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NEW PATIENT INFORMATION

This information is needed so we can better serve you.  Please fill in ALL portions of the form.  If you need assistance, please ask our receptionist, and we will be happy to help you.

Your Name:________________________________________      
Date:___________________

Address:___________________________________________________________________________

City:_________________________________    State:_________________    Zip:_________________

Home Phone:____________________  Cell Phone:____________________ Cell Carrier:__________

Age:____________        Date of Birth:____________________         SSN:________________________

Marital Status:      M        S        D       W                         Driver License #:__________________________

Your Occupation:__________________________   Employed By:_____________________________

Work Phone:_____________________________   Address:__________________________________

Is your visit due to an accident?      Y        N      
Type of accident:_____________________________

Are you a Medicare Patient?      Y         N       Medicare Number:______________________________

Your Spouse’s Name:________________________________________________________________

Spouse’s Employer: ________________________________Spouse’s Work #:__________________

Name of person to contact in case of emergency:_________________________________________

Their home and work phone numbers:_________________________________________________

Whom may we thank for referring you to our office?______________________________________

Referring Physician:________________________________________________________________

I attest that the above information is true and correct to the best of my knowledge.  I further understand that any charges incurred by me in this office are my sole responsibility, despite any insurance plan, legal involvement or settlement.

Patient’s Signature:_____________________________________________  Date:______________

Parent or Guardian:________________________________________________________________

Signature:_____________________________________________________  Date:______________

PATIENT CONDITION
Patient Name:________________________
Reason for visit:____________________________________________________________________

When did your symptoms appear?_____________________________________________________

Present Symptoms: (Please circle all that apply)

Headache

Feet/Hands Cold

Head seems heavy
Pins/Needles in arms

Mental dullness
Depression


Confusion


Right/Left

Loss of memory
Constipation


Dizzy


Pins/Needles in hands


Unbalanced

Chest pain


Neck pain


Right/Left

Upper back pain
Lower back pain

Neck restriction
Pins/Needles in legs

Eye strain/pain

Neck stiffness


Shortness of breath

Right/Left

Midback stiffness
Upper back stiffness

Lower back stiffness
Midback pain

Rib pain 

Fainting 


Nervousness

Blurred Vision

Loss of taste

Irritability


Double vision

Loss of smell

Is this condition getting progressively worse?        Y       N       Unknown

How often do you have this pain?____________________             Is it constant or does it come and go?

Does this interfere with your      Sleep        Daily Routine       Work       Recreation

Painful activities/movements:       Sitting       Standing      Walking       Bending       Lying Down

Does anyone in your family have the same/similar condition?       Y       N Who?___________________

Since these symptoms began, what, if anything, have you tried that did not work?________________

____________________________________________________________________________________

Rate the severity of your pain from 1 (least pain) to 10 (severe pain)________ 
Please mark an X on the picture where you are experiencing pain. [image: image2.jpg]



MEDICAL HISTORY
Patient Name:________________________
What treatment have you already received for your condition?________________________________

Please list any surgeries/ injuries you have had and approximate dates:_________________________

____________________________________________________________________________________

____________________________________________________________________________________

Please circle to indicate if you have had any of the following:

AIDS/HIV

Alcoholism

Allergy shots

Anemia

Anorexia

Appendicitis

Arthritis

Asthma


Bleeding disorders
Breast lump

Bronchitis

Bulimia

Cancer


Cataracts

Concussion

Chicken Pox

Chemical dependency
Diabetes

Digestion problems
Emphysema

Epilepsy

Fibromyalgia

Fractures

Glaucoma

Goiter


Gonorrhea

Gout


Heart disease

Hepatitis

Hernia


Herniated Disc

Herpes

Headaches

High blood pressure
High cholesterol
Kidney Disease

Liver disease

Measles

Migraines

Mononucleosis

Multiple Sclerosis
Muscular Dystrophy
Miscarriage

Mumps

Osteoporosis

Polio


Pacemaker

Parkinson’s disease

Pinched nerve

Pneumonia

Prostate Problem
Prosthesis

Psychiatric care

Rheumatoid arthritis
Rheumatic fever
Scarlet Fever

Stroke


Suicide attempt
Thyroid problems
Tonsillitis

Tuberculosis

Tumor/Growth

Typhoid fever

Ulcers

Vaginal infections
Venereal disease
Whooping cough


Other:____________________________________________________________________

EXERCISE

WORK ACTIVITY

HABITS
    None


    Sitting


     Smoking       

       Packs/Day_______

    Occasional

    Standing


     Alcohol

       Drinks/Week____

    Daily


    Light Labor


     Coffee/Caffine Drinks     Cups/Day________

    Heavy

    Heavy Labor


     High Stress Level
       Reason__________

Are you pregnant?       Y
          N     Due date:_________________________

Please list any MEDICATIONS/VITAMINS that you are currently taking.___________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Please list any ALLERGIES you have._______________________________________________________

_____________________________________________________________________________________

