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PATIENT INFORMATION FORM 
 

GENERAL INFORMATION                           DATE:  ____________________ 

Name: _________________________________________   Occupation:  _______________________________ 

Address:  _______________________________   City:  ___________________   State:  ____   Zip:  _________ 

Date of birth:  __________________________ Last 4 digits of SSN:  ____________ 

Phone:  Home:  ______________________   Cell:  ______________________   Work:  ____________________ 

Spouse Name:  ____________________________   Referred by:  __________________________________ 

Email address:  _____________________________________________________________________________ 

If you would like us to leave detailed voice mails that contains your health information, please sign this Consent below. You are not 

required to authorize the use of voice mail and a decision not to sign this authorization will not affect your health care in any way. If you 

prefer not to authorize the use of voice mail we will continue to use U.S. Mail or telephone to communicate with you. I authorize the 

use of the following communication methods when communicating with: 

Phone number for detailed voice mail to YOU:   ________________________   Signed:  ___________________________ 

EMERGENCY CONTACT INFORMATION 

Name:  _____________________________________________   Relationship:  __________________________ 

Phone:  Home:  ______________________   Cell:  ______________________   Work:  ____________________ 

MEDICAL INFORMATION 

Allergies to Medications:   Yes/No   If yes, list:  ___________________________________________________ 

__________________________________________________________________________________________ 

Current Medications:  

Name: _________________________________________________   Dosage __________________________ 

Name: _________________________________________________   Dosage __________________________ 

Preferred Pharmacy: ________________________________________________________________________ 

Significant Medical History (Illness/surgeries) 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Significant Family Health History (illness/surgeries) 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Release of Protected Health Information to Family Member or other Persons: 

Name:  ___________________________________________ DOB:  _______________ Relationship:  ________________________ 

Name:  ___________________________________________ DOB:  _______________ Relationship:  ________________________ 

Patient Signature:  _________________________________ Date:  __________________   Expires on:   ____________________ 


