
 

Patient Information 

Date: ________________ 

Thank you for choosing our office. In order to serve you properly, we need the following 
information. Please print and FILL OUT COMPLETELY. All information is confidential. 

Name: _________________________________________________________________________________________________    
                   First                                                  Middle                                                                        Last 
 
Birth Date: ________________   SS#: _______________________________   Sex: ☐ M ☐ F 

Address: _______________________________________________________   Apartment #: ___________ 

City: _______________________   State: ________________   Zip: ______________________ 

Primary Phone #: ____________________   Type: ☐ Home ☐ Cell ☐ Work 

Secondary Contact #: __________________   Type: ☐ Home ☐ Cell ☐ Work 

Email Address: __________________________________________________ 

Employer Name: ________________________________________________ 

Employer Address: ______________________________________________ 

Employer Ph#: ___________________________________________________ 

Check Appropriate: ☐ Minor   ☐ Single   ☐ Married   ☐ Divorced   ☐ Widowed   ☐ 
Separated 

Race: ___________________________     Ethnicity: ___________________________ 

Emergency Contact: _____________________   Relation: ____________________   Ph.: _______________ 

PCP/Treating Doctor: ____________________________________   Ph.: ______________________ 

Address: _________________________________________________________ 

Pharmacy: __________________________________   Pharmacy Number: ___________________________ 

How were you referred to our office? ________________________________________________________ 

 

 

 

 

NuThera        (725)-726-7914 
                                 admin@nuthera.us 

 
 

Las Vegas: 5765 S. Rainbow Blvd., Suite 111, Las Vegas, NV 89118
Aliante: 3880 W. Ann Rd., Suite 130, North Las Vegas, NV 89031



 

 

Comprehensive History & Physical 

Please take a few minutes to complete this worksheet. This information will help us in 
providing your care. 

Name: ____________________________    Date of Birth: ___________    Sex: ☐ F ☐ M     

Height: _______    Weight: _______ 

Is the reason for your visit the result of an accident or injury? ☐ Yes   ☐ No 

If yes, Date of injury _________________________   ☐ Work Injury   ☐ Motor Vehicle Accident    

☐ Occupational Disease   ☐ Other ____________________ 

Please describe how the injury occurred: 

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

If No, reason for visit: 

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

Please list: 
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Current Medications: ☐ N/A 

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 

________________________________ 

Previous Surgeries: ☐N/A 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

________________________________ 

Drug Allergies: ☐ N/A 

_______________________________________ 

_______________________________________ 

_______________________________________ 

_______________________________________ 

_______________________________________ 
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Have you ever had or been told you have (Check all that apply): ☐ N/A 

☐ Chest Pain or angina   

☐ Heart Disease 

☐ MI, Heart Attack 
,Blocked artery 

☐ Congestive heart 
failure  

☐ High Blood Pressure 

☐ Abnormal heart beat 

 ☐ Pacemaker 

☐ Angioplasty or heart 
Cath 

☐ Damaged heart valve 

☐ HIV 

 ☐ Asthma 

 ☐ Shortness of 
breath     

☐ Emphysema 

☐ TB   

☐Blood Disease 

☐ Glaucoma  
☐Epilepsy/Seizures  

☐ Fainting 
Spells/Dizziness 

☐ Stroke 

 ☐ Mediport    

☐ Diabetes      

☐ Thyroid Disease 

☐ Adrenal Gland 
Problem  

☐ Steroid Use      

☐ Heat 
attack/Failure     

 ☐ Herpes  

☐ Cancer__________      

☐ Arthritis  

☐ Hepatitis ________   

☐ Ulcers, heartburn 
reflux 

☐ Diverticulitis or 
Colitis 

☐ Hypoglycemia 

☐ Kidney Disease 

☐ Anemia 

☐ Dialysis 

 ☐ Blood thinners 

☐ STD __________ 

 ☐ Other __________   

          

Where is your pain/discomfort? 

__________________________________________________________________________________________ 

Duration of pain: 

__________________________________________________________________________________________ 

Frequency of pain: ☐ Constant ☐ Rare ☐ Seldom 

Quality of your pain: ☐ Aching ☐ Cramping ☐ Dull ☐ Hot/burning ☐ Numbing ☐ 
Pins/needles ☐ Pressure 

☐ Sharp ☐ Shooting ☐ Stabbing ☐ Throbbing ☐ Tingling 

Does your pain radiate? ☐ Y ☐ N   If so, where to: ________________________________________________ 
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Severity of pain (On a scale of 1–10, 10 being unbearable what number would you rate 
it): 

 

 

History of vertigo/dizziness: ☐ N ☐ Y                                       History of falls: ☐ N ☐ Y      
History of fibromyalgia: ☐ N ☐ Y 

Use any supporting devices: ☐ N ☐ Y     ☐ Cane ☐ Crutches ☐ Walker ☐ Wheelchair 

 

Treatment History (As it relates to your visit today) 
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Previous imaging / area: ☐ X-Rays ___________________________   ☐ MRI ___________________________ 

Previous Therapy: How many sessions _________________________________________________ 

Previous Injections: When was last injection and where _________________________________________ 

Surgery: Date of procedure ________________________________________________________________ 

Hospitalization: Where ___________________________________________________________________ 

Social History 

Tobacco Use ☐ Yes ☐ No 

Yes, How many per Day ______ Week ______ Month ______ ☐ Rarely / Occasional 
recreational 

Alcohol Use ☐ Yes ☐ No 

Yes, Glasses per Day ______ Week ______ Month ______ ☐ Rarely / Occasional recreational 
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Medical History: 

REVIEW OF SYSTEMS: Please check all symptoms you have experienced in the last MONTH. 
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