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PLEASE PRINT  
 
Patient’s Name: _____________________________________________Age________ DOB: ________________Male ____Female______ 
 
Home Address: _________________________________________________City ____________________________ State____Zip________ 
 
Home Phone_____________________________ 2nd phone (Cell)_________________Patient’s Social Security________________________ 
 
Email Address: ______________________________________________ 
 
Patients Drivers License Number : __________________________   If other than Texas what State?_________________________________ 
 
Spouse’s Name: _________________________________ Spouse Work #______________________________________________ 
 
Name of a Neighbor, Friend or Relative we might contact in case of Emergency:  
 
Name: ______________________________________________Phone ___________________ How Related ________________________ 
 
DATE OF INJURY/ ACCIDENT: ________________________  
 
EMPLOYER INFORMATION AT THE TIME OF YOUR INJURY  
 
Employer (Business Name)  ________________________________________________________________________ 
 
Address of Employer: ______________________________________City/ST ______________________Zip______________ 
 
Phone Number: ______________________________ Fax #_______________________________ 
 
Place of Injury: ______________________________Time: _______am .   pm.  Was the injury reported to your Employer? _______ 
 
If yes, to whom did you report your injury to? _________________________________________  
 
Have you lost time from work for this injury? Yes _________ No ________If yes, how much time? ______________________________  
Have you attempted to return to work following your injury?  Yes _______No _______ 
If you returned to work are you, or were you, able to do your job requirements in relation to your injury?  
Yes _______No_______ 
If NOT what happened that you could not complete your job requirements? _________________________________  
______________________________________________________________________________________________  
Are you working now?    No____ Yes____ Light Duty with restrictions ______________Same employer?______ Different Employer ____ 
 
If you are doing light duty, what restrictions are you on? __________________________________________________________________ 
 
What was your occupation when you were injured? _____________________________________________________________________ 
Briefly, describe your job duties. (lifting, bending, climbing, sitting, standing, etc. ) 
______________________________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
This information is true to the best of my knowledge.        
 
____________________________________________________   Today’s Date __________________________ 
Patient’s Signature/ or legal guardian 
 
Interpreter ________________________________ 
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Release of Information 
Unless you give written permission we will not release your medical information according to the HIPPA guidelines.  
 
Patients Name: _______________________________  Date of Birth ____________ 
 
 
Who do you want us to contact in case of an Emergency:  
 
Name: _____________________________Phone ___________________ How Related _______________________ 
 
 
If you have someone who you want us to release medical information to such as a Spouse, Child, or Parent 
please list below. 
 
 
Name ______________________________________ Relationship to You ____________________________  
 
 
Name______________________________________  Relationship to You____________________________ 
 
 
“I give permission for the above person(s) to receive my medical information”.   
This Authorization is good for one year.  
 
___________________________________________________  ________________ 
Patient’s/Guardian’s  Signature      Today’s Date 
 
 
 
Your referring physician will have a report faxed to their office. 
 
If you have an Attorney on this case that we need to release information to please fill out the following. 
 
Attorney _______________________________  Phone: ___________________ Fax:___________________  
 
Patient’s Signature______________________________________ 
 
Date: ____________   (Authorization Good for 1 year from date signed)  
 
 
 
 
 

This is acknowledgement that you received our Notice of our Privacy Practices required by law to maintain the 
privacy of our patients with respect to protected health information.  
 
_________________________________________________________________ 
Signature of the Patient/Guardian                              
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Patient’s Name: ____________________________________ Date of Birth _______SSN:__________________ 
 
Have you ever had the same or similar problems in the past? _________.  If so, when? ________________________ 
Do you use Tobacco products:  Yes ____   No _____   
Do you drink Alcohol:  Yes ____  No _____  Occasionally _____  Socially _____ 
Are you Allergic to any Medications:     Yes___No ____  
Please list the medications you are allergic to : ________________________________________________________ 
______________________________________________________________________________________________ 

Please check off whether you have had or your family has had any of these types of illnesses: 
 
    Self Which family member has/had this illness: 
     Father  Mother  Brother Sister Controlled Treatment 
High Blood Pressure  ____ ____  _____  ____  ____ _____  ____  
Diabetes   ____ ____  _____  ____  ____ _____  ____  
Heart Disease   ____ ____  _____  ____  ____ _____  ____ 
Lung Disease   ____ ____  _____  ____  ____ _____  ____  
Kidney Disease  ____ ____  _____  ____  ____ _____  ____ 
Liver Disease   ____ ____  _____  ____  ____ _____  ____ 
Intestinal Disease  ____ ____  _____  ____  ____ _____  ____ 
Seizures   ____ ____  _____  ____  ____ _____  ____ 
Hepatitis   ____ ____  _____  ____  ____ _____  ____  
Stroke    ____  ____  _____  ____  ____ _____  ____ 
Explanation of any illness above or other illness not mentioned: 
__________________________________________________________________________________ 

Your Past Surgical History (Operations) 
 
1) __________________________________________________________________  Year _______ 

 
2) ___________________________________________________________________Year_______ 

 
3) ___________________________________________________________________Year _______ 
 
4) ___________________________________________________________________Year _______ 

 
Check off any of the following if you have had within the past 6 months. 

Muscoloskeletal :  Joint pain/Stiffness ___, Weakness ___  
Nervous System:  Nervousness ___, Numbness ____, Paralysis ____, Dizziness____, Convulsions ___ ,Epilepsy ____, 

 Cold/Tingling extremities ___ 
Respiratory:  Shortness of Breath ____ Pneumonia ____, Influenza ___, Tuberculosis ____ Pleurisy ____,Whooping Cough ____ 
Cardiovascular System:  Chest Pain ___, Rheumatic Fever ____   
General:  Fatigue ___, Fever ___, Headaches ___, Allergies ____, Difficulty Sleeping ___, Forgetfulness ____, Confusion ___, 
Gastrointestinal:  Black/bloody stools ___, abdominal cramps ___ 
Genitourinary:  Bladder trouble ___, Painful/Excessive Urination ___, Discolored urine____, Difficulty urinating ____ 
EENT System: Vision Problems ___ Dental Problems ___, Sore throat ___, Hearing problems ___ Difficulty swallowing ___, Heartburn ___ 
Hematologic/Lymphatic/Immunologic: Anemia ___, HIV/AIDS ____, Clotting problems ____, Thyroid Disorder ___, 

       Lymphatic disorders ___ 
Skin:  Discoloration ___, skin cancer ____, Skin grafts,  
 
Patient Signature: ___________________________________ Today’s Date ____________________________  
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Please Print 
 
Patient’s Name: _________________________________Date of Birth______________SSN:___________________  
 
Date of injury/Onset of illness: _______________ 
 
** PLEASE FILL OUT ALL QUESTIONS.  IF IT DOES NOT APPLY TO YOU PLEASE MARK N/A OR NO.** 
 What is your chief complaint today?  Please specify right or left side.  
 
_______________________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________________  
If due to an accident or injury please describe how it happened: 
_____________________________________________________________________________________________ 
 
______________________________________________________________________________________________________________ 
 
If you are having neck or back pain are you, or have you had, any bowel or bladder problems?  Yes   or   No 
 
Have you been treated for this problem?  _______ If so, by whom? (list all Doctors, Hospital ER, etc.) ____________ 
 
______________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
What type of treatment have you had for this problem?  Please indicate what facility and the date.  
 
X-rays ________________________________________  MRI ______________________________________ 
 
Cat Scan ______________________________________  Discogram __________________________________ 
 
Bone Scan _____________________________________ Myelogram _________________________________ 
 
Physical Therapy ________________________________ 
 
If you have had physical therapy, how much therapy have you had for this problem?  Days _____ Weeks,  ______ Months ____ 
 
EMG testing: ____________Epidural Steroid Injections: _________ Pain Management program: _______________ 
 
Have you had surgery for this injury or problem? If yes, when was the surgery done and what part of the body?  
__________________________________________________________________________________________ 
 
Who did your surgery and where was it done at: 
_____________________________________________________________________________________________ 
 
Any Other treatment not listed above: 
______________________________________________________________________________________________ 
 
Please list medications you are taking. 
 






