
PATIENT INFORMATION 
(Please Print)                                                                               Today’s Date:  _______ 

 

PLEASE CIRCLE: Dr.  Miss  Mr.  Mrs.  Ms. 

First Name ____________________________ 

Middle        ____________________________ 

Last        ____________________________ 

Nickname   ____________________________ 

Emergency Contact _____________________ 

Emergency Contact Phone #______________ 

Relationship to Patient___________________

  

MAILING ADDRESS    

Street   _______________________________ 

City     _______________________________ 

State    _______________________________ 

Zip      _______________________________ 

 

PERSONAL INFORMATION 

Gender: (Please circle)  Male or Female 

Social Security Number:  _________________ 

Birth Date:   __________________  Age: ____ 

Marital Status: (Please circle)  
      Single    Married    Divorced    Widow(er) 
 

COMMUNICATIONS 

Home Phone: __________________________   

Cell Phone:   ___________________________ 

Email:   _______________________________ 

Pager:   _______________________________ 

Fax:  _________________________________ 

 

REFERRAL TYPE:  (Please circle) 
Patient  TV  Yellow Pages  Company  Family    

Friend  Other 

Referral Source:   _______________________ 

 

EMPLOYMENT: 

Status:  (Please circle)   
    Unemployed   Full time    Part time   Retired 

Employer:  ____________________________ 

Address:     ____________________________ 

City  ______________ State _____Zip______ 

Work Phone:  __________________________ 

Occupation:  ___________________________ 

Student Status:  (Please circle) 

      No    Full Time     Part Time 

School:   ______________________________ 

 

PLEASE PROVIDE THE FRONT DESK 

WITH YOUR INSURANCE CARD AND 

DRIVER LICENSE. 

CHIEF COMPLAINT: 

________________________________________

________________________________________

________________________________________ 

Previous interventions, treatments, medications, 

surgery, or care you’ve sought for the complaint? 

________________________________________ 

________________________________________ 

________________________________________ 

 

PAST HEALTH HISTORY 

Surgeries: Yes / No 

Date                                             Type of Surgery  

________________________________________

________________________________________ 

________________________________________ 

 

RECENT VACCINATIONS AND 

INJECTIONS 

Polio: ___Tetanus:  ____Spinal Tap or Injections:  

______________________________________ 

 

OTHER 

Accidents / Falls / Fractures / Dislocations: 

_______________________________________ 

_______________________________________ 

Height: ___________Weight:  ______________ 

 

HABITS 

Sleep: (hrs)  _______  Coffee:     ____________  

Tea:  _____________  Alcohol:  ____________ 

Tobacco Products:  _______________________   

Exercise:   ______________________________ 

Hobbies:   ______________________________ 

Are you taking any Medications?  

 Name                                     Reason for Taking    

________________________________________

________________________________________ 

________________________________________ 

________________________________________ 

 

ALLERGIES 

________________________________________

________________________________________ 

________________________________________ 


