
E-mail: _______________________________________________________________________

Please add me to your mailing list for Events and Spa Specials.    o Yes       o No

E-mail: _______________________________________________________________________



E-mail _______________________________________________________________________



Name __________________________________   Date______________ 
 

NEW PATIENT INFORMATION 
 

Age:  ________  Are you RIGHT or LEFT handed?  (circle one)   R     L 
 
REASON FOR TODAY’S VISIT:  _______________________________________________ 
 
DATE OF INJURY:  ____________  HEIGHT:  _______     WEIGHT:  ________ 
 
PRIOR TREATMENT OR STUDIES FOR THIS PROBLEM:  _______________________ 
 
______________________________________________________________________________ 
 
 
REFERRED BY: _______________ PRIMARY DOCTOR: _______________ 
 
PAST MEDICAL HISTORY 
 
Melanoma ___Yes   ___No Cancer  ___Yes   ___No Kidney Disease  ___Yes   ___No 
Heart Disease ___Yes   ___No Asthma  ___Yes   ___No Thyroid Disease  ___Yes   ___No 
Stroke  ___Yes   ___No AIDS or HIV ___Yes   ___No  Bleeding Tendency ___Yes   ___No 
Anemia  ___Yes   ___No Hepatitis ___Yes   ___No High Blood Pressure ___Yes   ___No 
Tuberculosis ___Yes   ___No Gout  ___Yes   ___No   Mitral Valve Prolapse ___Yes   ___No 
Diabetes ___Yes   ___No High Cholesterol___Yes   ___No  Bad Scarring/Keloids ___Yes   ___No 
Lung Problems ___Yes   ___No  Stomach Ulcer ___Yes   ___No 
 
Do you have SLEEP APNEA?   ___Yes   __No 
 
Have you had BLOOD CLOTS (DVT, pulmonary embolism)?  ___Yes   __No 
 
Other conditions/problems:   ______________________________________________ 
_______________________________________________________________________ 
 
PRIOR OPERATIONS 
 
Tonsillectomy ___Yes   ___No Gastrointestinal ___Yes   ___No Hand or arm ___Yes   ___No  
Appendectomy ___Yes   ___No Hysterectomy ___Yes   ___No  Heart  ___Yes   ___No 
Kidney/Bladder ___Yes   ___No Hernia repair ___Yes   ___No 
 
Other operations:   ___________________________________________________ 
 
 
 
 

FAMILY HISTORY 
 
Breast cancer ___Yes   ___No High Blood Pressure___Yes   ___No  Depression ___Yes   ___No 
Heart Disease ___Yes   ___No Diabetes ___Yes   ___No   Bleeding Problem___Yes   ___No 
Arthritis ___Yes   ___No Kidney Disease ___Yes   ___No 
 



Reviewed:    ____________________________________ 
                      Sign/Date 
Dr. Watumull  Dr. Byrne  Dr. Lemmon 

 

 
Do you smoke?      ___Yes   ___No How much?  ___________      How many years?   ________ 
 
If you quit smoking, when did you quit?   _____________________ 
 
Do you drink alcohol?      ___Yes   ___No       If yes,   ___rarely   ___socially   ___daily    ___heavily 
 
Do you take any non-prescription or illicit drugs? ___Yes   ___No 
 
Do you have any of the following problems? 
 
Weight change ___Yes   ___No Swollen feet ___Yes   ___No Seizures  ___Yes   ___No  
Dry eyes ___Yes   ___No Skin rash ___Yes   ___No Joint/Muscle Pain___Yes   ___No 
Chronic cough ___Yes   ___No Chronic Diarrhea___Yes   ___No Swollen Lymph Nodes___Yes   ___No  
Chest pain ___Yes   ___No Jaundice ___Yes   ___No  Easy Bleeding ___Yes   ___No 
Rapid heart beat___Yes   ___No Depression ___Yes   ___No Easy Bruising ___Yes   ___No  
Shortness of breath___Yes   ___No 
 
DO YOU HAVE ANY MEDICATION ALLERGIES?    ___Yes   ___No 
(Hives, welts, severe itching, facial/oral/airway swelling) 
 
If yes, please list:________________________________________________________ 
 
_______________________________________________________________________ 
 
 
DO ANY MEDICATIONS CAUSE ADVERSE SIDE EFFECTS FOR YOU?       ___Yes   ___No 
(Nausea, vomiting, dizziness, stomach discomfort, confusion) 
 
If yes, please list:________________________________________________________ 
 
_______________________________________________________________________ 
 
 
LIST ALL CURRENT MEDICATIONS (INCLUDING OVER-THE-COUNTER/HERBAL) 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
ARE YOU CURRENTLY WORKING?    ___Yes   ___No JOB TITLE:  ___________________ 
 
IF YES, IN WHAT CAPACITY?  ___Full duty   ___Light duty 
 
DO YOU HAVE ANY CURRENT WORK RESTRICTIONS?    ___Yes   ___No 
  

If yes, please explain:   _________________________________________________________ 



Date: _______________________

TO WHOM IT MAY CONCERN:

I authorize the release of all my medical records with your office to

 Dr. Denton Watumull  Dr. Joshua Lemmon

 Dr. Bruce Byrne

A photocopy of this will be considered as valid as the original.

__________________________________________
Patient Signature (or guardian)
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