Potient Registrotion
THERAPY
SPECIALTIES FLEASE PRINT
LAST NAME FIRST NAME.
ADDRESS
aty STATE zip
HOME PHONE - - WORK/CELL PHONE - -
E-MAIL ADDRESS:
DATE OF BIRTH - - AGE
SOCIAL SECURITY # - - SEX
SPOUSE’' NAME SOCIAL SECURITY # - -
EMPLOYER NAME PHONE

(LIST SPOUSE INFO IF NOT CURRENTLY WORKING)

ADDRESS

EMERGENCY CONTACT PHONE - -

RELATION

REFERRED BY: PHONE - -

PRIMARY CARE PHYSICIAN: Dote of lnjury - -
(If applicable)

FORM OF PAYMENT: (Circle one)
PRIVATE INSURANCE WORK COMP SELF PAY AUTO

IF Work Comyz, Employer at Hime of injurry Plhone - -

IS THERE A SECONDARY INSURANCE?

WHO WILL BE RESPONSIBLE FOR THE BILL?

| WILL BE PAYING MY SHARE OF THE FINANCIAL RESPONSIBILITY BY:

CASH CHECK CREDIT CARD







PHYSICAL
THERAPY ASSIGNMENT OF BENEFITS

SPECIALTIES

| wnderstand thot poyment for service v expected at the time service o rendered
wnless my wsuwrance U to- be blled. | wnderstond Hiat | om financially
responsibple for all charges whether or not they are paid by my nswrance. |
hereby aunthorize Physical Therapy Specialties to- release all information necessory
to- secunre the payment of benefits: | aunthorize my nsurance benefity to- be paid
drectly to- Physical Therapy Speciolties.

SIGNATURE DATE
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PHYSICAL

PHYSICALY

SPECIALTIES

GENERAL MEDICAL CONDITIONS:

Avrthritis Yes
Anxiety/Panic Disorders Yes
Cancer Yes
Depression Yes
Headaches Yes
Hepatitis/AIDS Yes
Incontinence Yes
Osteoporosis Yes
Previous accidents Yes
Sleep Dysfunction Yes

Numbness/tingling in arms/legs Yes

Prior Surgery(s)

No
No
No
No
No
No
No
No
No
No
No

Healtiv History

1. Do you have any of the following Medical Conditions? Please circle  Yes/No

Allergies(type)
Back Pain(neck pain, low back pain, degenerative disc disease,

spinal stenosis) Yes No
Gastrointestinal Disease(ulcer, hernia, reflux, bowel, liver, gall
gall bladder) Yes No
Hearing impairment(very hard of hearing, even with hearing aids)
Yes No
Kidney, bladder, prostate, or urination problems
Prosthesis/Implants Yes No

Neurological Disease (such as MS or Parkinson’s) Yes  No
Visual Impairment (such as cataracts, glaucoma, macular
degeneration) Yes No

Falls within the past year?

Infection, please describe

Recent fractures (broken bones) if so please list

Serious injury, explain

Allergies to medication, if so please list

Major surgery, type

Currently pregnant, if so how many weeks
List any other history or medical conditions or illnesses

HEART DISEASE

Angina Yes No
Arrhythmia Yes No
Congestive Heart Failure(CHF) Yes  No
Heart attack Yes No
High Blood Pressure Yes No
Valvular Disease Yes No

LUNG DISEASE

Asthma Yes No
Emphysema Yes No
VASCULAR DISEASE

Diabetes Yes No
Chronic Bronchitis Yes No
Peripheral Arterial Disease Yes No

Taking blood pressure medicationYes No

Angioplasty Yes No
Atherosclerotic Disease (Myocardial infarction)(MI) Yes No
Coronary Artery Bypass Graft (CABG) Yes No
Heart Problem/Pacemaker Yes No
Stents Yes No
Chronic Obstructive Pulmonary Disease(COPD) Yes No
Recent pneumonia Yes No
Acquired Respiratory Distress Syndrome (ARDS) Yes No
Hypertension Yes No
Stroke/TIA Yes No
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Healtiv Hustory - paGe 2

e

10.

Please indicate on the diagram below the location of your pain and describe the type of pain (sharp, dull, aching, shooting, etc.)

How did the injury occur?
Please rate your pain below by choosing a number from the Pain Scale which represents your pain at its lowest, average and
highest.

PAIN SCALE 0-no pain. 1-2-Mild, aware of the pain only when attention is brought to the area. 3-4-Discomforting pain,
which may be ignored. 5-Discomforting pain which may be distracting. 6-Distressing pain, but able to perform most tasks.
7-8-Intolerable pain, concentration is difficult, able to perform some tasks. 9-10-Intolerable pain and hospital care is
required.

Lowest: 012345671289 10
Average: 0123456782910
Highest: 0123456782910
Is your pain increasing? decreasing? same?

Have you already received treatment for this problem at other locations? (Please circle)

With a:
Medical Doctor yes no Chiropractor yes no
Physical Therapist yes no Dentist yes no
Psychologist yes no Other
What test(s) or treatment(s) have you had concerning this problem? Please check

X-Ray Myelogram

CT Scan Cortisone Injections

MRI Biofeedback

EMG Other, please explain
Have you had a similar problem in the past? yes no
Are you currently working? yes no

If no, last day worked:

Is there anything else you would like to tell us?
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PHYSICAL

THERAPY

SPECIATIES Heoaltiv Hutory (7m)

Name: Date:

DENTAL BACKGROUND

10. Do you have a regular dentist? yes no
If so, do they know you are being seen here? yes no
Dentist’s Name Telephone
11. How much dental work have you had? ___ Extensive Routine Minimal
12. Would you say your mouth is: ___Healthy  Average ____Has many problems
13. Is your bite comfortable? yes no
14, Please check all of the following types of dental care you may have received:

Endodontics (Root canal) Periodontics (Treatment of gums)
Orthodontics Extensive Bit Adjustment

Oral Surgery Dentures or Partials

Dental Implants

15. Please check any of the symptoms that you are experiencing. Your therapist will go over them with you.

Difficulty opening / closing mouth or eating

Headache Eye pain

Jaw pain Blurred vision

Neck pain Sinus pain

Jaw joint clicking Frequent runny nose

Jaw joint locking Scalp pain

Tooth pain Clench or grind teeth

Facial pain Dizziness

Ear pain Changes in hearing

Ear buzzing or ringing Upper back pain / Chest pain

Lower back pain _____Arm pain/ Numbness
Other (Specify)
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Consent For Treatment

| give my consent for treatment by the health care professional staff of
Physical Therapy Specialties to provide physical therapy and
rehabilitation services and necessary treatment as prescribed by my
physician. | understand that to evaluate and treat my condition, the
physical therapy staff must have visual or physical access to the areas of my
body which may be experiencing and/or causing my pain and or
dysfunction. | understand that it is my responsibility to immediately
communicate any difficulties or concerns that | have regarding my therapy
to the staff of Physical Therapy Specialties. | further understand that my
physician shall be kept informed regarding my current health status and
my response to any treatment received. As with any course of treatment or
therapy, there is always the possibility of an unexpected complication and
No guarantee or assurance has been made as to the results of treatment.

Patient Signature Date

Therapist Signature Date

09/08





