A Better U Healthcare                                                                                                                 Erica Olstein, D.O.M., A.P.


Patient Information

Name: 








Date:

Home Address: 
                                                                 
City: 

               State:                  Zip Code: 

Home Phone:


                 Work Phone: 


Cell Phone:

Email Address: 





     Occupation: 

Date of Birth: 

                 Age:
          Height:               Weight:
         Social Security#:

Sex:     Male       Female

                                                       Marital Status:  Single, Married, Life Partner, Divorced, Widowed


Contact In Case of Emergency:


Name:






Address:


Home Phone: 


Work Phone: 


Cell Phone: 


Do you have any reason to believe you may be pregnant?
Yes
No

If so, how far along are you?

Do you have any infectious diseases?
Yes
No

If yes, please identify the condition: 

List any food, drugs, or medications that you may be hypersensitive or allergic to (please include 

reaction):  

List any medications, vitamins, herbs, & supplements that you are currently taking:

List all hospitalizations & surgeries:

Patient’s Signature: ______________________________________

Date: __________________________________________________

