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 Patient Name: ___________________________________

Medical inforMation Sheet
WhO Is YOuR PRImaRY CaRe PhYsICIan:

have YOu seen anY OtheR PhYsICIan FOR thIs PROblem?  (   ) Yes      (   ) nO      IF sO, WhO?

aRe YOu leFt OR RIght-handed? IF Female, COuld YOu POssIblY be PRegnant?
aRe YOu CuRRentlY ReCeIvIng PhYsICal, OCCuPatIOnal, OR sPeeCh theRaPY?    (   ) Yes      (   ) nO 
IF sO, When dId YOu begIn?
aRe YOu CuRRentlY ReCeIvIng hOme health seRvICes?    (   ) Yes      (   ) nO    IF sO, WhICh agenCY?

PreviouS Surgical ProcedureS
~ Please lIst ~

current MedicationS
 medICatIOn name dOsage hOW OFten

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Medication allergieS:

dO YOu smOke?   (   ) Yes      (   ) nO                 IF Yes, hOW manY PaCks PeR daY?             hOW manY YeaRs?

dO YOu dRInk alCOhOl?   (   ) Yes      (   ) nO          IF Yes, hOW OFten?
do you have any of the following ProbleMS:

(   ) Heart Problems (   ) Emphysema (   ) Kidney Problems
(   ) High Blood Pressure (   ) Tuberculosis (   ) Liver Problems (Hepatitis)
(   ) Stroke (   ) Circulation Problems (   ) Arthritis
(   ) Blood Clots (   ) Diabetes (   ) Gout
(   ) Anemia (   )	 Hearing	Difficulty (   ) Thyroid Problems
(   ) Bleeding Problems (   ) Implants (   ) Psychiatric Treatment
(   ) Cancer (   ) Ulcers (   ) Depression
(   ) Asthma (   ) Bladder Infections (   ) Neurological Problems (Epilepsy)
(   ) Bad Teeth (   ) Digestive Problems (   ) Other

reviewed by: ________________________________________, M.d. date: ___________________________


