
Name: Birthdate: Chart f
Sex: trM trF Age

s5#

MaritalStatus: DSingle trMarried tr Widowed ! Divorced

Spouse/Pa rtner Name.

Add ress:

City: State:_ Zip

Cell#:Home f:

Primary Care Physician: Phone: Date last seen:

Employer: Work #:

Address:

Primary lnsurance: Are you the insured? tr Yes tr No

lnsured lnlomotion

Subscriber Name: Relationship to insured; tr Spouse tr Child tr Self tr Other

Phone #:

Address:

Policy lD:

Sex: trM trF Birthdate

Group lD:

Secondary lnsurance:

tnsured lnlomation

Subscrlber Name:

Are you the insured? D Yes ti No

Relationship to insured: tr Spouse D Child tr Self tr Other

Phone f:
Address:

Policy lD:

Sex: trM aF Birthdate

Group lD:

How did you find out about our practice? E Physician tr lnternet E Telephone book E Family member

tr Friend E Other _
What is the reason for your vlsit today?

Howlonghasthisbotheredyou? 1 2 3 4 5 6 7 Edays Dweeks Emonths Eyears

What treatments have you tried & have they been effective?

On a scale of 1-10 (1 being no pain and 10 being the worst) what is your level of pain? /10

The pain quality is: E burning E constant tr dull tr sharp E shooting tr throbbing Ll tingling

other:

DATE:



History and Physical

Medical History: Place a mark on "Yes" or "No" to indicate if you have HAD any of the following :

Disease o Yes o No Gout o Yes o No Diabetes:
: Murmur tr Yes o No Depression o Yes o No (Circle one:)

oYes oNo
Typel , Type2

oYes DNo
oYes oNo
trYes oNo
trYes trNo
oYes oNo
oYes oNo
DYes trNo

Clot o Yes n No Thyroid Disease o Yes o No HIV
Neuropathy o Yes o No Circulatory Problems o Yes o No Skin Disorders

tis tr Yes tr No Anxiety o Yes o No Breathing problems

o Yes o No High Blood Pressure o Yes s No Asthma
Apnea tr Yes o No Heart Disease o Yes o No Kidney Problems
Cholesterol o Yes o No Mental lllness D Yes tr No Hepatitis

Disorders tr Yes o No Cancer D Yes D No Stroke

(Please Specify):

Femole : Are you o Yes o No Are oYes oNo

ls there ony indicate

o-Alzheimer's

o Arthritis

o Bleeding disorders

o Blood Clot

o Cancer

o Cataracts

o Circulation problems

o Depression

O Diabetes:(Type 1/rype 2)

o Emphysema

o Heart Disease

o High Blood Pressure

o Neurological

o Strokes

o Other lspecilyl

Social History
Doyousmoke? oYes oNo lfyes, howmanypacksperday? o 1o2o3 o4o5 Forhowlong?.
Do you drink alcohol? o Yes, everyday (5-7 days/week) o Yes, occasionally/socially o No, rarely

Substance abuse: o Yes, I have a current substance abuse problem. Please specify: .

o Yes, I had a past substance abuse problem. Please specify:_
o No, I have never had a substance abuse problem.

Surgical History tr None

Please list ony surgeries you have had:

Doyouhaveanyartificialjoints?nYes(where?-}oNoDoyouhaveanartificialheartvalve?oYesoNo

Review of Systems: (Pleose check the box if you CURRENTLY hove ony of these symptoms)

Cardiovascular
o chest pain/pressure o fainting o leg pain when walking o palpitations

o cold hands/feet o fever o leg swelling o valve problems o vascular disease

o abdominal pain
Gastrointestinal . .' o blood in stool

tr constipation
n decreased appetite

o diarrhea o increased appetite o vomiting
o heartburn o trouble swallowing o ulcers

Hematologic o anemia o blood thinners o clotting disorders o lower leg ulcers o sickle cell disease

ntegumentary o athletes foot o dry scaly skin o itchiness o keloids o nail abnormalities

o joint stiffness tr muscle pain o neck pain

o joint swelling o muscle weakness o sciatica

tr arthritis
Musculoskeletal

D back pain

o joint instability

o joint pain

\leurological oheadaches onumbness oparalysis oseizures otingling trtremors oweakness

Respiratory o chest pain o COPD o coughing o emphysema o snoring o wheezing

PIEASE READ AND SIGN

The above information is correct to the best of my knowledge. I undersland that throughout my treatment, I am

physician and/or medical staff of any and all updates to the information listed above.

(Patient Signature)

responsible for notirying the



Name: Date of Birth:

RaCe: trAmerlcan lndianorAlaska Native oAsian tr Black or Africa n America n

D White o Hawaiian or Pacific lslander trDecline to Specify

Ethnicity/Nationality: oHispanic or Lati no

o Not Hispanic or Latino o Decline to Specify

Privacy lnformation Preferences:

Were you offered a copy ofthe HIPAA Privacy Practice Notice?............. tr Yes . No

Do you want to be exempt from any public reporting?........................... tr Yes tr No

ie: ln the event of on epidemiq the govenmentwould pullyour infomotion fot reseorch

Can we send a bill to your address on file? tr Yes tr No

Can we call the phone number listed to speak to
you/confirm appointments? ! Yes r No

Can we leave a message on answering machine?...................................... tr Yes tr No

D6 you allow internet based delivery of reminders?............................. tr Yes tr No

Other than yourself, who can we leave a messaBe with?......................
o Wife n Husband o Mother tr Father D Daughter tr Son a Other

Smokint Status:

tr Current every day smoker

tr current some day smoker

tr Former smoker

tr Never smoker

a I decline to answer

Flu Vaccination:

o Yes, I have received my Vaccination

D No, I have not received my Flu Shot

vital Signs:

Blood Pressure:

Weight: _
Pneumococcal vaccine:

tr Yes, I have received my Vaccination

tr No, I have not received my Shot

H eight:

Orthopedic Exam:

Right Shoe Size:

Left shoe size:

MediumHave you fallen in the last 12 months? lYes trNo

,' yes,' were vou iniured from the fall? tr Yes trNo

Have you completed any Advanced Directives: trYes DNo

,ryes,'checkanythatapply: r Power ofAttorney rLivingWill tr Do Not Resuscitate Order

:urrent Medications: D None

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Dose:

Use the back ofthir form if more room is needed

Allergies: Reaction

o No known allergies

tr Penicillin

r Seafood

o Sulfa

! Tape

tr Latex

! Betadine (lodine)

! Aspirin

n Tylenol

a lbuprofen
r] Codeine

D Other (specify)

Name:

Address:

Pharmacy Phone:

PLEASE READ AND SIGN: The above information is correct to the best of my knowled8e. I understand that throughout my treatment I

am responsible to inform the physician and/or medical staffofany and all updates to the information listed above, and I give my permission

for the ofrlce staff to obtain my prescription information via Surescripts.

Patient Sitnature: DATE:


