
Confidential Patient Information

Name _________________________________________   Date of Birth _________________    Age ______

Home Address __________________________________________________________________________

City ___________________________________________ State _______ Zip Code ____________________

Home Phone _____________________________    Mobile Phone __________________________________

Email Address ___________________________________________________________________________

Occupation _____________________________________________________________________________

Employer or School_______________________________________________________________________

□ Married   □ Single   □ Other_________________________________________

Spouse or Partner’s Name and Occupation_____________________________________________________

Emergency contact ___________________________________ Phone ______________________________

Please list all medications and/or supplements and dosages that you are currently taking:

__________________________________________           ________________________________________  

__________________________________________           ________________________________________   

__________________________________________           ________________________________________  

__________________________________________           ________________________________________  

__________________________________________           ________________________________________  

Medical Diagnosis:

□ I am coming for treatment for a specific condition;
 □ And I have obtained a diagnosis of this condition from a licensed physician, dentist 
    or podiatrist.   
       Practitioner’s name:________________________________________________________

 □ And I have not obtained a diagnosis of this condition from a licensed physician, dentist or 
    podiatrist.

□ I do not present any symptoms of a condition.  


