
TOTAL LIFE CARE  CHARLESTON  

New Patient Information ~ MALE Nutrition  
 

Todayôs Date: 
 

PERSONAL INFORMATION: 
 
Patient Name: 
 

SSN#: 

My Email  
Address: 
 

DOB:  

Address: CITY: STATE: ZIP: 

Home  
Phone: 

Work  
Phone: 

Cell  
Phone: 

Sex:   M or F 

Spouse:  
NAME: 

Æ Not 
Married 

Spouse  
Occupation:: 

Spouse  
Contact #: 

My Employer: Address: 
My job 
description: 

Emergency  
Contact: 

Phone #: 

I was referred  
to you through: 

Pregnant?   Y or N 
Last date of 
menstruation: 

 

 

Personal Health History: 
Please check any condition that you have had in the past or present: 

Æ Cancer 
Æ Polio 
Æ Tuberculosis 
Æ High Blood 

Pressure 
Æ Heart Disease 
Æ Diabetes 

Æ Muscular Dystrophy 
Æ Multiple Sclerosis 
Æ Convulsions 
Æ Epilepsy 
Æ Concussion 
Æ Hepatitis 

Æ Rheumatic Fever 
Æ Scarlet Fever 
Æ Nervousness 
Æ Asthma 
Æ Dizziness 
Æ Headaches 

Æ Digestive Disorders 
Æ Sinus Trouble 
Æ Back Pain 
Æ Numbness 
Æ Stroke 
Æ Surgery 

 
Describe any injuries: 
  
 
 

I am  
allergic to: 
 
 

Describe any surgery 
 you have had: 
 
 

Describe anytime you 
Were hospitalized: 
 
 

 

I certify that the information contained within this form is correct to the best of my 

knowledge. I understand that all payments are due at the time of service unless other 

arrangements have been made. 
 

 

 

 

Patient Name:  Date Authorizing Officer 

Initials 
 



 

 
 
 
 




