
Date: __________________________________________________________________

1. Patient Information

Full Name: ____________________________________________________________  

Date of Birth: _________________________________________________________  

Sex: ☐ Male ☐ Female ☐ Other  

Address: _____________________________________________________________  

City: ___________________ State: ______ Zip: ___________

Phone Number: __________________________________  

Email Address: _______________________________________________________

Preferred Method of Contact:  
☐ Phone  
☐ Email  
☐ Text Message

2. Emergency Contact

Name: _______________________________________________________________

Relationship to Patient: ______________________________________________

Phone Number: _____________________________________________________

3. Insurance Information

Primary Insurance Provider: ________________________________________

Policy Number: _____________________________________________________

Group Number: ___________________________________

Policy Holder Name (if different): ___________________________________

Policy Holder Date of Birth: ________________________

4. Primary Care Physician

Primary Care Doctor Name: ________________________________________

Phone Number: ____________________________________________________

5. Reason for Visit

What brings you in today?

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

When did the problem start?

_____________________________________________________________________

Is this related to a sports injury?  
☐ Yes  
☐ No
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6. Medical History

Do you currently have or have you previously had any of the following conditions?

☐ High Blood Pressure  
☐ Diabetes  
☐ Heart Disease  
☐ Asthma  
☐ Previous Surgeries  
☐ Other Medical Conditions

If yes, please explain:

_______________________________________________________________________
7. Current Medications

Please list all medications you are currently taking:

_______________________________________________________________________

_______________________________________________________________________

8. Allergies

Do you have any medication allergies?

☐ No  
☐ Yes (please list)

_______________________________________________________________________

9. Acknowledgment

I certify that the information provided above is accurate and complete to the best of my knowledge.

Patient Signature: ____________________________________________________

Date: ___________________________________________
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