
DRS. BRANSTETTER & SPARKS 

Patient Information 

Name________________________________________  Date_________________________ 

Address______________________________________  Birthday______________________ 

 ______________________________________  Social Security #________________ 

Phone # @ Home______________________________  @ Work______________________ 

Cell Phone #__________________________________  Email________________________ 

Do you prefer to receive calls at home_________at work___________or cell_______? 

Whom my we thank for referring you to us?___________________________________________ 

Family Doctor___________________________________________________________________ 

Person to contact in case of emergency________________________________________________ 

 Relationship to patient_____________________________________________________ 

 Phone number___________________________________________ 

 

Responsible Party 

Name of person responsible for this account_____________________________________________ 

Relationship to patient__________________________________Phone #______________________ 

Address___________________________________________________________________________ 

Name of employer______________________________________Work Phone #__________________ 

Date of birth of responsible party________________________________ 

 

Insurance Information 

Insured’s name___________________________________Date of birth_________________________ 

Social Security #_______________________________ Name of employer________________________ 

Secondary Insurance Information 

Insured’s name_________________________________Date of birth___________________________ 

Social Security #______________________________Name of employer_________________________ 



 

 

 

Name:___________________________________ Date:_______________________________ 

Please complete both pages of this form. 

Circle yes or no.  If you circle yes, please explain and/or give specific dates. 

Constitution 

 Recent weight gain or loss  yes / no  _______________________________ 

 Other     yes / no  _______________________________ 

Eyes 

 History of eye injury, disease  yes / no  _______________________________ 

 History of eye surgery   yes / no  _______________________________ 

 Other     yes / no  _______________________________ 

Ear/Nose/Throat 

 History of disease or injury to: 

  Ear    yes / no  _______________________________ 

  Nose    yes / no  _______________________________ 

  Throat    yes / no  _______________________________ 

  Other    yes / no  _______________________________ 

Cardiology 

 Heart disease    yes / no  ________________________________ 

 Heart attack    yes / no  ________________________________ 

 Coronary Artery Disease  yes / no  ________________________________ 

 Heart Surgery    yes / no  ________________________________ 

 Chest pain    yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Respiratory 

 Asthma     yes / no  ________________________________ 

 Chronic Bronchitis   yes/no  ________________________________ 

 Emphysema    yes / no  ________________________________ 

 COPD     yes / no  ________________________________ 

 Shortness of Breath   yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Gastro-Intestinal 

 Gastric/Intestinal Ulcers   yes / no  ________________________________ 

 GERD     yes / no  ________________________________ 

 Chrone’s Disease   yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Genital / Urinary 

 Kidney disorder / disease  yes / no  ________________________________ 

 Urinary tract disorder / disease  yes / no  ________________________________ 

 Genital disorder / disease  yes / no  ________________________________ 

 STD’s     yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

 

 



 

Integumentary 

 Skin disorder    yes / no  ________________________________ 

 Any irregular moles   yes / no  ________________________________ 

Other     yes / no  ________________________________ 

Neurology      

 Brain disorder/disease   yes / no  ________________________________ 

 Spinal column disorder/disease  yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Psychiatric 

 Clinical depression   yes / no  ________________________________ 

 Anxiety disorder   yes / no  ________________________________ 

 Bipolar disorder    yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Endocrine 

 Diabetes    yes / no  ________________________________ 

 Hypothyroidism    yes / no  ________________________________ 

 Hyperthyroidism   yes / no  ________________________________ 

 Gout     yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

Hemolytic / Lymphatic Systems 

 Blood disorder / disease   

  (including HIV/AIDS)  yes / no  ________________________________ 

 Lymphatic disorder / disease  yes / no  ________________________________ 

 Other     yes / no  ________________________________ 

 

 

 

Any history of tobacco, alcohol, or illegal drug use? Yes / no________________________________ 

 

 

Other medical conditions not listed above: __________________________________________________ 

_____________________________________________________________________________________ 

 

 

Current medications: ___________________________________________________________________ 

 

 

Allergies to medications: ________________________________________________________________ 

 

 

         

  

 

 

 


