ESTABLISHED PATIENT:
NAME: _______________________________________ D.O.B.___________________________
ADDRESS: _____________________________________________________________________
PHONE#: _____________________________ INSURANCE: ______________________________
PRIMARY DR: ___________________________ EMAIL: _________________________________
PHARMACY INFO: _______________________________________________________________
EMERGENCY CONTACT: _____________________________ P#: __________________________

REASON FOR VISIT: ______________________________________________________________
HOW AND WHEN DID IT START: ____________________________________________________
WERE XRAY OR MRI TAKEN: ______________ IF SO, WHERE & WHEN: ____________________
LIST OF MEDICATION YOU ARE TAKING: _____________________________________________
ALLERGIES: ____________________________________________________________________
HISTORY OF SMOKING:  YES / NO
HEIGHT: ____________________ WEIGHT: _______________________

PAST OR PRESENTS ILLNESS:   ____ DIABETES ____ ULCERS ____ BLADDER PROBLEMS
				____ HEART DISEASE ____ ASTHMA ____ ANESTHESIA PROBLEMS
				____ CANCER ____ HEPATITIS ____ THROMBOPLEBITIS
				____ TUBERCULOSIS ____ BLEEDING PROBLEMS ____ ARTHRITIS
				____ RHEUMATIC FEVER ____ HIGH BLOOD PRESSURE ____ GOUT
				____ PNEUMONIA ____ KIDNEY PROBLEMS ____ STROKE
				____ OTHER: ___________________________________________

