
Patient Information and History Form 

Required Personal Information                    Date ____________ File # __________ 
Name ___________________________ Home# ___________________ Mobile# ________________  
Address ______________________________________City/State/Zip _________________________ Email 
_______________________________________________________________Age__________ Date of Birth 
_________________ Sex ________ Marriage Status __________ Children __________ 
Occupation_______________ Employer _____________________Work #______________________ 
Spouse’s Name ____________________ Occupation ________________ Employer_______________ 
Nearest Relative ______________________________Phone #________________________________ 
Person Responsible for this Account ___________________ Referred By _______________________ 
Please describe the principle health problem for which you came to this office: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________ 
When did symptoms first occur 
__________________________________________________________________________________________
__________________________________________________________________________ 
List any other doctors seen for this problem 
__________________________________________________________________________________________
__________________________________________________________________________ 
List diagnosis and type of treatment 
__________________________________________________________________________________________
__________________________________________________________________________ 
Does this interfere with activities? Yes� No� How? ________________________________________  
Have you lost any days of work?   Yes� No� Dates: ________________________________________ 
Have you had similar symptoms or injuries before? Yes� No�  
If yes please explain _________________________________________________________________ 
__________________________________________________________________________________ 
Insurance Information 
� Auto Accident  � Worker’s Compensation  � Health Insurance  
� Medicare   � Personal Cash Payment  � Medicaid  
Name of Company and Address_________________________________________________________ 
Claim # ____________________________________Policy # ________________________________ 
************************ For Office Use Only Below This Line ************************** 
MM   EPO   HMO   PPO   MC   MG   MK   MP   PI   WC           1  6  7  8  9 
Accident/Injury Information 
Date of Accident _____________Time_______ AM � PM � Police Report Made? Yes� No� 
Place/Location of accident 
__________________________________________________________________________________ 
Direction of impact: Struck from behind �  Right side �  Left side �  Front � 
Your position at the time of accident:  Driver �  Passenger �  Front LMR �  Back LMR�   
Description of accident  
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________


