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PATIENT HISTORY UPDATE

Patient Name: _____________________________________________
Date of Birth: _______________________________________
Address: __________________________________________
E Mail Address_____________________________________________
Home Phone:____________________ Work Phone:______________________ Mobile Phone: _______________________________
Insurance Carrier:________________________ Subscriber ID:__________________ Group #: _______________________________
Has there been a change in your health since we last saw you? 




Yes  ( 
    No  (
If yes, please explain: __________________________________________________________________________________________
___________________________________________________________________________________________________________
Have you been hospitalized since treatment started?






Yes  ( 
    No  (
If yes, please explain: _________________________________________________________________________________________
___________________________________________________________________________________________________________
Are you taking any medication at this time?







Yes  (     No  (
If yes, what? _________________________________________________________________________________________________
Do you have any allergies or adverse reactions to any medications?




Yes  (
    No  (
If yes, what?  ________________________________________________________________________________________________
Have you been told not to take medications?







Yes  (
    No  (
If yes, please explain: __________________________________________________________________________________________
Do you or have you had any allergic reaction to any food product, jewelry, or metals of any kind?
Yes  (    No  ( 
If yes, please explain: __________________________________________________________________________________________
Patient’s Signature: _______________________________________________________________
Date: _______________________
Doctor’s Signature: ____________________________________________________________________________________________
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