File #________________
Confidential Information
(Please print clearly)

Name:    ___________________         ____________________           Date: __________

              First                                                 Last   

Address: _________________________        __________________           ___________
                  Street                                                            City                                                  State/Zip

Phone: (        ) _______________________          
Email ______________________________________
Date of Birth: ____/____/____       [   ] Male   [  ] Female    Weight: _____ Height: _____

                          Month   Day       Year
[   ] Married   [   ] Single   [   ] Divorced   [   ] Separated   [   ] Widowed  

# of Children ____
Employer: ______________________      Occupation: ____________________

Hobbies:  ________________________________________________________
Emergency contact: Name: __________________    ______________________

                                                   First                                        Last
Relationship: ____________________     Phone: (     ) ____________________
All medical information is kept strictly confidential and is not shared with any other persons. In order for copies to be obtained by other health practitioners and/or institutions written permission must be given.    
