
INTEGRATE EASTERN MEDICINE                                
Patient Information (All information is confidential) 

 

Full Name: _________________________________               Date: ____________________________  

Address: __________________________________________________________________________ 

City: ____________________________________State: _____________ Zip: ___________________ 

E-mail address: _____________________________________________________________________ 

Home phone: ___________________________    Work phone: ______________________________ 

Cell phone: _____________________________ 

Age: ______________  Date of Birth: ___________________  Place of birth: ____________________ 

Guardian (if under 18) ____________________________________________________ 

Gender: ____ Male  ____ Female              Height: _____________    Weight: _______________ 

 

Current & Past Occupations: ___________________________________________________________     

Daily Work activities: ________________________________________________________________ 

Current Employer address: ___________________________________________________________                          

City: _________________________________    State: _____________ Zip: ____________________ 

How did you hear about our office? ____________________________________________________ 

Other physicians/therapists seen for this condition: _______________________________________ 

Medications/Supplements (if any): ______________________________________________________ 

Do you have insurance? Yes/No 

If yes, who is your provider? __________________________________________________________ 

Emergency contact/Relation/ Contact #: _________________________________________________ 

 


