
DATE:____________________ 
NAME_________________________________________________________________
_________
                                                                       First Name                               MI                           
Last
SEX_______ HEIGHT_______ WEIGHT_______ AGE_______ 
BIRTHDATE____________________

ADDRESS______________________________________________CITY___________
________STATE_________ZIP_____________

Home Ph:_________________Work Ph:__________________Cell 
Ph:__________________ Email:____________________________

Contact Preference:  Home Ph____  Work Ph____ Cell Ph____ SOCIAL SECURITY 
#______________________________________

Language: 
___English___Spanish___Indian___Japanese___Chinese___Korean___French___Germa
n___Russian_______________Other

Race/Ethnicity:___White___American Indian or Alaska Native___Asian___Native 
Hawaiian/Other Pacific Islander___Black or African American___Hispanic or 
Latino___Decline to Answer

MARITAL STATUS______ NAME OF SPOUSE___________________________ 
OCCUPATION____________________________
 
EMPLOYER_________________________ADDRESS__________________________
___________________ HOW LONG? ________

NAME OF SPOUSES EMPLOYER, ADDRESS & 
PHONE#____________________________________________________________

HOW WHERE YOU REFERRED TO OUR CLINIC?   
____________________________________

LIST YOUR COMPLAINT(S) & GIVE GRADE: MILD (1)   MODERATE (2)   
SEVERE (3)                             DATE OF ONSET

1.______________________________________________________________________

________________________________________



2.______________________________________________________________________

________________________________________

3.______________________________________________________________________

________________________________________

COMPREHENSIVE DESCRIPTION OF CAUSE (accident, injury, etc.) AND 
DATE

________________________________________________________________________

_______________________________________

________________________________________________________________________

_______________________________________

WHAT POSITIONS OR MOVEMENTS AGGRAVATE YOUR COMPLAINT(S)? 

________________________________________________________________________

_______________________________________

________________________________________________________________________

_______________________________________

HOME HEALTH CARE & EFFECT

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

______
LIST DOCTORS CONSULTED FOR THIS CONDITION:

1. NAME___________________________ 
ADDRESS______________________________________________________________
___

SPECIALTY____________________________ DATES_______________________ 
RESULT: GOOD_____ FAIR_____ POOR_____

DAIGNOSIS & 



TREATMENT___________________________________________________________

_________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

______

2. NAME_____________________________ 
ADDRESS______________________________________________________________
__

SPECIALTY____________________________ DATES_______________________ 
RESULT: GOOD_____ FAIR_____ POOR_____

DAIGNOSIS & 

TREATMENT___________________________________________________________

_________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

_____________________________________________

Date:___________________________________________________________________
____________________________
                                                        First Name                                               MI                            
Last Name

Are you seeing any other providers for other problems or health conditions?  YES  or No  

(Please Circle)

Please list the problems(s), date problem(s) began and Provider(s) treating you for the 

condition(s):



________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

_______________
Past History

Have you --                                                                    If Yes, Please list the date and the 
name of the treating provider.

ever been diagnosed with hypertension?  Yes or No  
___________________________________________________________

been hospitalized in the last 5 years?  Yes or No       
___________________________________________________________

been diagnosed with Diabetes?  Yes or No   
_______________________________________________  ___Type I ___Type II

Do you smoke?  ____Never   ____Former Smoker   ____Current/Every Day Smoker   
____Current Some Day[s] Smoker

Vitals   (for office use only)   Height  _______   Weight  _______   Blood Pressure  
_______________

Medications

What medications are you currently taking?  Please include all non-prescription and over the 
counter vitamins, herbs, minerals, etc.:  List date Started, Brand Name, Strength, Dosage, 
Frequency, Duration, Quantity, Refills Available, Prescribed by:  Please be as specific as 
possible.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

____________
Do you have allergies?   ____Food    ____Environmental    ____Medication

List Type of Allergy and Reaction[s]

________________________________________________________________________

________________________________________________________________________



________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

____________________________________________

Thank You for Your Cooperation








