
PATIENT HISTORY SHEET 
(Please Print) 

 

Date:_______________ 

 

Patient Information:    E-mail _________________________________ 

 

______________________________________________________________________________ 

Last Name           First Name             Initial                  Name you want to be called 

 

Street Address: _____________________________________ 

 

City________________ State_________Zip_____________________  

 

County _____________________ 

 

Home Phone: (______)________________     Cell Phone: (______)________________________ 

 

Sex:   M   F      Birthdate: _____________  Age_____  Social Security # ____________________ 

 

Circle One :     Single      Married       Widowed       Separated         Divorced 

 

Employed by:________________________________ Occupation: _______________________ 

 

Business Address:____________________________  Business Phone: (_____)______________ 

 

Messages may be left at these phone number(s) regarding appointments, referrals & 

insurance information:   _______  Home    _______  Work   _______  Other 

 

Who is responsible for this account?______________  Relationship to Patient________________ 

 

Who referred you to our office? ____________________________________________________ 

 

Insured Spouse/Parent Information: 

 

Name:______________________________________ 

 

Birthdate:__________  Social Security #________________ 

 

Employed by:________________________________Occupation:_________________________ 

 

Business address: ____________________________  Business Phone: (_____)______________ 
 
 

In Case of Emergency: 

 

Who should be notified?________________ Relationship_________  Phone#________________ 
 

 
 

 

 


