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Today's 
Name: DOB: Age: Date: 

o Right Handed 0 Male 
Height d Left Handed 0 Female - are you or could you be pregnant? 0 No 0 Yes 

Reason for today's visit: 

Who referred Who is your Primary 
I you to this office? Care Physician? 

Date of Injury or Onset of problem: 
o Left Side 0 Right Side Is this work related? 0 No 0 Yes--+ Worker's Comp Claim Filed? 0 No 0 Yes 

Is this related to an accident of any kind? o No [J Yes-t 0 Auto 0 Other: 
--=------------------------------------­

Do you have legal action pendin~1 regarding this? 0 No IJ Yes--+ Attorney Name & Phone 

ALLERGIES: Are you allergic to any drugs? o No 0 Yes--+ list all DRUG ALLERGIES including adverse reaction 
Are you allergic to? DRUG: REACTION: 

Eggs 0 No 0 Yes' 
Iodine 0 No 0 Yes' 
Latex d No 0 Yes' 
Nuts 0 No 0 Yes' 
Penicillin 0 No 0 Yes' 
Sulfa 0 No 0 Yes' 
Tape 0 No 0 Yes' 
'Note reaction to all YES answers: _ 

CURRENT MEDICATIONS: Do you take any medication? [I No 0 Yes--+List all, include Over the Counter Meds, Herbs and Vitamins 
Drug Name/Strength Dosll~ Prescribing Physician Drug Name/Strength Dose Prescribing Physician 

Have you ever had a cortisone injl:~ction? 0 No 0 Yes-~ Area injected and response to injection: 

SURGICAL HISTORY: Have you undergone any surgical procedures? 0 No 0 Yes--+List all surgeries, include right or left when indicated: 
Year Surgery Year Surgery 

ANESTHESIA: Have you ever had any problems with anesthesia? 0 No 0 Yes--+ Explain 
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