Tree of Life Health Solutions
David Rohrer, M.D. / Kim Lyons, D.C., N.D.
Patient Information Form

Patient: _____________________________________ DOB: __________________
Parents/Guardian if minor: ____________________________________________
Street Address: ______________________________________________________
P.O. Box (if applicable): _______________________________________________
City: __________________________ State: _____________ Zip: ______________
Home phone: ________________________Cell phone: _____________________
Email: _________________________________________ OK to email? ___Y ___ N 
Employer: ________________________________________
Work Phone: ______________________________________
Spouse/Significant Other Name/Phone: ___________________________________________________________________
[bookmark: _GoBack]Emergency Contact Name/Relationship/Phone: ___________________________________________________________________





Patient Signature: ________________________________ Date: ______________
Parent/Guardian Signature (if applicable): ________________________________


