
PATIENT INFORMATION
Date: _________________

Name: ____________________________________________________________ Age: _________ Birthdate: _________________

Home Address: Street: ________________________________________________________________________  Apt.___________
City: ______________________________________ State: _______ Zip: _________________ Phone: (______) ________________

Employer: ___________________________________________________________________  Phone: (______) ________________

Address: ____________________________________________________________________________________________________

Occupation: __________________________________________ Marital Status:_________________________________________

Spouse’s Name: _______________________________________ Occupation: _________________________________________

Employer: ___________________________________________________________________  Phone: (______) ________________

Name & Address of person to be billed: ________________________________________________________________________

____________________________________________________________________________________________________________

Copy of Office Report to: _____________________________________________________________________________________

Address:____________________________________________________________________________________________________

Family Doctor:_______________________________________________________________________________________________

Address:____________________________________________________________________________________________________

Referring Doctor or Person: _____________________________________________________ Phone: (______) ________________

Address:____________________________________________________________________________________________________

List in order of importance your main complaints:

1.__________________________________________________________________________________________________________

2.__________________________________________________________________________________________________________

3.__________________________________________________________________________________________________________

Others: _____________________________________________________________________________________________________

When did the problem start? __________________________________________________________________________________

How?_______________________________________________________________________________________________________

The problem is getting:  □ Better   □ Worse   □ No Better, No Worse

Please provide a written history of your present problem: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Jacob D. Rozbruch, M.D.
Orthopaedic Surgery

East 72nd Street Orthopaedic Surgery Specialists, P.C.
420 East 72nd Street, New York, NY 10021 • 212-744-9857

Cell Phone: (______) _________________________________Email:___________________________________________________

SS #:_____________________________________ Emergency Contact:_______________________________________________


