




MEDICAL INFORMATION FORM 
 
NAME:   __________________________________________      DATE OF BIRTH: ____________ 
 
SEX:   _______     OCCUPATION: _________________________________________________________ 
 
WHY ARE YOU HERE TODAY? _________________________________________________________ 
 
______________________________________________________________________________________ 
 
LIST ALL AREAS OF PAIN OR INJURY: __________________________________________________ 
 
______________________________________________________________________________________ 
 
HOW DID INJURY OCCUR? _____________________________________________________________  
 
IS THIS THE RESULT OF A MOTOR VEHICLE ACCIDENT? _________________________________  
 
IS THIS THE RESULT OF A WORK ACCIDENT? ___________________________________________  
 
DATE OF INJURY? _____________________________________________________________________  
 
I CERTIFY THAT THE ABOVE IS TRUE TO THE BEST OF MY KNOWLEDGE. 
 
X ____________________________________________________________      _____________________ 
                      PATIENT’S/GUARDIAN’S SIGNATURE                                                  DATE 
 
DO YOU HAVE ANY HISTORY OF (CIRCLE Y FOR YES / N FOR NO)? 
      DIABETES   Y          N HEART PROBLEMS  Y          N 
      ULCERS   Y          N HIGH BLOOD PRESSURE      Y          N 
      STOMACH PROBLEMS Y          N BLEEDING TENDENCY  Y          N 
      SEIZURES   Y          N URINARY INFECTIONS  Y          N 
      THYROID DISEASE  Y          N LIVER DISEASE  Y          N 
      NERVE DISORDER  Y          N BREATHING PROBLEMS Y          N 
 
DESCRIBE ANY OTHER MEDICAL PROBLEMS: ___________________________________________ 
 
______________________________________________________________________________________ 
 
LIST ALLERGIES: _____________________________________________________________________ 
 
 DO YOU SMOKE?  Y          N IF YES, HOW MUCH A DAY? __________ 
 DO YOU DRINK? Y          N IF YES, HOW MUCH A DAY? __________ 
 
LIST ANY MEDICATIONS OR VITAMINS/SUPPLEMENTS: _________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
LIST ANY PRIOR SURGERIES YOU HAVE HAD:  
_________________________________________________________________________(DATE/YEAR) 
_________________________________________________________________________(DATE/YEAR) 
_________________________________________________________________________(DATE/YEAR) 
 
FAMILY HISTORY (include any pertinent related history to your present problem): 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
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