
 
Patient Information 

 

Basic Info:  

 

Last Name: 

First Name: 

Middle Name: 

Date of Birth: 

Driver’s License # (Note: Used for identification / to prevent ID fraud):  

Home Address (Street, City, State, Zipcode): 

 

 

 

 

Mobile Phone Number: 

Landline/Home Phone Number (if applicable): 

Email Address: 

Were you referred to us? Select one:                           Yes                                   No 

If Referred to us, please enter NAME:   

If Referred to us, please enter Address OR Phone Number: 

Emergency Contact Name: 

Emergency Contact Address: 

Emergency Contact Phone Number: 

Who can we share your information with?  

 

Past surgeries:  

 

 

 

 

 

 

 

 

 

 

 



 

Allergies: 

 

 

 

 

 

Documented conditions/illnesses: 

 

 

 

 

 

Family history: 

 

 

 

 

Previous treatments you’ve tried before:  

 

 

 

 

 

Current prescriptions / supplements: 

Preferred pharmacy (name, address, phone number): 

 

What brings you in to see Dr. Davis? Any specific health concern(s) or questions? 

 

 

 

 

 

 

 

 

 

 

I acknowledge that signing with this electronic signature and clicking on all initials/signature boxes or 

prompts is representative of a handwritten signature, and are as legally binding as to all extents permitted 

by law. 

 

Patient Signature: __________________________________________ Date: _________________ 


