
�
Medical Complaint Form 

Date: _____________ 

Name: ____________________________________________________  DOB: ________________________ AGE:________________          

Height: ____________     Weight: ____________                                    

Were you referred by a doctor or healthcare provider? If so, who? ___________________________________________ 

Are You:  [   ] Right Handed             [   ] Left Handed             [   ] Ambidextrous 

Orthopaedic Problem/Symptoms: _____________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

What side is your issue on?  (Circle One)       LEFT                         RIGHT               BILATERAL 

Date of injury or onset of problem: ________________________________ Is this work related? ____________________ 

Brief explanation of injury/ onset of problem: 

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________ 

What treatment have you had thus far?    

(such as PT, Meds, Cortisone, Brace, XR/MRI, Surgery, Acupuncture, etc)  

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________ 

Signature: ______________________________________________________________________________________________________ 



�

Demographics 

Patient Name:  

_____________________________________________________________________________________________ 
 Title  Last   First    MI 

DOB: ____/____/____     Age: ______     Sex:  M or F    Patient SSN (last 4) __________________________ 
  
Home Address:  

_____________________________________________________________________________________________  
Street      City      State      Zip  

Home Phone: (_____) __________________  Cell (_____) ___________________   Work (_____)_____________ 
Email: ________________________________ Employer: _____________________   Occupation:______________  
Primary Care Physician: _________________________________ Referring Physician _______________________ 

Name of Pharmacy: ____________________________________ Pharmacy Phone: __________________________  

Insurance information   

Primary insurance Co: _____________________________________   Relationship to insured: ________________ 
Subscribers Name: _________________________________________ Subscribers SSN (last 4) _______________  
Member ID #: __________________________________    Group #: ________________________DOB: ________ 
  
 Secondary insurance Co: _____________________________________    Relationship to insured: _____________ 
 Subscribers Name: __________________________________________   Subscribers SSN: (last 4)_____________ 
Member ID #: ____________________________________    Group #: ______________________DOB: ________  
  
Emergency Contact Information   

Name: __________________________________________    Relationship to patient: ________________________ 

 Phone: (____) ______________________ Cell (____) ____________________________ Work (____) _________ 

Signature (Responsible Party): __________________________________________________ Date: ____/____/____   



�
Past Medical History 

Patient’s Name: ___________________________ Date: ____________  

Update Date____________ If no changes to Medical History/Review write NONE here__________ 

    

Do you have any Allergies?        YES              NO Current Medication

Please list any known drug,  food, or environmental aller-
gies below:

List any medications you are taking, including over-the-
counter and supplements:

Medication Dose How often?

Personal Medical History Family Medical History

Do you have or have you had any of the following medical 
conditions?

Have any of your blood relatives  (living or deceased) had 
any of these conditions?

Hypertension    Yes No Hypertension Yes No 

Heart  Disease    Yes No Heart Disease Yes No 

Stroke    Yes No Stroke Yes No 

Diabetes    Yes No Diabetes Yes No 

Asthma    Yes No Asthma Yes No 

Emphysema    Yes No Emphysema Yes No 

Peptic Ulcers (stomach or duodenal) Yes No Peptic Ulcers (stomach or duodenal) Yes No 

Kidney Disease Yes No Kidney Disease Yes No 

Hepatitis Yes No Hepatitis Yes No 

Cancer Yes No Cancer Yes No

Thyroid Disease Yes No Thyroid Disease Yes No

Osteoporosis Yes No Osteoporosis Yes No

Arthritis Yes No Arthritis Yes No



�

Review of Systems 

OB/GYN for Women: What is your smoking history?

Are you now Pregnant?    YES                            NO
 

I have never smoked

I used to smoke 

I currently smoke 

Past Surgical Procedures: How many packs a day? 

List any surgical procedures you’ve had and your 
approximate age at the time

Procedure Age What is your alcohol intake?

I do not drink alcohol

I drink alcohol every day

I drink once or more each week 

I drink once or more each month

I drink rarely


