Carlos A Plata MD Pablo Rodriguez MD

1215 S. Coulter Suite 401
Amarillo, TX 79106
(806) 356 2280

Patient History Form

Date of first appointment: / ! Time of appointment Birthplace:
MONTH DAY YEAR
Name: Birthdate: / /
(AST FRST WIDOLE MITIAL VAICEN WONTH DAY VEAR

Address Age: Sex: QF QM

STREET ASTe

. i . Telephone: Home | )

ity STATE P Work ( )

Referred here by: (check one) 0 Self 3 Family QO Frend 3 Doctor 0 Other Health Professional

Name of person making referral

The name of the physician providing your primary medical care

Do you have an orthopedic surgeon? OYes Q1 No If yes, Name:

Briefly describe what brings you to this office:

Indicate the approximate date when this problems started:

Indicate health care providers that have seen you for this problem:

Indicate treatments that have been tried for this problem and results of them:

Please darken in the graphs the areas where you have had pain in the last week:




