




Southern Oregon Sports and Spine 
Marc D. Heller, D.C., P.C., Matt Terreri, D.C. 

987 Siskiyou Blvd. Ashland, OR 97520 
(541)482-0625; Fax (541)482-3364 

 
PATIENT INFORMATION FORM 

 
TODAY’S DATE___________________________   
 
PATIENT NAME____________________________________________________________________PREFERRED NAME_________________________________ 
 
ADDRESS__________________________________________________________CITY___________________________________ST_________ZIP________________ 
 
MAILING ADDRESS (if different from above) 
 
STREET OR PO BOX__________________________________________________CITY______________________________ST_________ZIP__________________ 
 
HOME PHONE# _________________________________________________CELL PHONE#_________________________________________________________  
 
EMAIL ADDRESS __________________________________________________________________________________________________ 
 
BIRTH DATE _______________________________________________AGE___________   HEIGHT____________________WEIGHT____________________ 
 
SS #__________________________________________________________ 
 
 REFERRED BY  __________________________________________________________ 
 
EMPLOYER’S  NAME AND ADDRESS___________________________________________________________________________________________________ 
 
YOUR PRIMARY HEALTHCARE PROVIDER     ____________________________________________PHONE#______________________________ 
 
EMERGENCY CONTACT________________________________________________PHONE#____________________________________________________ 
 
INSURANCE _____________________________________ SUBSCRIBER’S NAME _________________________________________________________________ 
 
SUBSCRIBERS DATE OF BIRTH (IF NOT PATIENT) ____________________________________ 
 
SPOUSE’S NAME__________________________________________________________________WORK PHONE#_____________________________________ 
 
SPOUSE’S EMPLOYER___________________________________________________________ADDRESS_____________________________________________ 
 
SPOUSE’S BIRTHDATE_______________________________ 
 
 
WHO IS RESPONSIBLE FOR THIS BILL? _________________________________________________________________ 
 
I WILL BE PAYING TODAY BY CASH _______________ CHECK ______________ CREDIT CARD ________________ 
 
I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance of my account for any 
professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this 
information is true and correct to the best of my knowledge. I will notify you of any changes in my status or the above information. 
 
 
_________________________________________________________________________________________     ________________________ 
Signature                                                                                                               
Date____________________________________________________________________________   ____________________ 
Parent (if minor)                                                                               Date 



 
 
 
 
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

SOUTHERN OREGON SPORTS & SPINE MEDICAL HISTORY 
REVIEW OF SYSTEMS FORM 

DATE:____________________NAME:_________________________________DATE OF BIRTH______________ 
___MARRIED ___SINGLE ___DIVORCED ___WIDOWED; OCCUPATION:______________________________ 
NO. OF CHILDREN:___ TOBACCO USE: YES/NO HOW MUCH?____/DAY  HOW LONG? DATE QUIT______ 
ALCOHOL USE: YES/NO  HOW MUCH?_____/DAY  CAFFEINE (COFFEE, TEA, COLAS) PER DAY________ 

REVIEW OF SYSTEMS-PLEASE CIRCLE EACH ITEM OR “NONE” AS THEY RELATE TO YOUR HEALTH

CONSTITUTIONAL            NONE 
Fatigue                                     
Fever                                           
MUSCULOSKELETAL       NONE 
Osteoporosis                             
Arthritis                                  
Joint Pain                                  
Other: ______________________ 
NEUROLOGICAL               NONE 
Anxiety                                         
Headaches            
Dizziness/Vertigo               
Memory Loss                              
Numbness                                  
Seizures                                                
Other: ______________________ 
EYES                                      NONE 
Glasses/Contacts                         
Double Vision                            
Cataracts                                  
Other:_______________________      
EAR, NOSE, THROAT        NONE 
Difficulty Hearing                       
Ringing in Ears                          
Sinus Trouble                            
Other: _______________________ 
ALLERGIES/IMMUNE       NONE 
Hives/Eczema                          
Hay Fever                                
Other:_______________________ 
 

    ALCOHOLISM 
    ANEMIA 
    ASTHMA 
    CANCER/TUMOR 
    DIABETES 
    DEPRESSION 
    EPILEPSY/SEIZURES 
    GLAUCOMA 
    HEART DISEASE      

PAST OR PRESENT ILLNESSESS OF YOUR FAMILY: (CIRCLE ALL THAT APPLY) 

    HIGH BLOOD PRESSURE 
    KIDNEY DISEASE 
    LIVER DISEASE 
    HEPATITIS 
    HIGH CHOLESTEROL 
    HIV/IMMUNE DISEASE 
    LUNG DISEASE 
    MENTAL ILLNESS 
    OSTEOARTHRITIS 

    OSTEOPOROSIS 
    PHLEBITIS 
    RHEUMATIC ARTHRITIS 
    STROKE 
    THYROID DISEASE 
    TUBERCULOSIS / TB 
    ULCER IN GI TRACT 
     OTHER: _______________ 

PAST SURGICAL HISTORY: (PLEASE INCLUDE DATES AS BEST YOU CAN) 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

CARDIOVASCULAR             NONE    
Chest Pain                                 
Shortness of Breath                   
Stroke                                        
Murmur                                       
Palpitations                                
Heart Disease                             
High Cholesterol                        
High Blood Pressure                  
Fainting Spells                           
Dizziness                                   
Difficulty Laying Flat                
Swelling Ankles                         
Other: ________________________ 
RESPIRATORY                       NONE   
Asthma                                      
Cough                                         
Coughing Blood                         
Wheezing                                    
Chills                                           
Other: ________________________ 
ENDOCRINE                           NONE 
Diabetes                                       
Weight Loss/Gain                        
Loss of Hair                                
Heat/Cold Intolerance                 
Other: _________________________ 
MENTAL                                  NONE  
Depression                                   
Alcohol/Substance Abuse           
Other: _________________________ 

GASTROINTESTINAL          NONE    
Heartburn/Reflux                       
Nausea/Vomiting                       
Constipation                               
Diarrhea                                     
Black/Bloody Stools                 
Changes In BM                                 
Abdominal Pain                                       
Jaundice (yellowish skin)          
Other: _______________________ 
HEMATOLOGY/LYMPH      NONE 
Bruise Easy                                
Gums Bleed Easy                       
Enlarged Glands                         
Other: ________________________ 
SKIN                                          NONE 
Rash/Sores                                  
Itching/Burning                           
Dryness                                        
Other: _________________________ 
GENITOURINARY                 NONE 
Burning/Frequency                     
Blood In Urine                            
Incontinence                               
Other:__________________________ 
OTHER KNOWN CONDITIONS 
_______________________________
_______________________________
_______________________________
_______________________________
_______________________________ 




