
NAME: _____________________________________________________________  DATE: _________________________

CURRENT ADDRESS: ________________________________________________________________________________

CITY: _________________________________________  STATE: _________  ZIP:________________________________

PHONE: (H ) _______________ (W ) _______________   SOCIAL SECURITY #:  ________________________________

E-MAIL ADDRESS: __________________________________________________________________________________

DATE OF BIRTH: _______________________________ STATUS: S M D   SPOUSE: _____________________________

EMPLOYER: ________________________________________________________________________________________

INSURANCE COMPANY:________________________ POLICY HOLDER:  ____________________________________

IS THIS CONDITION DUE TO A WORK-RELATED INJURY?     YES   NO     AN AUTO ACCIDENT?     YES   NO

NAME OF PRIMARY CARE PHYSICIAN: _______________________________________________________________

PHYSICIAN’S ADDRESS: _____________________________________________________________________________

In order for us to best serve you, we must have all available information regarding your present health.

1. My present symptoms are: _______________________________________________________________________

2. Symptoms first appeared on: ____________  Ever had similar condition? __________________________

3. Recent falls (please describe):

___________________________________________________________________________________

4. Recent surgery (please describe):

___________________________________________________________________________________

5. Recent accidents (please describe):

___________________________________________________________________________________ 

6. Recent illness:  ____________________________________________________________________

7. Last Physical Exam: ________________________________________________________________

8. Since I last saw you, I have been seen by Dr. _____________________ for: ____________________

9. Your comments: ___________________________________________________________________

Doctor's comments:
O:

P:

Q

R:

S:

T:

Medications:

Regional Exam:

__________________________________________

__________________________________________

__________________________________________

__________________________________________

x

PATIENT UPDATE

Patient Signature

LESLIE W. LANGE, D.C.
MICHAEL F. MAIORANO, D.C., C.C.S.P.

KAREN A. SANTINI-FEGER, D.C.
KENNY H. TSANG,  D.C

30 Allens Creek Rd. 
Rochester, NY 14618
TEL (585) 442-3220     FAX (585) 442-1017  
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