
 
 

 

 

Paula Peterson, MSOM 
2773 Cherry St 

Cañon City, CO 81212 (719)-275-0010 

New Patient Information Form 

 

Please help us to provide you with a complete evaluation by taking time to fill out this questionnaire carefully. All 

answers are confidential. Please print clearly. 

Name_________________________________________________ Male  Female  Date ____/____/_____ 

Address ____________________________________ City ______________ State ______ Zip __________ 

Email _____________________________________ May I add you to my Email/Mailing List? Yes No  

Birth Date ____/____/____ Place of Birth ________________ Age _____ Hgt. ____’ ____” Wgt. ______ lbs 

Telephone: Home ( ) _________________ Work ( ) __________________ Cell ( )______________  

Please indicate the numbers we can use to contact you. Home Work Cell  

Single ____ Married ____ Divorced ____ Widowed ____ Living With ____  

Education ____________________________________ Occupation ________________________________ 

Employer _______________________________________________________________________________ 

Referred by _______________________ How did you find out about me? ___________________________ 

Who is responsible for payment? Self Other______________________ Phone ( ) ________________  

In case of emergency, contact __________________________________ @ ( ) _____________________  

Do you have allergies to:  Medications  Food  Latex  Other _________________________ None  

Reason for visit today__________________________________________________________________ 

How long have you had this condition? ____________ Have you ever experienced this before?  Yes  No  

What seemed to be the initial cause? _________________________________________________________ 

What seems to make it better? _____________________________ Worse? _________________________ 

Does it bother your Sleep  Work  Other_____________________________________  

Other Problems __________________________________________________________________________  



 



 



 



 

  

 


