
MP Health PC

Regenerative Medicine  

Patient Information 

	 	 	 	 	 	 	 	 	 	 Date _________________________________________


Name ____________________________________________________________________________________________________________________

	 Last	 	 	 	 	 	 	 First	 	 	 	 	 	 MI


Date of Birth _________________________________________	  Sex ☐ Male ☐ Female	 Social Security # ______________________________


Email Address _____________________________________________________________________________________________________________


Mailing Address ___________________________________________________________________________________________________________

	 	 	 	 	 	 	 City	 	 	 State	 	 	 Zip


Phone Number (H) ________________________________ (W) ________________________________ (Other) ______________________________


Occupation ______________________________________________________________ # Hours per week currently working ________________


Spouses Name _______________________________________________________ Spouses Date of Birth ________________________________


Spouses Occupation ______________________________________________________ # Hours per week currently working ________________


Emergency Information 

Emergency Contact Name ________________________________________________ Relation __________________________________________


Emergency Contact Phone Number (H) ________________________________________ (W) ___________________________________________


Accident Information 

Is this visit due to an accident ☐ Yes ☐ No		 If yes, what type? ☐ Auto ☐ Work ☐ Other ______________________________________


Has it been reported? ☐ Yes ☐ No	 	 If yes, to whom? _____________________________________________________________


Consultation History 

Major Complaint ___________________________________________________________________________________________________________


Is there any other health problem that concerns you besides your _______________________________________________ (major complaint)


that you wish you could get rid of? (please explain) ____________________________________________________________________________


Regarding this problem: How long? ___________________________________________ How often? ___________________________________


What hobbies, interests or physical activities do you like to do outside of work? ___________________________________________________


Who’s more disappointed? Your family, friends or you about your inability to participate or enjoy these activities? _____________________


When your problems are at their worst do they prevent you from doing or enjoying these activities? Y ____ N ____


Is there anything else that you would do more of or enjoy more of if it wasn’t for these conditions?   Y ____ N ____


Please explain: ____________________________________________________________________________________________________________
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MP Health PC

Initial Intake 

Are you currently under drug and/or medical care? ☐ Yes ☐ No


Who is your primary care doctor? ____________________________________________________________________________________


Supplements (vitamins, herbs, minerals) ______________________________________________________________________________


Allergies __________________________________________________________________________________________________________


Women Only: Date of LMP ______________________________________ Any possibility of pregnancy? ☐ Yes ☐ No


Family History: Is there any family history of the following conditions? (indicate parents, grandparents, children or siblings)


☐ Heart disease ____________________________________	 	 ☐ Diabetes _______________________________________


☐ Cancer  _________________________________________	 	 ☐ Arthritis ________________________________________


☐ Other ___________________________________________________________________________________________________________


Social History: Intake of any of the following.


☐ Cigarettes _______ packs/day  ☐ Alcohol ______ drinks/week  ☐ Caffeine _____ cups/day 

Exercise frequency: ☐ Never ☐ Daily  ☐ Weekly ☐ Walks ☐ Runs  ☐ Swims 

Previous Tests: (check all that apply) 
__ Bone Scan   __ CT Scan   __ Discogram   __ EMG (nerve conduction)  
__ MRI    __ Myelogram   __ Thermography  __ X-Ray 

Past Medical History (check all that apply) 
__ Asthma   __ Diabetes   __ Hepatitis ABC  __ Paralysis 
__ Bleeding problems  __ Emphysema   __ Hiatal Hernia   __ Psychiatric disorder 
__ Bleeding ulcers  __ Epilepsy / seizures  __ High blood pressure  __ Stroke / CVA 
__ Blindness   __ Fibromyalgia   __ High cholesterol / Lipids __ Substance Abuse (drugs/alcohol) 

__ Bowel problems  __ Headaches   __ HIV / AIDS   __ Thyroid disorder 
__ Cancer   __ Heartburn   __ Kidney disorder  __ Ulcers (GI tract) 
__ Chronic Fatigue Syndrome __ Heartburn   __ Liver disorder  __ Valve problems 
__ Depression   __ Heart failure   __ Lung disorder   

Past Surgical History (check all that apply and include date) 
Appendectomy _______________      Gallbladder _______________      Hip _______________      Low Back _______________ 
Carotid _____________________      Heart ____________________ Hysterectomy _______    Neck ___________________ 
Cataract ____________________      Hernia ___________________      Knee ______________     Tonsils __________________ 
Other __________________________________________________________________________________________________ 

Current Medications ______________________________________________________________________________________ 
Medication Allergies _______________________________________________________________________________________ 
This form has been filled out to the best of my knowledge (signature) X ______________________________________________ 

Regenerative Medicine Orders

If the answer to any of the following questions is yes, the patient must see medical before being officially cleared to accept this 
treatment. 

Is the patient on any blood thinners? If yes, which one? ____________________________________________________


Is the patient currently diagnosed and/or being treated for any type of cancer? ________________________________


Does the area being examined have any hardware? _________________________________________________________



MP Health PC

Patient Questionnaire 

Please check any of the areas you would like evaluated:


☐  Back	 	 	 ☐ Foot __ R __ L	 	 ☐ Elbow __ R __ L	 	 ☐ Shoulder __ R __ L


☐ Hip __ R __ L		 	 ☐ Wrist __ R __ L	 	 ☐ Neck		 	 	 ☐ Ankle __ R __ L


☐Knee __ R __ L	 	 ☐ Hand __ R __ L	 	 ☐ Toe __ R __ L		 	 ☐ Finger __ R __ L


☐Other (please explain) _____________________________________________________________________________________________


Which of the above is the worst? _____________________________________________________________________________________


What caused your pain (e.g. work related, fall, car accident, spontaneous, etc.)? ___________________________________________


How often does it occur? ____________________________________________________________________________________________


What does it feel like (please describe)? _______________________________________________________________________________


What is your pain score on the BEST day? ____________ / 10	 What is your pain score on the WORST day? __________ / 10


What have you done that has helped the problem? _____________________________________________________________________


What activities would you like to do if this was not a problem? ___________________________________________________________


Circle your pain score TODAY:


No Pain		 	 	 	 	 	 Moderate Pain	 	 	 	 	 	         Worst Pain

|___________|___________|___________|___________|___________|___________|___________|___________|___________|___________|	

0	        1                   2                  3                   4                   5                  6                   7                  8                   9                10


What have you tried to help relieve/get rid of this problem and how much did it help? (circle appropriately)


Medications           Helped:     Little     Some     Much	 	 	 Exercise        Helped:     Little     Some     Much


Physical Therapy   Helped:     Little     Some     Much	 	 	 Nutrition        Helped:     Little     Some     Much


Chiropractic           Helped:     Little     Some     Much                  	 Stretching     Helped:     Little     Some       Much
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Does this cause you to suffer from: 

_____ Moodiness

_____ Being irritable

_____ Interrupted sleep

_____ Restricted daily activities

_____ Reduced decision making

_____ Poor attitude

_____ Decreased productivity

_____ Exhaustion at the end of the day

_____ Being unable to work long hours

 Does this affect your life: 

_____ Lose patience with spouse, friends or family

_____ Restricted household duties

_____ Hinders ability to exercise or participate in sports

_____ Interferes with ability to participate in hobbies

_____ Other desired activities

Please explain _________________________________________

______________________________________________________

http://MPHealth.net


Pleease check ALL options you have previously tried to assist in above symptoms:
______ Over the counter medications             _______ Consult wiht specialist
______ Prescriptions                      _______ Supplements
______ Dietary change                     _______ Alternative medication/treatment therapies
______ Exercise

Have you ever had any type of food sensitivity or vitamin/mineral testing done? ______ Yes ______ No

If yes, what? _________________________________________________________________________________________If yes, what? _________________________________________________________________________________________
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MP Health P.C.
Review of Systems

Y       N       Neurological
_________  _________  Migraines
_________  _________  Headaches
_________  _________  Slurring of speech
_________  _________  Ringing in ear

              Ear/Nose/Throat
__________________  _________  Altered taste/smell
_________  _________  Night blindness
_________  _________  Sore throat
_________  _________  Gingivitis
_________  _________  Nose bleeds

              Cardiovascular
_________  _________  Chest pain
__________________  _________  Palpitations-racing heart beat
_________  _________  Swelling in hands/feet
_________  _________  Anemia

              Respiratory
_________  _________  Recurrent respiratory infections
_________  _________  Asthma
_________  _________  Chest congestion
__________________  _________  Wheezing
_________  _________  Frequent sneezing

              GI
_________  _________  Stomach pains or cramping
_________  _________  Constipation
_________  _________  Reflux or heartburn
_________  _________  Bloating
__________________  _________  Gas
_________  _________  Nausea or vomiting

              Musculoskeletal
_________  _________  Joint pain
_________  _________  Arthritis
_________  _________  Chronic pain
_________  _________  Muscle aches

Y       N       Skin
_________  _________  Eczema
_________  _________  Dermatitis
_________  _________  Excessive sweating
_________  _________  Rashes
_________  _________  Brittle nails
__________________  _________  Hair loss
_________  _________  Easy brushing
_________  _________  Increased bleeding
_________  _________  Numbness/tingling

              Genitourinary
_________  _________  Uterine ibroids
_________  _________  Ovarian cysts
__________________  _________  Cancer (breast, ovarian,
              prostate, uterine)
_________  _________  Prostate problems

              Emotional/Mental
_________  _________  Depression
_________  _________  Anxiety
_________  _________  Mood swings
__________________  _________  Irritability
_________  _________  Memory loss
_________  _________  Confusion

              Energy
_________  _________  Fatigue
_________  _________  Hyperactivity
_________  _________  Restlessness
__________________  _________  Insomnia
_________  _________  Stress
_________  _________  Decreased Libido

              Weight
_________  _________  Decreased appetite
_________  _________  Weight gain
_________  _________  Inability to lose weight
__________________  _________  Food cravings
_________  _________  Binge eating
_________  _________  Water retention

_________  _________  Muscle aches

Name: ____________________________________________________________________________________



MP Health PC 

Initial Intake 

Are you currently under drug and/or medical care? □ Yes □ No 

Who is your primary care doctor?----------------------------------

Supplements (vitamins, herbs, minerals) ______________________________ _ 

Allergies __________________________________________ _ 

Women Only: Date of LMP _______________ Any possibility of pregnancy? □ Yes □ No 

Family History: Is there any family history of the following conditions? (indicate parents, grandparents, children or siblings) 

□ Heart disease ______________ _ □ Diabetes _______________ _

□ Cancer ________________ _ □ Arthritis _______________ _

□ Other __________________________________________ _

Social History: Intake of any of the following. 

□ Cigarettes ___ packs/day □ Alcohol ___ drinks/week □ Caffeine __ cups/day

Exercise frequency: □ Never □ Daily

Previous Tests: (check all that apply) 
Bone Scan CT Scan 
MRI _ Myelogram 

Past Medical History (check all that apply) 
Asthma Diabetes 

_ Bleeding problems _ Emphysema 
_ Bleeding ulcers _ Epilepsy / seizures 

Blindness _ Fibromyalgia 
_ Bowel problems Headaches 

Cancer Heartburn 
_ Chronic Fatigue Syndrome Heartburn 
_ Depression Heart failure 

□ Weekly □ Walks

_ Discogram 
_ Thermography 

_ Hepatitis ABC 
Hiatal Hernia 

_ High blood pressure 

□ Runs

_ High cholesterol / Lipids 
HIV /AIDS 

_ Kidney disorder 
Liver disorder 

_ Lung disorder 

Past Surgical History (check all that apply and include date) 
Appendectomy_______ Gallbladder ______ _ Hip ______ _ 
Carotid__________ Heart ________ _ Hysterectomy __ _ 
Cataract Hernia Knee 

--------- --------- ------

□ Swims

_ EMG (neNe conduction) 
_X-Ray 

_Paralysis 
_ Psychiatric disorder 

Stroke / CVA 
- Substance Abuse (drugs/alcohol) 

_ Thyroid disorder
_ Ulcers (GI tract)
_ Valve problems

Low Back 
-------

Neck _______ _ 
Tonsils --------

Other _________________________________________ _ 

Current Medications-------------------------------------

Medication Allergies---------------------------------------

This form has been filled out to the best of my knowledge (signature) X ____________________ _ 

Regenerative Medicine Orders 

If the answer to any of the following questions is yes, the patient must see medical before being officially cleared to accept this 

treatment. 

Is the patient on any blood thinners? If yes, which one? ____________________ _ 

Is the patient currently diagnosed and/or being treated for any type of cancer? ____________ _ 

Does the area being examined have any hardware? ______________________ _ 
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