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Client Information and Medical History Form
 
Client Name: (First)					(Last)						   
Address: 												      
City: 							 State: 			 Zip: 			   
Phone: 				 
Birthdate: 						 Age: 		 Sex:  M     F
Education: ◻Elementary	◻ High School	   ◻2-yr College       ◻4-yr College           ◻Grad. School
How did you hear about us? / Who referred you? 		   		   		   

Employment Information:
Employer: 						 Occupation: 				
Employer Address: 											
City: 								 State: 			 Zip		
Work phone No: 									   	   	   

In Case of Emergency:
Name: 						 Relationship: 			 Phone: 	   	
Address: 								 	   	   	   	   

Past History: (Please check if you have had any of the following): 
◻ Allergies, Type: 				
◻ Frequent Cold sores		◻ Tonsillitis 			◻ Trouble sleeping
◻ Pneumonia 			◻ Diabetes			◻ Rheumatic conditions		
◻ Itching 			◻ Eczema 			◻ Hives 		
◻ Joint pains			◻ Muscle aches		◻ Arthritis 	
◻ Limitation of motion	◻ Backache 			◻ Leg pains		
◻ Heel Pains			◻ Pain or stiffness		◻ Goiter 		
◻Swelling, enlarged glands	◻ Asthma			◻ Lung disease	
◻Raise sputum 		◻ Emphysema Bronchitis 	◻ Cardiac conditions
◻ Hypertension 		◻ Shortness of breath 		◻ Palpitation 
◻ Chest pain			◻ Cyanosis	  		◻ Easy fatiguability
◻ Swelling of ankles		◻ Indigestion 			◻ Nausea or vomiting	
◻ Abdominal pain		◻ Gas or bloating 		◻ Diarrhea 
◻ Constipation			◻ Colitis 			◻ Jaundice 	
◻ Hemorrhoids (piles)		◻ Kidney disease 		◻ Bladder disease	
◻Kidney stones 		◻ Painful urination 		◻ Pus or blood in urine	
◻ Dribbling of urine		◻ Varicose veins		◻ Nervousness or anxiety 	
◻ Headaches 			◻ Bored or depressed 		◻ Nervous breakdown 	
◻ Fainting 			◻ Convulsions 	/ Seizures	◻ Numbness		
◻ Loss of consciousness  	◻ Neuritis or Neuralgia	◻ Paralysis
◻ Memory loss 		◻Cancer, Type:		◻ Herpes
◻ HIV/AIDS			◻ Keloids/ Scarring		◻ Skin disease
◻ Thyroid conditions		◻ Blood clotting diosrders	◻ Any active infections
◻ Other Medical Conditions 																																				
					
Surgical History:	   										
	   	   	   	   	   	   	   	   	   	   	   	   	
													   

Current Medications:																								
													

Allergies:																																						

Annual Physical Examinations:
Are you currently under the care of a Physician:   ◻ Yes  	◻ No
Date of last physical examination									
Hospitalizations : Dates & Reasons																																			

Social History
◻ Smoking		 	◻ Alcohol			◻ Exercise 	
◻ Stressors: 																									
Family History:
◻ High blood pressure 	◻ Allergy 			◻ Heart trouble 	◻ Anemia 
◻ Migraine 			◻ Bleeding (abnormal) 	◻ Dropsy 		◻ Epilepsy 
◻ Strokes 			◻ Cancer 			◻ Diabetes 		◻ Obesity
◻ Kidney disease		◻ Syphilis			◻ Suicide 		◻Arthritis 
◻ Nervous breakdown		◻ Rheumatic conditions	
◻ Others _________________________																						
What brings you in today?
																																							


Any other comments that would be helpful?
																																							



Financial Policy:
Thank you for selecting EmPower Vitality for your health care needs. We are honored to be of service to you and your family. This is to inform you of our billing requirements and our financial policy. Please be advised that payment for all services will be due at the time services are rendered, unless prior arrangements have been made. 
I agree that should this account be referred to an agency or an attorney for collection, I will be responsible for all collection costs, attorney’s fees and court costs.
I have read and understand all of the above and have agreed to these statements.


							  						
Patient’s Signature						   Date


All Statements on this patient intake form are accurate and true to the best of my knowledge.   

[bookmark: _GoBack]I understand that treatments will be based on the information provided herein.  If I willingly withhold knowledge from my treating physician, I accept full liability from any consequences that might arise from such. I authorize EmPower Vitality, it’s staff and Providers to provide Functional / Aesthetic / Regenerative medical services to me


							  						
Patient’s Signature						   Date
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