PATIENT PERSONAL HISTORY Date:

Confidential Record: Information contained here will not be released unless you authorize us to do so.

Last Name First Middle Birth Date Age Birth Place
Address City State Zip Home Phone Business Phone
Occupation SS Number Cell Phone E-Mail Address

Sex Race Marital Status

Person to Notify in case of Emergency: Relationship:

Address: Phone:

Date of your last Physical Examination: Doctor:

FAMILY HISTORY

Father’s Age: Living: Deceased: Cause of Death/Age:

Mother’s Age Living: Deceased: Cause of Death/Age:

Do you or your direct family (blood relative) have/had any of the following? If so who? If deceased please provide age at death

Cancer: Heart Disease:
High Blood Pressure: Diabetes:

Stroke: Migraine:
Asthma: Anemia:

Kidney Disease: Thyroid Disease:
Mental Illness: Alcoholism:
Seizures: Hepatitis:
Diverticulitis: - Gout:

Hernia: Kidney stones:
Other Disease: Leukemia:

PERSONAL HABITS (Circle Y or N)

Smoke: Y/N per day for years Year quit:
Alcohol: Y/N How many per week?
Exercise: Y /N How many days per week?

***CONTINUE TO NEXT PAGE***



List All Medications (including supplements — name, dosage, and regiment):

Allergies (drug or food) or N/A

Surgeries/Major Medical Illnesses:

Review of Systems (circle if you currently have any of the following symptoms or diseases):

Neck Stiffness Heartburn
Shortness of breath Nausea

Breast pain / lump Chest pain
Nosebleed Rapid heart rate
Numbness Diarrhea
Weakness Cold intolerance
Cough Easily bruising
Headache Vomiting

Describe briefly your present medical symptoms:

Anxiety

Back pain

Loss of appetite
Joint swelling
Urinary problem
Hot intolerance
Rash
Depression

I, the patient signed below, certify that the above information is correct. I understand and agree that: 1. I am responsible to provide correct
information on this form, and that I may become financially responsible for services if insurance information provided is incorrect or incomplete;
2. 1 am responsible to pay all co-payments at the time of service; 3. TMG will file my insurance as required by contract, where applicable, and
that I am responsible for full payment to TMG for services provided when TMG is a non-participating provider; 5. TMG will hold me responsible
to pay costs of collection through outside collection agencies or other legal means, should that become necessary; 6. TMG will release pertinent

medical records to insurance companies for documentation of today’s service in order to process medical insurance claims.

Patient Name (Please Print):

Patient Signature:




