COUISIANA CONFIDENTIAL PATIENT INFORMATION

HEALTH & INJURY CENTERS Date
NAME: ADDRESS:
CITY: STATE: ZIP: HOME PHONE:
CELL PHONE: SEX: ___ MARITAL STATUS:______ D.O.B.: AGE:
S.S. #: # OF CHILDREN: D.L. #:
EMPLOYER: OCCUPATION:
NAME OF SPOUSE: CELL PHONE:
NAME OF NEAREST RELATIVE: HOME PHONE:

(NOT LIVING WITH YOU)

TYPE OF ACCIDENT: A NONE 1 WORK RELATED [ AUTO ACCIDENT [ SLIPAND FALL [ OTHER

DATE OF ACCIDENT:

BRIEFLY DESCRIBE SYMPTOMS:

LIST OTHER DOCTORS SEEN FOR THIS CONDITION:

MEDICAL HISTORY
J AIDS 1 EPILEPSY (4 HEPATITIS
JHIV (A HEART TROUBLE (1 RHEUMATIC FEVER
4 ANEMIA (1 REPRODUCTIVE DISORDERS (d RHEUMATISM
J ASTHMA (4 HIGH BLOOD PRESSURE (4 SCARLET FEVER
4 CANCER (1 KIDNEY DISORDER (1 TUBERCULOSIS
4 CONVULSIONS (1 MULTIPLE SCLEROSIS (4 VENEREAL DISEASE
4 DIABETES (1 MUSCULAR DISTROPHY 4 GERMAN MEASELS
A DIGESTIVE DISORDER d POLIO

ARE YOU PREGNANT? A YES ANO IF SO, WHAT IS YOUR DUE DATE?

ARE YOU ALLERGIC TO ANY MEDICATIONS? A YES A NO IF SO, WHAT KINDS?

ARE YOU CURRENTLY TAKING ANY MEDICATIONS?

HAVE YOU BEEN TREATED BY A PHYSICIAN FOR ANY HEALTH CONDITION IN THE PAST YEAR? W YES A NO

DESCRIBE CONDITION:

DO YOU HAVE HEALTH INSURANCE? QYES W NO

NAME OF INS CO: PHONE:

NAME OF POLICY HOLDER: POLICY HOLDER’S S.S. #:
MEMBER #: GROUP #:

PATIENT SIGNATURE: DATE:






