
Patient Information Form

Full Name: _________________________________________ Date: ______________________

Date of Birth: __________________________________ Age: ______ Gender: _____M _____F

Cell Phone: _______________________________Home Phone: __________________________

Email address: __________________________________________________________________

Address:_______________________________________________________________________

______________________________________________________________________________

Emergency Contact: ___________________________ Relationship: ______________________

Emergency Contact Phone: ___________________________

Referring Doctor: ___________________________________ Dr. Phone #:__________________

Referral Source (check one): Doctor _____ Family/Friend ____ Insurance____
I’ve been here before _____ Walk-in _____ Internet _____ (Google search, Website, Review)

Other (please specify)_________________________________________

Medicare Patient: Yes _____ No _____ Home Health: Yes _____ No _____

Primary Insurance Plan Name: __________________________________________________

Policy/Member ID: _________________________ Group#:___________________________

Primary Insurance Phone #:_______________________ Policy Holder: ____Yes ____No

If No, Name of Policy Holder: ________________________________________________

Secondary Insurance:_______________________ Policy #: ______________________________

Worker’s Compensation Yes _____ No____ If yes, employer name: _______________________

Employer Address: ______________________________________________________________
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Employer Phone #: ____________________________ Supervisor’s Name: _________________
Medical Information:

Height: ________ Weight ________

Approximate date of injury/Onset of symptoms: _____________________________________

Diagnosis as stated to you by physician:____________________________________________

Description of how injury occurred: _______________________________________________

Diagnostics Tests for this injury (circle all that apply): XRAY MRI CT SCAN EMG

Surgery: Yes ____ No ____ If yes, date/type of surgery: _______________________________

Injury Location – please mark the areas of discomfort on the diagram below:

Pain Type (circle all that apply) : Sharp Dull/Ache Burning Numbness

Radiating Pins & Needles Constant On & Off Throbbing Cramping

Pain Worst With: Activity Standing Sitting
Sleeping

Other (please explain)______________________________

Pain scale from 1-10: ______ Current ______ Best ______ Worst
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Recent Falls: Yes _____ No_____ Feel Unsteady: Yes_____ No _____
Worry about falling: Yes _____ No _____

Health History:

Allergies
Are you allergic to any of the following:

Tape: Yes _____ No_____ Latex: Yes _____ No _____ Medications (list): _______________

Current Symptoms (circle all that apply):

Fever/sweats
Headaches
Bowel problems
Bladder problems
Tremors
Weakness
Bleeding/bruising
Night pain

Problems sleeping
Extreme fatigue
Shortness of breath
Chest pains
Sudden weight loss
Difficulty breathing
Joint/muscle swelling
Dizziness/Fainting

Nausea/vomiting
Numbness/tingling
Skin rash
Difficulty swallowing
Falls
Balance Problems

Medical History (circle all that apply):

Anemia
Ankylosing Spondylitis
Asthma
Bleeding/Blood disorder
Bone/Joint infection
Cancer
Chronic Fatigue Syndrome
Depression
Diabetes
Dizziness/Falls
DVT/Blood clots in legs
Emphysema
Epilepsy/Seizures
Fibromyalgia

Gout
Guillain-Barre
Headaches
Hearing Loss
Heart Attack
Hepatitis
Hernia
HIV/Aides
Hypertension
Kidney disease
Liver disease
Lupus
Lung disease
Multiple sclerosis

Osteopenia
Osteoporosis
Osteoarthritis
Pacemaker
Parkinson’s disease
Currently Pregnant
Rheumatoid arthritis
Shortness of breath
Stroke
Thyroid disease
TMJ/jaw problems
Tuberculosis
Other ________________
______________________

Current Medications List (or attach list):

__________________________________
__________________________________

__________________________________
__________________________________
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