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Patient Information Form
Please fill out this form completely and accurately to help us provide you with the best care. All information will be kept confidential in accordance with state and federal regulations.
Personal Information:
1. Full Name: ___________________________________________________________
2. Date of Birth: ____________________ Age: ____________ Sex: ____________
3. Address: ____________________________________________________________ City: __________________________ State: __________ Zip: _____________
4. Phone (Home): ___________________ Phone (Mobile): ____________________
5. Email Address: _______________________________________________________
Emergency Contact: Name: ______________________________________ Relationship: __________________________________ Phone: ________________________
Insurance Information:
1. Insurance Provider: ____________________________________________________
2. Policy Number: ______________________________
3. Group Number: _______________________________
Medical History: Please check any conditions that apply to you or that you have been diagnosed with: [ ] Arthritis [ ] Diabetes [ ] Heart Disease [ ] High Blood Pressure [ ] Cancer [ ] Autoimmune Disorder [ ] Neurological Disorder [ ] Blood Clotting Disorder [ ] Chronic Pain [ ] Other: _____________________________________________________________
Injury Information (if applicable):
1. Date of Injury: ___________________ Time of Injury: ___________________
2. Location of Injury: ____________________________________________________
3. Cause of Injury: ______________________________________________________
4. Description of Injury and Symptoms: ____________________________________


Treatment History:
1. Have you received any prior treatment for your current injury or condition? [ ] Yes [ ] No If yes, please provide details: __________________________________________

Medications: Please list all medications you are currently taking, including over-the-counter medications, supplements, and herbal remedies:



Allergies: Please indicate if you have any allergies to medications, foods, or other substances:



Consent and Acknowledgment: I, [Patient's Full Name], hereby confirm that the information provided on this form is true and accurate to the best of my knowledge. I understand that it is my responsibility to inform the medical staff of any changes in my medical condition or personal information.
I authorize the healthcare providers at the Injury and Regenerative Medicine Practice to examine and treat my injury or medical condition as deemed appropriate. I also consent to the use of any necessary diagnostic tests and procedures related to my care.
Patient Signature: ___________________________ Date: ____________________ Parent/Guardian Signature (if patient is a minor): __________________________
Thank you for taking the time to complete this form. Your cooperation will assist us in providing you with the highest quality care. If you have any questions or need further assistance, please don't hesitate to ask.
[Disclaimer: This patient form is a generic template and may need to be reviewed and modified by a legal professional to comply with specific state and federal regulations in Florida.]

