
BRIAN PETERNELL, D.O. —Maui Osteopathy 

 

  

Name ____________________________________________________Gender __________Birth date________________ 

Address______________________________________________________Phone________________________________ 

____________________________________________________________ Referred By___________________________ 

Email_____________________________________________________________________________________________  

Occupation/Employer  _____________________________________________________Phone_____________________ 

Emrg Contact/Realtionship__________________________________________________Phone_____________________ 

Primary Care _____________________________________________________________Phone____________________ 

Other Healthcare Providers____________________________________________________________________________ 

Primary Issues (In order of severity, include location, character, causes, origins) 
 
 
 
 
 
 
 
 
 
 
 
 
Medical/Surgical/Trauma History  
 
 
 
 
 
 
 

How Do You Support Your Health? 
 
 
 
 
 
 
 
Medications/Allergies 
 
 
 
Is your condition directly related to an Auto accident?  ( Y  N )  Claim #______________________________________ 
Adjuster______________________MVA Date____________Auto Ins P:____________________F:_________________

 
I herby authorize the release of any medical information necessary for the processing of insurance claims. In 
addition, if requested, I authorize benefits to be paid directly to Brian Peternell, D.O. 
 
___________________________________________________________________________________________ 
Signature of Patient/Guardian       Date 


