
Atlantis Orthopaedics  

Patient Questionnaire 

Patient Name _________________________   Account# ____________ 

Date of Birth ________________ Social Security _______________ 

Address ____________________________   Apt # ________ 

City _________________   State________  Zip Code_________ 

Home Phone __________________ Work Phone_______________ 

Cell Phone __________________ Email Address ______________________ 

Name of Parent/ Legal Guardian (if Applicable) _________________________ 

Emergency Contact Name ___________________ 

Emergency Contact Phone ___________________ 

Did an injury cause your symptoms?  Yes   _____    No ______ 

If yes, state where it happened (circle one):   Work    Home   Auto   Other 

Please explain: ________________________________________________ 

_____________________________________________________________ 

Date of Accident: _______________ 

Who is your Primary Care/ Family Doctor: _______________________ 

Who referred you to our office (circle one):  

Doctor / Nurse Practitioner/ Physician Assistant/ Emergency Room/ Self/ 

Other 

Referring party’s name:  ______________________ 

Patient’s Signature_____________________  Date______________ 

 



Please List All Medications you are currently taking: 

Medication Name  Dosage  Direction  

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

_______________  ______  _______________ 

 

 

Patient’s Signature:____________________  Date: ____________ 

 

 

 

 

 

 

 

 


