
NEW PATIENT INFORMATION SHEET 
 
Name:_________________________________________________Date:____________ 
 
Home: (           ) ________-______________Alt: (           )________-________________ 
 
Fax: (            )________-__________  Email address: ___________________________ 
 
SS #__________________________ Gender  M/F    DOB:______________Age:_____ 
 
Address:________________________________________________________________ 
 
City:_______________________________  State:_________  Zip:_________________ 
 
Employer:________________________  Occupation:___________________________ 
 
Marital Status: S/M/W/D  Spouse: ____________________ Occupation:___________ 
   
Who may we thank for referring you to our office:____________________________ 
 
Major Complaint:________________________________________________________ 
 
Have you had same or similar symptoms?  If so, when?  ________________________ 
 
How were you injured?                NOT AN INJURY  /  AUTO  /  JOB  /  SLIP & FALL 
 
Date of Occurrence:____________     Was accident reported?  __________________ 
 
Have you seen anyone else for this condition?_________________________________ 
 
Doctors Name:____________________________Phone:_________________________ 
 
Today’s Date:____________ Appt Date:_________________  Time:______________ 
 
Insurance Information 
 
Name of Insured:  _______________________________  Relationship:  ___________ 
 
Insurance Company Name:_______________________  Phone:__________________ 
 
Policy Number:____________________   Group Number:_______________________ 
 
Even though my insurance company may cover some of the cost, I understand that I 
am financially responsible for all services rendered by Health Matters. 
 
Patient’s Signature       Date 
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