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Monday through Friday, 8:00 a.m. to 5:00 p.m. P:517-371-3407 F: 517-371-1366




Please tab to move from field to field.

Please attach this document in an email to drayer1515@yahoo.com 
or print it on a COLOR printer if you are filling it out prior to coming into the office.

	Current Medical history

	Form must be completed in full otherwise insurance company will not pay for your bill.

	Name:       
	Date:       

	Age:       
	Sex:    FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male
	Date of Birth:       

	Occupation:       

	I.  Referring Doctor:       

	Address:       

	Other source of referral:       

	Family Doctor:       

	Address:       
	Phone: (   )      

	II.  Chief Complaint – What are we seeing you for? (indicate right or left)       

	III. What date did pain or injury occur?       

	Brief description of injury:       

	Is this injury work related:    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     
	Is this injury auto related?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	IV. Have you had prior treatment for this problem?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please explain:       

	V.  List known reactions, sensitivities or allergies to drugs:      

	VI. Latex allergy?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	VII. List medicines you take regularly:       


(Continued on next page)

	VIII. Check if you have ever had:    FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Ulcer

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Kidney problems

 FORMCHECKBOX 
 High cholesterol

 FORMCHECKBOX 
 Gout

 FORMCHECKBOX 
 Rheumatic Fever

 FORMCHECKBOX 
 High blood pressure

 FORMCHECKBOX 
 DVT / blood clot

 FORMCHECKBOX 
 Other       
	 FORMCHECKBOX 
 Cancer 

Type:       

	
	 FORMCHECKBOX 
 Arthritis 

Type:       

	
	 FORMCHECKBOX 
 Heart disease 

Type:       

	
	 FORMCHECKBOX 
 Lung Disease (asthma, etc.) 

Type:       


	IX.  Did you bring your x-rays with you?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, where were they taken?       

	X.   List ALL prior hospitalizations/surgeries:

(Approximate date and not limited to orthopedic injuries or current injury/ailment)

     
     
     


	Family History:   FORMCHECKBOX 
 Heart Disease    FORMCHECKBOX 
 Diabetes    FORMCHECKBOX 
 High blood pressure    FORMCHECKBOX 
 DVT / blood clot

                           FORMCHECKBOX 
 Other  

	Social History:             Alcohol Use

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Daily:       
Social:       
	Smoking

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Daily:       
Social:       

	Psychological

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Depression:       




