
SPORTS REHAB SPECIALISTS PATIENT REGISTRATION 
(Please Print) 

 
 

*** HOW DID YOU  HEAR ABOUT US? ……………………………………………………. 
 

TODAY’S DATE …………………………….. 
PATIENT NAME: LAST …………..………FIRST…….…………………MI………… 
STREET……………………………… CITY ……..………ST ……….ZIP………. 
HOME PHONE ……..……. CELL PHONE………….…EMAIL….….………………… 
EMPLOYER…………………………………………….WORK PHONE……….…… 
SOCIAL SECURITY NUMBER ……………………….      MALE                      FEMALE 

BIRTH DATE …………..  INJURED AREA……………………..…………………… 
REFERRING DOCTOR …………………….…………. PHONE…………………….. 
DATE OF INJURY …………… HOW INJURY OCCURRED…………..………………… 
SURGERY ?        YES           NO              IF YES DATE OF SURGERY……..……………….. 
 
SPOUSE, LEGAL GUARDIAN OR MOTHER & FATHER’S INFORMATION 
 
NAME ……………………..ADDRESS (CITY STATE ZIP)……………………………. 

HOME PHONE …………..…CELL PHONE ….…..……… WORK PHONE …….……… 
EMPLOYER …………………………………………………………………….. 
PERSON RESPONSIBLE FOR BILLS……………………RELATIONSHIP……………….. 
EMERGENCY CONTACT………………………………...PHONE….………….…… 
 
PATIENT’S MEDICAL HISTORY    (CHECK ALL THAT APPLY) 
 
Asthma    .     Bleeding Problems     .      Diabetes    .      Seizures    .       High Blood Pressure   .. 
Osteoporosis  .        Pregnant  .        HIV Positive  .          Hepatitis  .         Heart Trouble  .. 
Do you have or ever had CANCER? Yes          No          If Yes When………….Type….………… 
Do you have or ever had MENTAL ILLNESS?  Yes          No                 If Yes When…….…………. 
Do you have a PACEMAKER? Yes           No            Do you have a DEFIBRILATOR?  Yes         No  ..     
What medicines do you take regularly? ………………………………………………… 
……………………………………………………………………………… 

List surgeries and dates………………………………………………..…………… 
List recent hospitalizations……………………………………………..…………… 

List recent ER visits……………………………………………..………………… 
Recent Tests   X-Ray            MRI                CT Scan                 Other………………………..                
 
Family Doctor …………………………………….  Phone………..……………… 
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