The Spa & Wellness Center at South Shore

Texas Spine & Sports Rehab

103 Davis Rd Ste A

3343 Gulf Freeway
League City, TX  77573

Dickinson, TX  77539

281.554.5550

832.647.0761


Welcome to Our Office
Date:_____________________

Name:________________________________________________
Preferred Name:______________________

Address:___________________________________________________________________________________
City/ST/Zip_________________________________________________________________________________
Home #: (            ) ___________________________    Cell #:  (            )      _______________________________
Is it okay to contact you at work?  (circle)     No      Yes              Work #: (         )____________________________
Email Address:______________________________________________________________________________   
SS#:_________ - ________ - ________ 
  DOB:______/______/________
Age:____________________

Occupation:________________________________Employer:_______________________________________
Marital status:  (check)    _____Single   _____  Married   _____ Separated    _____ Divorced  _____ Widowed

Spouse’s name: _________________________________ 
Phone #:  (           )  __________________________

Children’s names and ages:____________________________________________________________________

__________________________________________________________________________________________

Emergency contact:__________________________________________________________________________

Relationship:_________________________________  Phone #:______________________________________

Favorite hobbies/interests:____________________________________________________________________
What Brings You Here?
How did you find out about our office?__________________________________________________________________
Is this appointment related to:  _____Work _____Sports _____ Auto _____ Personal injury   Other__________________
When did the incident occur?__________________________________________________________________________

Attorney, if applicable:____________________________________________  Phone #:  (          )  ____________________
Are you receiving care from other health professionals?    (circle)    No       Yes

If yes, please name them and their specialty:______________________________________________________________

__________________________________________________________________________________________________

Please list any drugs or medications you are taking:________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________

Please list any vitamins/herbs/homeopathics/other you are taking. ___________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________

Are you pregnant?   _____Yes   _____No   

If yes, what month?____________________________________

Current Health

What are your most pressing concerns?__________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
For how long?______________________________________________________________________________________
Is it (check all that apply):  ____Getting worse  ____ Improving   ____ Intermittent   ____ Constant     ____Can’t say

Where is the problem?     Please use illustrations and lines below to explain.
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Do you have (check all that apply):   _____ Pain   ______  Numbness  ______ Tingling   ______ Aches 

Is your pain (check all that apply) :   _____ Sharp  ____  Dull  ____ Throbbing  ____ Constant  _____ Intermittent

Are your symptoms affected by (check all that apply):  ____ Sitting     ______Standing        ____ Walking                                                               ____ Bending  ______Lying down   ____ Weather

Please explain_______________________________________________________________________________________

__________________________________________________________________________________________________

Do you feel:  ____Cramps  ____Burning  ____Swelling  _____Stiffness  ______Other:_____________________
Do your symptoms interfere with (check):  _____ Work  _____  Sleep  ______ Day-to-Day activities  _____ Play 
Other:_________________________    Please explain______________________________________________________
__________________________________________________________________________________________________
On a scale of 1 – 10 (1 least, 10 most), please rate the severity of your symptoms:

1         2       3      4       5       6       7      8       9       10 
 Health History

Do you have, or have you had, any of the following (please circle all that apply):
	
	Pneumonia
	
	Mumps
	
	Influenza
	
	Rheumatic fever
	
	Smallpox



	             
	Pleurisy
	
	Polio
	
	Chickenpox
	
	Thyroid disease
	
	Diabetes



	               
	Epilepsy
	
	Cancer
	
	Depression
	
	Whooping cough


	
	Anemia



	
	Eczema
	
	Measles
	
	Arthritis
	
	Heart disease
	
	Rashes




If you have ever been diagnosed with another disease or condition, please describe______________________________
__________________________________________________________________________________________________

Do you use (check all that apply):  _____   Coffee    ______Tea     _______   Artificial sweeteners    _____ Sugar   

_____ Alcohol   ____Cigarettes   ______ Recreational drugs
Have you ever suffered from (please circle all that apply):
	
	Neck pain
	
	Stuffy nose
	
	Discolored urine

	
	Low back pain
	
	Allergies
	
	Gas/bloating after meals

	
	Headache
	
	Fainting
	
	Heartburn

	
	Migraines
	
	Weight loss
	
	Colitis

	
	Arm/back tingling
	
	Poor appetite
	
	Irritable bowel

	
	Shoulder pain
	
	Excessive appetite
	
	Black or bloody stools

	
	Hand pain/tingling
	
	Nervousness
	
	Constipation

	
	Leg pain/tingling
	
	Confusion
	
	Hemorrhoids

	
	Jaw pain
	
	Depression
	
	Liver problems

	
	Chest pain
	
	Dental problems
	
	Stroke

	
	Lung problems
	
	Excessive thirst
	
	Paralysis

	
	Heart problems
	
	Frequent nausea
	
	Tingling

	
	Abnormal blood pressure
	
	Vomiting
	
	Numbness

	
	Irregular heartbeat
	
	Prostate problems
	
	Fatigue

	
	Ankle swelling
	
	Breast pain/lump
	
	Dizziness

	
	Cold extremities
	
	Cramps
	
	Loss of sleep

	
	Blurred vision
	
	Painful urination
	
	Difficulty hearing

	
	Vision problems
	
	Bladder trouble
	
	Ear pain

	
	Difficulty breathing
	
	Excessive urination
	
	


If applicable, date of last menstrual period:______________________________________________________________

Past injuries can affect present health (please circle all that apply):

	
	Falls/accidents
	
	Head injuries
	
	Fights

	
	Sports injuries
	
	Broken bones
	
	Dislocations

	
	Spinal tap
	
	Surgery
	
	Traction

	
	Use(d) cane or walker
	
	Extensive dental work
	
	Dental appliances

	
	Knocked unconscious
	
	
	
	


If yes to any of the above, please describe________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________

Are there any other health concerns or anything else you would like us to know about you?   ____No   _____Yes

If yes, please tell us__________________________________________________________________________________

__________________________________________________________________________________________________

Notes_____________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

The above information is accurate to the best of my knowledge. I have fully disclosed my health history and conditions to the best of my knowledge.
_________________________________________________   

________________________________

Signature







Date

I, parent/guardian, give permission for minor’s care.

_________________________________________________

_________________________________

Signature







Date
Front:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Back:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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