
 
Patient Information Sheet 

Name: First _______________________________Last_____________________________________(M)_____ 
Full Address _______________________________________________________________________________ 
   Street      City  State  Zip 

Date of Birth________________________  Social Security#  ________-________-________   Male or Female 
Phone (H) (         )_______________________________ (W) (          )_________________________________  
(Cell) (           )________________________________     circle one: married  single  divorced  widowed  other 
Spouse’s Name _______________________________(Ok to leave message with)     Yes  or    No 
Emergency contact: Name _____________________________________ Relation _______________________ 
Phone (H)_____________________________________Other___________________________ 
Email Address ____________________________________________(Ok to send info./updates)   Yes   or   No 
Employer Name and Address_________________________________________________________________ 
Policy holder: _____________________________________________ Relation to patient_________________ 
Name of INS. ___________________Policy holders D.O.B.______________SS#________________________ 
Have you ever been to another doctor for this problem? Yes or No Who? ______________________________ 
Who referred you to this office? ________________________circle one:   newspaper   doctor    family   friend 

WHAT BRINGS YOU TO OUR OFFICE? 
FIRST COMPLAINT: ___________________________________________ 

 Date when symptom first appeared _____________________________ 
 Did it begin _____ Gradual  _____ Sudden  _____ Progressive over time 
 What makes the symptoms increase? _________________________________________ 
 What relieves the symptoms? _______________________________________________ 
 Type of Pain  _____ Sharp _____ Dull _____Ache _____ Burn _____Throb 
 Does the Pain Radiate into your  _____ Arm _____ Leg _____ Does not radiate 
 Do you experience Numbness or Tingling? _____Y _____N 
 How often do you experience these symptoms?  

_____100% _____75% _____50% _____25% _____10% 
 RATE PAIN INTENSITY: Circle One  
 No Pain     Unbearable Pain 

1     2     3     4     5     6     7     8     9      10 

OTHER COMPLAINT: ___________________________________________ 
 Date when symptom first appeared _____________________________ 
 Did it begin _____ Gradual  _____ Sudden  _____ Progressive over time 
 What makes the symptoms increase? _________________________________________ 
 What relieves the symptoms? _______________________________________________ 
 Type of Pain  _____ Sharp _____ Dull _____Ache _____ Burn _____Throb 
 Does the Pain Radiate into your  _____ Arm _____ Leg _____ Does not radiate 
 Do you experience Numbness or Tingling? _____Y _____N 
 How often do you experience these symptoms?  

_____100% _____75% _____50% _____25% _____10% 
 RATE PAIN INTENSITY: Circle One  

 No Pain     Unbearable Pain 

  1     2    3     4     5    6      7     8     9     10 

 

Patient Signature_____________________________________________________Date___________________ 


