
WELCOME
Please Print Legibly

PatiEnt infOrMatiOn

Name ___________________________________________________________________________________________________
                                               Last Name                                                                    First Name                                                                    Middle Initial

Whom may we thank for referring you to our office for care? ______________________________________________________

Address ______________________________________________City _____________________ State _________Zip _________

Cell Phone ___________________________Home Phone _________________________ Work Phone _____________________

Email Address ________________________________________ Sex q M q F       Date of Birth ______________

Age __________________ q Married  q Widowed  q Single  q Minor 

     q Separated  q Divorced  q Partnered for______years

Employer/School _________________________________________________________________________________________

Spouse Name ___________________________________________________ Spouse Date of Birth _______________________

Does your spouse have any health concerns you would like to share with us? ________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________

Emergency Contact Information: 

Name  __________________________________________________________________________________________________

Cell Phone ___________________________Home Phone _________________________ Work Phone _____________________

Relationship _____________________________________________________________________________________________

How many children do you have: ______________________

Ages   Health Concerns you would like to share with us

________________   __________________________________________________________________________________

________________   __________________________________________________________________________________

________________   __________________________________________________________________________________

________________   __________________________________________________________________________________

________________   __________________________________________________________________________________

PatiEnt COnditiOns/COnCErns
What are the primary concerns that bring you to our office

Concern                 Date of onset

1.  ____________________________________________________________________________  ______________________

2.  ____________________________________________________________________________  ______________________

3.  ____________________________________________________________________________  ______________________

4.  ____________________________________________________________________________  ______________________

5.  ____________________________________________________________________________  ______________________

6.  ____________________________________________________________________________  ______________________

7.  ____________________________________________________________________________  ______________________

8.  ____________________________________________________________________________  ______________________



Current Treatment for Condition _____________________________________________________________________________
Prior Treatment ___________________________________________________________________________________________
Are you taking any prescription drugs? q Yes q No
Please List _______________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Are you taking any nutritional supplements? q Yes q No 
Please List _______________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Habits/Addictions q tobacco - chew/smoke q coffee q alcohol q other __________________________________________
Prior Surgeries q Yes q No 
Please List _______________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________

 Date  Facility
q Bloodwork   ________________________   ______________________________________________________________
q MRI   ________________________   ______________________________________________________________
q X-Ray   ________________________   ______________________________________________________________
q Ultrasound   ________________________   ______________________________________________________________
q Cat Scan  ________________________   ______________________________________________________________
q Mammogram   ________________________   ______________________________________________________________
q Other   ________________________   ______________________________________________________________
q Other   ________________________   ______________________________________________________________

Diagnostic testing

AIDS/HIV  q Yes q No
Alcoholism q Yes q No
Allergy Shots q Yes q No
Anaphylaxis q Yes q No
Anemia q Yes q No
Anorexia q Yes q No
Appendicitis q Yes q No
Arthritis q Yes q No
Bleeding Disorders q Yes q No
Blood Clots q Yes q No
Breast Lump q Yes q No
Bronchitis q Yes q No
Bulimia q Yes q No
Cancer q Yes q No
Cataracts q Yes q No
Chemical q Yes q No
  Dependency 
Chicken Pox q Yes q No 
Diabetes q Yes q No

Past History
Emphysema q Yes q No 
Epilepsy q Yes q No 
Fractures q Yes q No 
Fungal Infections q Yes q No 
Glaucoma q Yes q No
Goiter q Yes q No
Gonorrhea q Yes q No
Gout q Yes q No
Heart Disease q Yes q No
Hepatitis q Yes q No
Hernia q Yes q No
Herniated Disk q Yes q No
Herpes q Yes q No
High Blood Pressure q Yes q No-
High Cholesterol q Yes q No
Kidney Disease q Yes q No
Liver Disease q Yes q No
Measles q Yes q No
Migraine Headache q Yes q No

Miscarriage q Yes q No
Mononucleosis q Yes q No
Multiple Sclerosis q Yes q No
Mumps q Yes q No
Osteoporosis q Yes q No
Pacemaker q Yes q No
Parkinson’s Disease q Yes q No
Pinched Nerve q Yes q No
Pneumonia q Yes q No
Polio q Yes q No
Prostate Problem q Yes q No
Prosthesis q Yes q No
Psychiatric Care q Yes q No
Rheumatoid  q Yes q No
    Arthritis 
Rheumatic Fever q Yes q No
Scarlet Fever q Yes q No
Sexually Transmitted q Yes q No
    Disease

Stroke q Yes q No
Suicide Attempt q Yes q No
Thyroid Problems q Yes q No
Tonsillitis q Yes q No
Tuberculosis q Yes q No
Tumors, Growths q Yes q No
Ulcers q Yes q No
Urinary Tract  q Yes q No
    Infection  
Vaginal Infections q Yes q No
Yeast/Candida 
    Infections q Yes q No
Whopping Cough q Yes q No
Other______________________
___________________________
___________________________
___________________________

HealtH History

Please List Relationship
q Cancer   _____________________________        q Stroke  ___________________________________________
q High Blood Pressure  _____________________________        q Dementia  ________________________________________  
q Diabetes  _____________________________        q Alzheimer’s _______________________________________  
q Heart Disease   _____________________________        q Other ____________________________________________

Family History
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