Michale Chatham, RN, BSN, IBCLC, LMT
LMT lic: MT1277223, RN lic: 912041
Patient Information
Last Name_______________________First Name_____________Today’s Date_____________________
Nick Name__________________Age______Birthday__________ (Circle)   Male      Female

Address____________________________City_________________State______Zip Code_____________
Home Phone (           )_____________________ Cell Phone (        )_______________________________
Email Address (optional)_________________________________________________________________
School/Occupation______________________________Grade______
Activities ________________________________
Who referred you?______________________________________________________________________
What is your desired outcome for your visit today_____________________________________________
Responsible Party

Last Name_____________________First Name_________________Home Phone (       )_______________
Address (if different from above)__________________________City____________State___Zip________
Occupation_____________________Employer____________________Work Phone(      )_____________
(Circle)  Single    Married    Divorced   Separated                      O.K. to contact you at wk?         Yes        No

Spouse________________________________            Home Phone(______)________________________
Address (if different from above)___________________________________________________________
Occupation_______________________Employer____________________Wk phone(      )_____________
Health care Providers

DENTIST:                                                                     ORTHODONTIST:

Name_______________________________                  Name____________________________________
Address_____________________________                  Address___________________________________
City, State, Zip________________________               City, State, Zip______________________________
Phone (        )_______       FAX____________              Phone (         )____________FAX______________

 General Practitioner MD or APRN:
Name:

Address:

City, State

Phone: 

Michale Chatham, RN, BSN, IBCLC, LMT

LMT lic: MT1277223, RN lic: 912041
Medical History
Please Describe your Desired Outcome for today’s visit:
Medical Conditions: Please list and Describe:
History of Surgery or Injury: 

Please attach a bullet-pointed health history from birth/pregnancy if known. Give information about early feeding (if known), childhood issues, anything you’ve been treated for, injuries and orthodontic experiences. 

Medications / Supplements: Please list and give the purpose for taking
Any Medical or Movement Restrictions you have:
Patient Signature: ___________________                 Date:

Therapist Signature: _________________                 Date: 

