
Your name__________________________________________ 
 
Date of Birth: ___________________________________________ 
 
 
 DOCTORS 
 
 (Except Social Security Doctors) 
 
 
 
1. Doctor's Full Name:  ______________________________________________________________________ 

2. Medical Group or Facility: _________________________________________________________________ 

3. Address:__________________________________ City:___________  State:_____  Zip Code:___________ 

4. Phone Number:  _______________________  Specialty: _________________________________________ 

5. Date of first visit:  ________________________  Date of last visit: ______________________ 

6.  What is the date of your next appointment with this doctor?  ____________________ 

7. What conditions has this doctor treated for you? ________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

8. What treatment(s) have you received from this doctor?  ___________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 

9. Do you consider this doctor to be your family/primary doctor?  _____ Yes   _____ No 
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Your name________________________________________ 
 
 
 MEDICATIONS 
 
Pharmacy Name__________________________________________________________________  
Address             __________________________________________________________________ 
City                   ___________________________ State______________________Zip__________ 
 
 
1.         Drug Name:__________________________      6.   Drug Name:_________________________ 
            Dosage: _____________________________           Dosage:____________________________ 
            Frequency:___________________________            Frequency:__________________________ 
            Doctor Prescribing:_____________________           Doctor Prescribing:___________________ 
 
2.         Drug Name:________________________          7.   Drug Name:_________________________ 
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______Yes   ______ No  If  “Yes” explain._________________________________________________________ 
 
__________________________________________________________________________________________ 
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 HOSPITALS 
 
If you have been hospitalized for your condition, please specify below. 
 
List the MOST RECENT hospitalization FIRST! 
 
 
1. Name of Hospital: ________________________________________________________________________ 

 Address:__________________________________ City:___________  State:_____  Zip Code:___________ 

2. Dates of hospitalization: Admission Date: _____________________________ 

     Discharge Date: _____________________________ 

3. Treatment received (list all surgical or other procedures done): 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

 
 
1. Name of Hospital: ________________________________________________________________________ 

 Address:__________________________________ City:___________  State:_____  Zip Code:___________ 

2. Dates of hospitalization: Admission Date: _____________________________ 

     Discharge Date: _____________________________ 
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 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 
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Your name___________________________________________ 
 
 
 PHYSICAL THERAPIST 
 
 
1. Name of Physical Therapist: ________________________________________________________________ 

2. Address:__________________________________ City:___________  State:_____  Zip Code:___________ 

3. Phone Number:  _______________________ 

4. Date of first visit:  ___________________  Date of last visit: __________________ 

5. On the average, how often do you go to this physical therapist for treatment?: 

_______________________________________________________________________________________ 

6.  What is the date of your next appointment with this physical therapist? 

_______________________________________________________________________________________ 

7. For what conditions has this physical therapist treated you? 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 

8. What treatment(s) have you received from this physical therapist? 

 _______________________________________________________________________________________ 

 _______________________________________________________________________________________ 
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