Name: ______________________________________
Today’s Date: _________

     Last 

First 

Middle





Patient Information 
Birth date: ________________             Age: ______               Sex: (Male or Female) 

Social Security Number: __________________________

Home Address: _________________________________________________________
City: ____________________________
State: _________
Zip: __________________

Home Phone: (      ) _________________   Work Phone: (      ) ___________________
Mobile Phone: (       )   _______________   Email Address: ______________________ 
Marital Status: (Single, Married, Divorced, Separated, Widowed, Other)

Occupation: ______________________________________________________  

Employer: _____________________________________ Years There: _______
Employer’s Address: _______________________________________________ 



        City: ___________________     State: _________   Zip: __________
Employer Phone: (      ) __________________
  
Emergency Contact Name: _______________________________________________
Emergency Contact Phone: _______________________________________________ 

Primary Insurance
Name of Insurance Company:  _____________________________________________
Insured’s Name: ________________________________________________________
Group Number: __________________
Policy ID Number: ____________________
If different than above,

Patient's Relationship to Insured: ______________________________________

Insured’s Phone: (       ) __________________ 

Insured’s Address:__________________________________            

City: _______________________State: ___________
Zip: ____________
Insured’s Birth date: _____________ Insured Social Security Number:______________
Insured’s Employer: _______________________________________ 
City: ___________________     State: _________   Zip: __________

Insured’s Phone: (      ) __________________
  
Secondary Insurance
Name of Insurance Company:  _____________________________________________
Insured’s Name: ________________________________________________________
Group Number: __________________
Policy ID Number: ____________________

Complete this section only if someone other than the patient is legally responsible.
Guardian (legally responsible person): ______________________________________
Guardian’s Address (if different than above):__________________________________
City: _______________________State: ___________
Zip: ___________
I hereby assign my insurance benefits to be paid directly to the physician. I understand that I am financially responsible for the deductible, copay, and non-covered services.  I authorize the physician to release any information required to process this claim. 
Signature of Patient or Responsible Party: _______________________Date: ___________

Health History 

Why are you seeing the doctor today? ______ ______________________________________ 
___________________________________________________________________________                                                                     

How did you learn about our practice? ____________________________________________

Referring Physician: Address: ___________________________________________________
City: _______________   State: _______  Zip: ________    Phone: (      ) _________________
Current problem is the result of a(n): Check all that apply

( Car Accident

( Work Accident
( Accident
( Other     
If injury, when and where did this injury occur? _____________________________________________________________________                                                 
Are you currently having or have you had problems with:

           

   
Circle


Describe all Yes responses

Eyes, Ears, Nose, Throat
No
Yes
_____________________________________________

Heart problems/disease

No
Yes
_____________________________________________

High Blood Pressure


No
Yes
​​​​​​​​​​​​​​​​​_____________________________________________________________________
Lungs / Breathing


No
Yes
_____________________________________________

Kidney / Bladder


No
Yes
_____________________________________________

Stomach / Intestine


No 
Yes
_____________________________________________

Arthritis




No
Yes
_____________________________________________

Diabetes



No
Yes
_____________________________________________

Epilepsy



No
Yes
_____________________________________________

Cancer




No
Yes
_____________________________________________

Bleeding



No
Yes
_____________________________________________

Psychiatric



No
Yes
_____________________________________________
Anesthesia Problems


No
Yes
_____________________________________________
	Surgeries/Hospitalizations


Year


Complications

	

	

	

	

	

	


Physician Signature___________________________________ Date(s) reviewed ________________
Medications:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies:___________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REVIEW OF SYSTEMS



Headaches, dizziness, visual disturbances

No
Yes
_________________________
Throat trouble, ringing in ears, runny nose

No
Yes
_________________________
Chest pain, palpitations, irregular heart beat

No
Yes
_________________________
Shortness of Breath, cough



No
Yes
_________________________
Heartburn nausea, vomiting, diarrhea


No
Yes
_________________________
Burning, frequency of urination



No
Yes
_________________________
Muscle, bone, joint, pain or stiffness


No
Yes
_________________________
Changes in skin color, texture



No
Yes
________________________
Swelling, discoloration, temp. change of extremity
No
Yes
_________________________
Loss if sensation




No
Yes
_________________________
Lower back pain




No
Yes
_________________________
Fever, chills, sweats, fatigue



No
Yes
_________________________
Easy bruising or bleeding disorder


No
Yes
_________________________
Weight loss or gain




No
Yes
_________________________
Excessive thirst or hunger



No
Yes
_________________________
Excessive worry, anxiety, depression


No
Yes
_________________________
Dietary restrictions




No
Yes
_________________________
Glasses or contacts




No
Yes
_________________________
Dentures or partials




No
Yes
_________________________
Family History of disease______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY
Alcohol Use


           No
Yes     Amount/Duration_________________________________
Tobacco Use

             No
Yes     Amount/Duration_________________________________
Drug Use

             No
Yes     Amount/Duration_________________________________
Physician Signature___________________________________ Date(s) reviewed ________________
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