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Patient Case History 
 

Name:  _______________________________________________________________ 
 
Mailing address:  _______________________________________________________ 
                                  Number and street             City                           State      Zip Code 
 
Email address:  _________________________________________________________ 
 
Telephone number to use for reminder calls:  _________________________________ 
 
Alternate telephone number:  ______________________________________________ 
 
Emergency contact:  _____________________________     _____________________ 
                                                      Name                                       Telephone Number       
 
Date of birth:  ___________________  ________  _________     Age:  _____________ 
                                 Month                         Day         Year 
 
Gender:         M          F                                      Marital Status:     M       S        W         D 
 
Your occupation:  _______________________________________________________ 
 
Whom may we thank for referring you to this office?  ____________________________ 
 
What is your major complaint?  ____________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Date the major complaint began?  _______________  __________  ___________ 
                                                                Month                    Day                Year 
 
Is this condition becoming progressively worse?  _______________________________ 
 
List any other complaints:  ________________________________________________ 
 
______________________________________________________________________ 
 
List surgical operations with dates:  _________________________________________ 
 
______________________________________________________________________ 
 
Initials:  ____________________________      Date:  ___________________________ 
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Have you seen other doctors for this condition?  ___________     Diagnosis?  _______ 
 
Doctors’ name(s):  ______________________________________________________ 
 
Indicate tests performed:  _________  __________  __________  _________________ 
                                              X rays        urinalysis        blood                   other 
 
Treatment:  ____________________________________________________________ 
 
Medication:  ___________________________________________________________ 
 
Physiotherapy:  _________________________________________________________ 
 
Results:  ______________________________________________________________ 
 
Length of time under care:  ________________________________________________ 
 
Is there anything else you would like Doctor Sones to know to help facilitate your 
healing process? 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
Please read the following statements, then sign and date this document: 
 
 I have read and completed the information on pages 1 and 2 of this document.  
The answers are true and correct. 
 
 I understand and agree that I am financially responsible for all services rendered 
to me.  Payment will be collected at time of service.   
 
 
Patient signature:   ______________________________________________________ 
 
Date:  ________________________________________________________________ 
 
 
 
 
 
Doctor’s initials and date:  ________________________________________________ 


