DATE of VISIT___________			   CHRONIC ILLNESS		 PETER M. FILE, D.O.
                                                              NEW PATIENT INFORMATION FORM            3293 Fruitville Road Ste 103-104                         
                                                                                                                                                  Sarasota FL 34237
                                                                                                                                                                
Name____________________________________  Date of Birth____________________  Age_____________________

Address__________________________________  City__________________________  State_______  Zip___________

Phone Home____________________ Cell________________________Email___________________________________  
                                 
EMERGENCY CONTACT;
Name_________________________________  Phone_________________________  Relationship_________________

Referred by_____________________________  Primary Practitioner_________________________________________ 

DR. FILE DOES NOT PARTICIPATE IN ANY INSURANCE PLANS
PLEASE NOTE:   IF COVERED BY ANY MEDICARE PLANS-YOU WILL NEED TO SIGN A WAIVER TO AUTHORIZE CARE

PATIENT ATTESTATION:
I AUTHORIZE DR.FILE TO ADMINISTER SUCH TREATMENT AS NECESSARY FOR THE REASONS LISTED BELOW: YES___NO___
I AUTHORIZE DR. FILE TO PROVIDE MY INFORMATION TO FLIMC IF I CHOOSE TO USE THEIR SERVICES    YES___NO___

PATIENT SIGNATURE____________________________________________________DATE_______________________

PRIMARY REASONS FOR VISIT______________________________________________________________________

SYMPTOMS				Date Started		Frequency		       Intensity (1-10)

1.______________________________   __________________   ______________________  ____________________

2.______________________________   __________________   ______________________  ____________________  

3.______________________________   __________________   ______________________  ____________________

4.______________________________   __________________   ______________________  ____________________  

5.______________________________   __________________   ______________________  ____________________

6.______________________________   __________________   ______________________  ____________________  

7.______________________________   __________________   ______________________  ____________________

8.______________________________   __________________   ______________________  ____________________  


PRACTITIONERS SEEN  (Dr.’s, Chiropractors, ND’s, PT’s, Lyme specialist, Acupuncturists, etc)
NAME & TITLE			WHEN			WHAT YOU WERE TOLD
1.________________________  ___________________  __________________________________________________
2.________________________  ___________________  __________________________________________________
3.________________________  ___________________  __________________________________________________
4._________________________  __________________  __________________________________________________
5._________________________  __________________  __________________________________________________
6._________________________  __________________  __________________________________________________

Patient Name_____________________________________  Date of Birth___________________                              p.2 of 5
TESTING AND RESULTS (Western Blot, CD57, hormonal, genetic, metabolic, etc)
1.______________________________________________________________________________________________________
2.______________________________________________________________________________________________________
3.______________________________________________________________________________________________________
4.______________________________________________________________________________________________________
5.______________________________________________________________________________________________________
TREATMENT
PAST
1.______________________________________________________________________________________________________
2.______________________________________________________________________________________________________
3.______________________________________________________________________________________________________
4.______________________________________________________________________________________________________
5.______________________________________________________________________________________________________
PRESENT
1.______________________________________________________________________________________________________
2.______________________________________________________________________________________________________
3.______________________________________________________________________________________________________
4.______________________________________________________________________________________________________
5.______________________________________________________________________________________________________
ANY OTHER HISTORY OR INFORMATION YOU WOULD LIKE TO PROVIDE:  












Patient Name:_______________________________________  Date of Birth: ________________     p. 3 of 5                  
PLEASE IDENTIFY CURRENT AND PAST SYMTOMS             (CIRCLE    C = CURRENT    P = PAST)
CONSTITUTIONAL                                         GASTROINTESTINAL                                       MUSCULOSKELETAL                  
Appetite Problems                         C  P        Bowel Problems                            C  P	   Arthritis/Joint Pain                      C  P   
Fatigue				 C  P	Heartburn/Indigestion		C  P	   Low Back Problems		 C  P
Poor Sleep			 C  P	Nausea/Vomiting		C  P	   Mid/Upper Back Problems	 C  P
Heat/Cold Intolerance		 C  P	Stomach Problems		C  P	   Neck Problems		 C  P
Weight Issues			 C  P	Liver/Gallbladder		C  P 	   Upper Extremity/Shoulder	 C  P
Height_________ Weight ________	Hemorrhoids			C  P	   Lower Extremity/Hip		 C  P
               			      	Swallowing Difficulties		C  P 	   Headache/Face Pain		 C  P
        										   Fibromyalgia			 C  P
CARDIOVASCULAR                   		URINARY/REPRODUCTIVE		   Tender Points			 C  P       
Heart Disease			 C  P	Blood in Urine			C  P	   Fractures			 C  P
Hypertension			 C  P 	Kidney Stones			C  P	   Disc Bulge/Herniation		 C  P
Chest Pain			 C  P	Kidney/Bladder infections	C  P	   Muscle Cramps/Spasm	 C  P
Murmurs/Irregularities		 C  P	Kidney Bladder/Inflammation	C  P	   Stiffness			 C  P
Blood Clots			 C  P	Urine Flow Problems		C  P	                                                                
Stroke				 C  P	Menstrual Difficulties		C  P	   NEUROLOGICAL                                 
Ankle Swelling			 C  P	Menopause Issues		C  P	   Head Injury/Concussion	 C  P
Anemia				 C  P	Ovary/Uterine Problems	C  P	   Brain Fog			 C  P
Varicose Veins			 C  P	PMS/Pelvic Pain			C  P	   Fainting			 C  P
                                                                	Pregnancy Difficulties   		C  P	   Memory Loss			 C  P
HORMONAL                             		Pregnant Now  Yes ___ No ___		   Migraine			 C  P
Blood Sugar Problems		 C  P	Prostate Problems		C  P	   MS				 C  P
Adrenal Problems		 C  P	Sexual Dysfunction		C  P	   Muscle Weakness		 C  P
Estrogen/Testosterone Issues	 C  P	Breast Problems		C  P	   Numbness/Tingling		 C  P
Thyroid Problems		 C  P	Sexually Transmitted Diseases  	C  P	   Seizure			 C  P
                                                              						   Stroke			 C  P
EYES/EARS/NOSE/THROAT		PSYCHOLOGICAL			   Tremors			 C  P
Vision/Change			 C  P	Anxiety				C  P	                                                         	      
Eye Strain/Pain			 C  P	Depression			C  P	   SKIN					
Hearing Problems		 C  P  	Mood Swings			C  P	   Skin Problems			 C  P
Ringing in Ears			 C  P	Easily Stressed			C  P	   Scars				 C  P
Ear Aches			 C  P 	High Frustration 		C  P	   Itching			 C  P
Sinus/Nasal problems		 C  P	Psychological Trauma 		C  P	   Lumps			 C  P
Hay Fever/Allergies		 C  P	Mental Illness			C  P	   Sweating Issues		 C  P
Swollen Glands/Infection 	 C  P						   Hair Loss			 C  P
Sore Throat			 C  P	RESPIRATORY								 	 Difficulty Swallowing		 C  P	Breathing Problems		C  P	   				         
Teeth/Gum Problems		 C  P	Chronic Cough			C  P	                                                                     
					Shortness of Breath		C  P                                             		

OTHER SYMPTOMS:                                   	                                                                                                                              			

			                                                                                                                  	 

                 



Patient Name   ______________________________________ Date of Birth __________________            p. 4/5

SURGICAL HISTORY   (Surgery, Date, Outcome)

1. ____________________________________________________________________________________________

2.  ____________________________________________________________________________________________

3.  ____________________________________________________________________________________________

4.  ____________________________________________________________________________________________

RELEVANT FAMILY HISTORY  (F=Father, M=Mother, S=Sibling)

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

ALLERGIES AND SENSITIVITIES
MEDICATIONS								OTHER ALLERGIES                                                              

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

MEDICATIONS AND SUPPLEMENTS-CURRENT

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

SOCIAL HISTORY  (Whatever you feel comfortable providing)

Marital Status-Married ____ Partner ____ Divorced ____ Separated ____ Widowed ____ Single ____ Children ____  

Smoke Yes ____ No ____  Caffeine (3 plus/day) Yes ____ No ____ Alcohol (Frequency) ________________________

Occupation __________________________________ Full time ___ Part-time ___Retired ___ Enjoy? Yes ___ No ___

Major Stressors- _________________________________________________________________________________

Stress Level-  Low ____ Moderate ____ High ____ Intense ____



Patient Name ________________________________  Date of Birth ____________________ P. 5/5

SOCIAL HISTORY (CONTINUED)

Past Traumas/Significant Shocks:___________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Activity Level-  Sedentary ___ Moderate ___ High ___ Too High ___ What Types _____________________________

Physical Exercise Level-  Low ___ Moderate ___ High ___ Too High ___ What types ___________________________

Current Nutrition-    Poor ___ Fair ___ Good ___ Excellent ___

Please List Typical Foods for:

BREAKFAST: ____________________________________________________________________________________

LUNCH: _______________________________________________________________________________________

DINNER: _______________________________________________________________________________________

SNACKS _______________________________________________________________________________________

HYDRATION- 8 ounce Glasses of Water, (Type- Tap, Filtered, Spring, etc) consumed daily- 1-3 ___ 4-7 ___ 8+ ___

PLEASE USE THIS SPACE FOR ANY ADDITIONAL INFORMATION YOU WISH TO PROVIDE:
  





