
 
 

________________________________________________________________________________ 
Established Patient 

________________________ __   **New Injury/New Problem**____________________________ 

Patient’s Name: ______________________________________________________           Date of Birth: _____/_____/_____   

Address: _________________________________________________________________________________   No Change 

Phone #1: (_____)____________________  No Change  Phone #2: (_____)____________________  No Change  

Insurance: _______________________________________   No Change  ID#: ______________________________        

Height: ___________                  Weight: _____________                 Grade Level: _________________ 

Activities & Sports Patient Participates In: _________________________________________________________________ 

Pediatrician: _______________________________  No Change          Fax #: (_______)_____________________________ 

Preferred Pharmacy Name & Address: _________________________________________________________  No Change           

Reason for Visit 

Body Part(s) to Be Examined:  Right  Left ____________________________________________________________ 

Date(s) of Injury or Onset of Symptoms: _____/_____/_____      ,     _____/_____/_____      ,     _____/_____/_____ 

Description & Explanation of the Injury or Symptoms (How, Where, & When): ____________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Initial Place of Exam:  PCP  Urgent Care  ER Where: ________________________________________________ 

Prior Imaging:  Yes  No  Date: _____/_____/_____      Where: ____________________________________________   

Updates in Medical History 

Changes in Allergies (Medications, Latex, Adhesives, Etc.): ___________________________________________  None 

Current Medications: ___________________________________________________________________________   None 

Recent Surgical Procedures: _____________________________________________________________________   None 

Current Medical Conditions (Asthma, Heart Problems, Etc.): __________________________________________   None 

 
Signature: __________________________________________________________         Date: _____/_____/_____ 

(Parent / Guardian) 

Dr’s Weinert, Rosenfeld, Dobyns, Aminian, Lalonde, Schlechter, Davis, Majumdar, Misaghi and Cao

1310 W. Stewart Dr. Suite 508, Orange, CA 92868 Tel: (714) 633-2111 Fax: (844) 387-7625 25982
Pala Dr. Suite 230, Mission Viejo, CA 92691 Tel: (949) 600-8800 Fax: (844) 374-4221

4980 Barranca Parkway, Suite 220, Irvine CA 92604
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