
Thank You for choosing Goldson Spine Rehab Center! 
 

 
 

 
Please fill this form out completely and to the best of your ability. 

CONFIDENTIAL PATIENT INFORMATION      Date________________ 
Name________________________________________________ Home Phone_______________________ 
Address______________________________________ City______________________ State____ Zip__________ 
Cell Phone________________________ Email Address_______________________________________________ 
Age______ Date of Birth_________________     Sex: M/F    Marital Status: S M D    # of Children_______ 
Occupation_________________________________ Employer_________________________________________ 
Work Address__________________________________ City____________________ State____ Zip__________ 
Work Phone__________________________________ Ext.________________ 
Spouse’s Name__________________________________ Spouse’s Employer_____________________________ 
Emergency Contact_______________________________ Phone Number_________________________________ 
Have you had any prior injuries? Y/N if yes, please explain: 
 
Have you had any operations? Y/N if yes, please explain: 
 
Do you have any serious illness? Y/N if yes, please explain: 
__________________________________________________________________________ Are you pregnant? Y/N 
Other doctors seen for this condition: _______________________________________________________________ 
Are you taking any medications/drugs at this time? Y/N if yes, please list them: 
 
 Please check off all that apply:  

Habits        Exercise    
⁫ Smoking  Packs/Day: ____     ⁫ None 
⁫ Drinking  Cups/Day: ____     ⁫ Moderate    Type of exercise: 
⁫ Coffee      Cups/Day: ____     ⁫ Daily ___________________________ 

 
     Family History 
   Diabetes        Heart        Kidney        Cancer        Back    
Mother      ⁬  ⁬    ⁬           ⁬             ⁬ 
Father      ⁬  ⁬    ⁬             ⁬             ⁬ 
Brother, # of _____    ⁬  ⁬    ⁬            ⁬             ⁬ 
Sister, # of _____    ⁬   ⁬    ⁬                ⁬             ⁬ 

Which hand do you use? ( ) Right or ( ) Left     Change in urinary function? ( ) Yes or ( ) No 
Are you insured? ( ) Yes or ( ) No  Insurance Company: _______________________________________________ 
Policy # ___________________________________________ PAYMENT IS EXPECTED AT TIME OF VISIT! 
If this is auto accident related, please list the following information and fill out opposite side of this form: 
Claim #_____________________________ Adjuster________________________ Telephone________________ 
Patient’s Signature_______________________________________ Social Security #________________________ 
Guardian or Spouse’s Signature authorizing care (if applicable) _________________________________________ 
Information taken by (if applicable) _______________________________ Date_________________________ 

 
*Please shade in the Have you had any of the following diseases? (check all that apply) 
area where you are     ( ) Appendicitis   ( ) Anemia   ( ) Heart Disease   ( ) Pneumonia 
feeling discomfort.      ( ) Measles  ( ) Goiter  ( ) Rheunatic Fever   ( ) Mumps   ( ) Eczema 
                                    ( ) Influenza   ( ) Polio   ( ) Chicken Pox   ( ) Pleurisy 
                                    ( ) Tuberculosis   ( ) Diabetes   ( ) Alcoholism  ( ) Whooping Cough 
                                    ( ) Cancer   ( ) Venereal Disease   ( ) Arthritis   ( ) Lumbago 
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