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Jason Marvin PT 

Manual Physical Therapist 
 

New Patient Information & Medical History Form   
 
 
Patient Name: ________________________________________________________________ Date of Birth:  ________ 
                         (Last)                                             (First)                           (MI) 
 
If a minor, name of parent or legal guardian: ___________________________________________________________ 
 
Home Address: ____________________________________________________________________________________ 
                                                                 (Number & Street)                                
 
                           ____________________________________________________________________________________ 
                                                (City)                                         (State)                              (Zip Code) 
 
Mailing Address (if different): ________________________________________________________________________ 
                                                                                        (Number & Street)                                
 
                            ____________________________________________________________________________________ 
                                                (City)                                          (State)                              (Zip Code) 
 
Home Phone: ____________________________________ Work Phone: _____________________________________ 
 
Cell Phone: ______________________________________ E-mail Address: __________________________________ 
 
Employer: ________________________________________________________________________________________ 
                           (Employer Name)                                                (Employer Address) 
 
 
Spouse’s Name: ________________________________ Spouse’s Employer: __________________________________ 
 
Spouse’s Work Phone: __________________________ Spouse’s Cell Phone: _________________________________ 
 
 
Person to notify in case of emergency (must be someone NOT living in same household): 
 
Name: _____________________________________________ Relationship: __________________________________  
 
Home Phone: ___________________ Work Phone: ______________________ Cell Phone: _____________________ 
 
 
Referred by: ______________________________________________________________________________________  
  
What is the reason for your visit? ____________________________________________________________________ 
 
__________________________________________________________________________________________________ 
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(Confidential) 
 

Patient Name: _________________________________________________________________ Today’s Date: _________________ 
 
Age: ______ Date of Birth: ____________ Date of last physical examination: __________________________________________  
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(Confidential) 

 
Patient Name: _________________________________________________________________ Today’s Date: _________________ 
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(Confidential) 
 

Patient Name: _________________________________________________________________ Today’s Date: _________________ 
 
Do you have any surgical or traumatic scars? ___________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Please list any injuries such as sprains/strains to muscles and joints, falls or fractures: ________________________ 
 
__________________________________________________________________________________________________ 
 
Tell me about the extent of dental work you’ve had (i.e. orthodontia, cavities, TMJ correction, caps and root 
canals): ___________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Tell me about your diet: _____________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Do you have an exercise program?   _____   If yes, describe it for me: ______________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
What do you do for stress management? _______________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Is there anything else you would like me to know about your physical or emotional health? ___________________ 
 
__________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
Is there anything else you would like to tell me about your health? ________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
I certify that the above information is correct to the best of my knowledge.  I will not hold my Physical Therapist 
or any members of his/her staff responsible for any errors or omissions that I may have made in the completion of 
this form. 
 
Patient Signature: ________________________________________________________________ Date: ____________ 
 
Signature of legal guardian (If patient is a minor): _____________________________________ Date: ____________ 
 
Reviewed by: ____________________________________________________________________ Date: ____________  


