Lawrence L. Lenderman, M.D., P.A.
2424 Babcock Road, Suite 200
San Antonio, Texas 78229
Phone: (210) 616-0802 & Fax: (210)

PATIENT REGISTRATION
WORKERS COMPENSATION
(Please Print)

Patient Information

Name: ___________________________________________________ DOB: _______________________
SSN #: ____________________________ Male: ______ Female: ______     Marital Status:  M , S , D , W
Address: _____________________________________________________________________________
City: ____________________________________ State: ______________ Zip: _____________________
Cell Phone: (_______) _______________________ Home Phone: (_______) _______________________
Email: _______________________________________________________________________________

How would you like to be reminded of appointments?  Voice / Text / Email 

Primary Care Physician: _________________________________ Phone: _________________________
Pharmacy: ____________________________________________ Phone: _________________________

In case of Emergency

Name of Contact: __________________________________ Relationship: ________________________ 
Cell Phone: (_______) ________________________ Home Phone: (_______) ______________________

Employment Information

Occupation: _________________________________ Employer: ________________________________
Employer Address: _____________________________________________________________________
City: ______________________________________State: ____________ Zip: _____________________
Employer Phone: (______) ____________________Employer Fax: (______) _______________________

Representative Information

Attorney / Ombudsman: ________________________________________________________________
Phone: (______) ______________________________Fax: (_____) ______________________________

Injury/ Accident Information

How did the injury/accident happen? ______________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Medical Information 

Do you have any medication allergies? Yes: _______ No: _______
If yes, please list (include reaction): _______________________________________________________
_____________________________________________________________________________________

Do you have any food allergies? Yes: _____ No: _____
If yes, please list (include reaction): _______________________________________________________
_____________________________________________________________________________________

Please List Current Medications: 1) _________________ 2) __________________ 3) ________________
4) __________________ 5) __________________ 6) ___________________ 7) ____________________

History of tobacco use: Yes: _____ No: _____ If yes, how often? ________________________________
History of alcohol use: Yes: _____ No: _____ If yes, how often? ________________________________

Past Surgical History

1) ___________________________________________________________________ Year: ___________ 
2) ___________________________________________________________________ Year: ___________ 
3) ___________________________________________________________________ Year: ___________ 
4) ___________________________________________________________________ Year: ___________ 

[bookmark: _GoBack]
Family & Personal History
(Please indicate if you or anyone in your family has had any of these medical conditions)
	
	Self
	Parents
	Family

	High Blood Pressure
	
	
	

	Diabetes
	
	
	

	Asthma
	
	
	

	Heart Disease
	
	
	

	Lung Disease
	
	
	

	Kidney Disease
	
	
	

	Liver Disease
	
	
	

	Intestinal Disease
	
	
	

	Seizures
	
	
	

	Hepatitis
	
	
	

	Stroke
	
	
	

	Deep Vein Thrombosis
	
	
	

	Cancer
	
	
	



Please list any symptoms you have experienced in the past 6 months: ___________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Lawrence L Lenderman, M.D, PA.
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