
 
 

 
 

PATIENT CHECK-IN SHEET 
 

PATIENT:  __________________________________ 
DOB: _______________________________________ 
DATE OF VISIT: _____________________________ 
 
 

Allergies To Medications 
Medication Reaction 

__________________________________ __________________________________ 
__________________________________ __________________________________ 
__________________________________ __________________________________ 

 
Medications (Current) 

_________________ _________________ _________________ _________________ 
_________________ _________________ _________________ _________________ 
_________________ _________________ _________________ _________________ 
_________________ _________________ _________________ _________________ 

 
Medications Intolerances 

___________________________________ ___________________________________ 
___________________________________ ___________________________________ 
___________________________________ ___________________________________ 
___________________________________ ___________________________________ 

 
Spine Surgeries 

Level Date 
__________________________________ ___________________________________ 
__________________________________ ___________________________________ 
__________________________________ ___________________________________ 
__________________________________ ___________________________________ 

 
Other Surgeries 

Type of Surgery Date 
__________________________________ __________________________________ 
__________________________________ __________________________________ 
__________________________________ __________________________________ 
__________________________________ __________________________________ 

 
 
 
 

Patient Name__________________________________________ 
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