


Address/Street/City_____________________________________

Policy Holder/Subscriber Name___________________________ Date of Birth__________________ Relationship________________________

Is this a □ Workman's Comp or  □ Motor Vehicle Injury?  (All below information must be completed prior to seeing the doctor.)

Date of Injury:_______________  Claim Number_______________________________Patient Name___________________________________ 

Insurance Carrier:_____________________________________ Address__________________________________________________________ 

City:________________________________ State______________________Zip_________________________

Insured's Name_________________________________________ Date of Birth_______________ Relationship________________________ 

If Workman Comp, Employer's Name and Address___________________________________________________________________________

Policy Holder/Subscriber Name___________________________ Date of Birth__________________ Relationship________________________

SECONDARY (Insurance Company_________________________________________________________________________________________

Policy Number:_______________________________________ Group Number:______________________________

HIPAA? □

MEDICAL INSURANCE INFORMATION ***Please bring your health insurance cards and photo ID***

PRIMARY (Insurance Company):__________________________________________________________________________________________

Policy Number:_______________________________________ Group Number:______________________________

Phone______________________________________________

PERSON(S) TO NOTIFY IN CASE OF EMERGENCY.  Please (√) with Whom we can share your Medical Information (HIPAA)?

 HIPAA?  □Name__________________________________Relationship____________________Home/Cell Phone          

Name__________________________________Relationship____________________Home/Cell Phone          

Name__________________________________Relationship____________________Home/Cell Phone          

HIPAA? □

Address/Street/City_____________________________________ Name_______________________________________Phone_______________

Phone______________________________________________

Secondary Pharmacy Name_____________________________

EMAIL ADDRESS ____________________________________ Race:_______________Ethnicity (Hispanic?/Not Hispanic?)_________________

Primary Language____________________________Pharmacy Information

Preferred Pharmacy Name______________________________

REFERRING DOCTOR 

Name______________________________________Phone________________ 

PRIMARY CARE PHYSICIAN

Primary Phone#:_______________________________H  □  C  □   W □

Secondary Phone #_____________________________H  □  C  □   W □ 

Age_________________                       Date of Birth:  _____________________ 

Sex:   Male  □     Female  □  Social Security _____________________________

PATIENT INFORMATION SHEET
(PLEASE PRINT FILL OUT COMPLETELY)

Date_____________________________

Name:______________________________________________

Address_____________________________________________ 

City _______________________ State__________Zip________



Date: ___________________ Patient Name: ____________________________ 

Reason for visit: (Please be specific) _______________________________________________________________________________________ 
When did complaint start? _______________________________________________________________________________________________ 
Accident? □Yes □No     If yes, please provide a brief summary___________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
Were studies done?  □ Yes □ No   If yes, when and where? _____________________________________________________________________ 
What studies were done? □ X-ray □ CT scan □ MRI □ Sleep □ other ______________________________________________________________ 
    When and where? ____________________________________________________________________________________________________ 

Recent Health Problems (Review of Systems) √ All that Apply 
□ Hoarseness
□ Rashes □ Cough-Chronic □ Headaches, Frequent □ Difficulty Swallowing
□ Shortness of Breath □ Sweats/Chills □ Enlarged Glands □ Unsteady Gait
□ Blurred Vision □ Sore Throats □ Dizziness □ Burning Eyes
□ Coughing up Blood □ Anxiety □ Frequent Urination □ Ear Aches
□ Weight Loss □ Sinus Trouble □ Ear Discharge □ Loss of Taste
□ Nasal Odors □ Ringing in Ears □ Strange Taste □ Multiple Muscle Aches
□ Decreased Hearing □ Depression □ Recurrent Nosebleeds □ Breastfeeding
□ Recurrent Head Cold □ Multiple Joint Pain □ Nausea                    □ Pregnancy?  Expected Date_______ _____
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Self Mother Father Sister Brother Daughter Son 
Diabetes Mellitus □ □ □ □ □ □ □ 
       Type 1 – Insulin Dependent □ □ □ □ □ □ □ 
       Type 2 – Non Insulin □ □ □ □ □ □ □ 
High Blood Pressure □ □ □ □ □ □ □ 
Heart Attack □ □ □ □ □ □ □ 
Heart Disease □ □ □ □ □ □ □ 
Stents □ □ □ □ □ □ □ 
Cancer (Type) □ □ □ □ □ □ □ 
Asthma □ □ □ □ □ □ □ 
Emphysema □ □ □ □ □ □ □ 
Other Lung Disease □ □ □ □ □ □ □ 
Neuromuscular □ □ □ □ □ □ □ 
MS □ □ □ □ □ □ □ 
Reflux □ □ □ □ □ □ □ 
Hernia (Type) □ □ □ □ □ □ □ 
Glaucoma □ □ □ □ □ □ □ 
Seizures □ □ □ □ □ □ □ 
Aids/HIV □ □ □ □ □ □ □ 
Clotting Problems □ □ □ □ □ □ □ 
Hepatitis □ □ □ □ □ □ □ 
Cirrhosis □ □ □ □ □ □ □ 
Arthritis □ □ □ □ □ □ □ 
Sarcoidosis □ □ □ □ □ □ □ 
Lupus □ □ □ □ □ □ □ 
Gout □ □ □ □ □ □ □ 
High Cholesterol □ □ □ □ □ □ □ 
Thyroid Problems: Overactive □ □ □ □ □ □ □ 

Underactive □ □ □ □ □ □ □ 
Other Health Problem: 

□ □ □ □ □ □ □ 

Do you use tobacco?  □ Yes  □  No   Quit/how long? ______ □Never   If yes, number of packs per day? ___   Number of years smoked? ________ 
Do you use alcohol? □ Never □ Occasionally □  Daily  How much?__________________________________ 
Please list any and all allergies: ex. Food? Seasonal? Pet? _______________________________________________________________________ 
______________________________________________________________________________________________________________________ 
Please list any past surgeries (Date and Procedure):____________________________________________________________________________ 
______________________________________________________________________________________________________________________ 



Medication List 

Name of Medication Dosage Frequency How is it taken 

lnclude all prescriptions, over-the-counters, herbals and vitamin/mineral/dietary (nutritional) supplements. 
D I give consent to retrieve and use my medication history from SureScripts. 

Do you have any allergies to medication or other: If yes, please list: 
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