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INFORMATION REQUIRED FOR CASE HISTORY FILE (PLEASE PRINT) 

1. 
   Male         Female   Primary Care Physician _____________________________________________ 

 Referring Physician ____________________________________________

 
___________________________________________________________________________________Weight______________________ 
Patient’s Last Name  First Middle 
 
Birth Date _______________________  Age ___________   Social Security Number __________________________________________ 
 
Address  _______________________________________________________________________________________________________ 
 
City ________________________________________  State __________  Zip _____________   Home Phone ______________________ 
 
Employer ____________________________________________________________________  Work Phone ______________________ 
 

 

2. 
 
What are your symptoms: _______________________________________________________________________________________ 

 

3. Medical Coverage Information – Please Present Your Insurance Card 
 
Primary Insurance Co ________________________________ID#________________________________Group#_________________ 
 
Subscriber’s Name ____________________________________Birth Date_______________________         Male  Female 
 
Subscriber’s Employer ____________________________________________________________________________________________
 
Secondary Insurance Co ______________________________ID#________________________________Group#_________________ 
 
Subscriber’s Name ____________________________________Birth Date_______________________         Male  Female 
 
Subscriber’s Employer ____________________________________________________________________________________________
 

 

4. Were you Injured……..      at work      automobile accident      other accident/injury*  
 
Date of Injury ______________________________ Claim# (if known) ______________________________________________________ 
 
Insurance Carrier __________________________________________________Adjuster _______________________________________ 
 
Address ________________________________________________________  Phone Number __________________________________
 
Employer when injured ____________________________________________  Phone Number _________________________________ 
(Required for Worker's Compensation only) 
 
*Briefly explain "Other" accident/injury ______________________________________________________________________________ 
 

 

5. Responsible Party for Patient under 18 Years of Age 
 
Name _______________________________________________________  Birth Date _____________________    Male  Female 
 
Relationship ___________________Social Security Number _____________________________Home Phone _____________________ 
 
Address _________________________________________________City _______________________State ________Zip ____________ 
              If different from above 
 
Employer ____________________________________________________________________  Work Phone ______________________
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                   Please type into the fields on this form using your computer keypad. 
Once you have completed the form, please print it and bring it with you to your appointment.
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