Advanced Health & Performance Center

Patient Information/ History Questionnaire

Personal Information

Name _____________________________ Social Security # _______________________

DOB _______________  M / F age:________
Marital Status   M  S  D  W

Address __________________________ City __________________________________

 State________ Zip ____________ Home Phone ________________________________


 Mobile Phone ________________________ Fax# ______________________________

Email ____________________________________________________________

Who can we thank for your referral:____________ ____________________________

Contact Information

Name of Spouse ______________________________ Phone # ____________________

Name of Nearest Relative ______________________ Phone # _____________________ 

Occupation ______________________________________________________________

Name of Employer ________________________ Phone # ________________________


Family Medical Doctor __________________________ Phone # __________________

Purpose of Appointment


Symptoms: ______________________________________________

Date of Onset: ________________________

Describe the pain:

 (  ) Sharp  (  ) Dull  (  ) Numbness  (  ) Tingling  (  ) Aching

(  ) Burning  (  ) Stabbing
Other _________________________________

What makes the problem worse? 
(  ) Standing (  ) Sitting (  ) Laying  (  ) Lifting
(  ) Twisting  (  ) Sports
Other _________________________________

How frequent is the condition?
  (  ) Constant (  ) Daily (  ) Intermittent (  ) Nightly 

Are you experiencing any condition that may be related to the pain? 
(  )No    (  ) Yes   If yes, Explain? 
________________________________________________________________________________________________________________
Is there anything you can do to relieve the pain? (  )No    (  ) Yes   If yes, Explain? ________________________________________________________________________________________________________________________________________________________________________
Have you ever had a similar condition? (  )No    (  ) Yes   If yes, Explain? ________________________________________________________________________________________________________________________________________________________________________
Medical History

Have you ever broken any bones? (  ) No  (  ) Yes _______________________________________________________
Are you currently taking any medications or suppliments? 
(  )No (  ) Yes   If yes, What are you taking? ________________________________________________________________________________________________________________________________________________________________________
Have you had any major medical surgeries? (  )No    (  ) Yes   If yes, Explain? ________________________________________________________________________________________________________________________________________________

Have you been treated for any serious health conditions in the past year? (  )No    (  ) Yes   If yes, Explain? ________________________________________________________________________________________________________________________________________________________________________
WOMEN ONLY: Are you pregnant or is there any possibility you may be pregnant?

Yes ______________ No ________________
 Authorization and Release

The patient understands and agrees to allow this medical office to use their patient health information for the purpose of treatment, payment, healthcare operations, and coordination of care. If you would like further information pertaining to the HIPAA laws and regulations we abide by, please see the receptionist. Also, if there is anyone you do not want to receive your medical records please inform our office. 

Patient’s Signature ________________________________ Date __________________

