _ DATE OF BIRTH: / /
----

AGE:____ GENDER: M / F HEIGHT:_____ WEIGHT: _______ _ 

ADDRESS: _______________ CITY: _______ ZIP: ____ _ 

HM PHONE: CELL PHONE:______ E-MAIL: __________ _ 

SPOUSE NAME: SPOUSE PHONE: --------

PAT l EN T EMPLOYER: WORK PHONE: ---------

PATIEN T OCCUPATION: __________________________ _ 

PERSON TO CONTACT IN CASE OF EMERGENCY: 

PHONE: FIRST AND LAST NAME: _____________ _ ---------

REFERRING PHYSICIAN: 
----------

PRIMARY PHYSICIAN: ________ _ 

DATE OF INJURY: 

-

DATE OF SURGERY: _/
_

/
__

HOW DID YOU HEAR ABOUT US? YELLOW PAGES MD REFERRAL 

FRIEND/FAMILY 

WEBSITE 

AD VERTISEMENT OTHER: ___________ _ 

METHOD OF PAYMENT: P RIVATE INSURANCE MEDICARE WORK COMP SELF PAY 

IF YOU HAVE MEDICARE, DO YOU HAVE A SECONDARY INSURANCE POLICY? YES/NO 

*IF PATIENT IS A MINOR PLEASE PROVIDE US WITH THE FOLLOWING:

PAREN T/GUARDIAN:_____________ PARENT/GUARDIAN DOB: _/_/ __ 

PAREN T/GUARDIAN EMPLOYER: __________ WORK PHONE: ________ _ 

PLEASE PROVIDE US WITH A COPY OF YOUR INSURANCE CARD(S) 

WAS THIS A MO TOR VEHICLE ACCIDENT? YES/NO 

NAME OF MOTOR V EHICLE INSURANCE: 

IF YES, PLEASE COMPLETE THE FOLLOWING: 

------------

ADJUSTER'S NAME: CLAIM#: 

PHONE: ______ _ 

--------------- ----------

NAME OF INSURED: 
----------------------------

DO YOU HAVE AN ATTORNEY? YES/NO IF YES, NAME: ------ PHONE: _____ _

Revised 06/21/2016 

- - -

---

--

/ /
----



MEDICAL IDSTORY 

NAME: __________________ _ DATE OF NEXT MD A PPT: __ / __ / __ _ 

DESCRIBE THE HISTORY OF YOUR CURRENT ACCIDENT, INJURY, ILLNESS OR CONDITION: 

ONSET DATE: __ / __ / __ _ DESCRIPTION: __________________ _ 

SPECIAL CONCERNS, QUESTIONS OR EXPECTATIONS: _________________ _ 

HAVE YOU FALLEN IN PAST YEAR ? YES / NO IF YES, HOW MANY TIMES? __________ _ 

IF YES, DID YOU SUSTAIN AN INJURY? ________________________ _

HAVE YOU HAD ANY PHYSICAL THERAPY DURING THE CURRENT CALENDAR YEAR? YES / NO 

IF YES , FOR WHAT? __________ WHEN? _______ WHERE? _________ _ 

LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING: __________________ _ 

LIST ALL RECENT DIAGNOSTIC STUDIES (CAT SCAN, MRI, X-RAY, ETC.), WHEN & WHERE: ______ _ 

DO YOU HAVE METAL ANYWHERE IN YOUR BODY (OTHER THAN TEETH)? YES I NO 

IF YES, PLEASE DESCRIBE: ___________________________ _

LIST ALL SURGERIES AND DATES: ________________________ _

PLEASE MARK YES (Y) OR NO (N) FOR EACH OF THE FOLLOWING: 

ALLERGIES y N DIZZY SPELLS y N 

ANEMIA y N EMPHYSEMNBRONCHITIS y N 

ANXIETY y N FIBROMYALGIA y N 

ARTHRITIS y N FRACTURES y N 

ASTHMA y N GALLBLADDER PROBLEMS y N 

AUTOIMMUNE DISORDER y N HEADACHES y N 

CANCER y N HEARING IMPAIRMENT y N 

CARDIAC CONDITIONS y N HEPATITIS y N 

CARDIAC PACEMAKER y N HIGH CHOLESTEROL y N 

CHEMICAL DEPENDENCY y N HIGH/ LOW BLOOD PRESSURE y N 

CIRCULATION PROBLEMS y N HIV /AIDS y N 

CURRENTLY PREGNANT y N INCONTINENCE y N 

DEPRESSION y N KIDNEY PROBLEMS y N 

DIABETES y N METAL IMPLANTS y N 

SIGNATURE: 
---------------------

MRSA 

MULTIPLE SCLEROSIS 

MUSCULAR DISEASE 

OSTEOPOROSIS 

PARKINSON'S 

RHEUMATOID ARTHRITIS 

SEIZURES 

SMOKING 

SPEECH PROBLEMS 

STROKES 

THYROID DISEASE 

TUBERCULOSIS 

VISION PROBLEMS 

DATE: / / 
-------

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 

y N 






