
PATxENT rNrp4s{ATX_OJ
N.{ME; FIRST LAST

ADDR.E$S;
CITY: ST.A.TE: I|,lYt

FH0hlE; CELL;( ) IIEIGHT: WEIGtrIT:
EMERGENCY CONTACTNAME PHONERELATIONSHIP

(OVER-+)

HAVE YOU HAD ANY PHYSICAL THERAPY TREATMENT THIS YEAR? Y
HAVE YOU HAD ANY CHIROPRACTIC TPGATMENT T}IIS YEAR? Y N
PHYSICtrAN WHO REFERRED YOU TO PHYSICAL THERAPY
NEXT APPOINTMENT WITH PHYSICIAN WHO REFERRED YOU
PRIMARY CARE PHYSICIAN

EMPX,OYMENT INT'OR.VIATIO}{

EMPLOYERNAME OCCUPATION
WORKPHONEEMPLOYER ADDRESS

CITY, STATE, ZIP

N uowMANy?--
HOW MAl.lY?

DTD II{JURY OCCUR IN,{N AUTO ACCIDENT? Y
STATE IN WHICH ACCIDENT OCCURRED

BTSPqNSItstE PARTY

DID INJURY OCCUR AT WORK?

N DATE OF ACCIDENT

YN
lt

NAME
ADDRESS
DATE OF BIRT}I I I DAYTIME PHONE
PLACE OF EMPLOYMENT

PRIMARY INS[IR.4.h[CE :

INSURRED DATE OF BIRTII:
ID NUMBER:
SECOhIT}.{.RY XNS{.IR.ANCE :
INSURRED DATED OF BIRTH:
ID NUMBER:

CLAIM NUMBER

INSEB^{NCE
NAME OF INSURRED:

RELATIONSHIP TO PATIENT:
GROUP NUMBER:

NAMB OF INSURRED:
RELATIONSHIP TO PATIENT:

GROUPNUMBER:

DATE OF INJURY / - /
NAME OF EMPLOYER AT TII\48 OF INJURY?
ADDRESS OF EMPLOYER IF THEY ARE SELF NqSUREN

I agree to pay medical costs in tho event of failure i; il"r*-t th. ;l
compensation claim is disallowed.

SIGNATURE OF INruRED WORKER DATE../ I



(OVER+)
PATIENT.MApTCAL m$roRY

Totrl Us About You:

Why were you referred to physical therapy? Please describe how and when your ir{ury occurred.

What do you want to accomplish from therapy?

In the last year, have you undergone any sgrglcal procedures? n

In the last year, havo you been admitted to ahospital? n YES

YES tr NO

trNO
What was the oondition/srrrgory?

Have you received any physicat therapy teaffient during the past year? n YES tr NO

If yes, for what condition? Where?

Ilave you fallen inthe past 12 months? n YES n NO If yes, number of times:

* If yot, have fallen in the past 12 months, how did you fall?

If you fell did you iqiure yourself and what was the in$ury?

ToII Us About Your Activities at Work and llome...
0coupation:
Hobbies/Sports & Exeroise:
At the preient time, wlnt are the most difficulttasks for you to perform?

At WORK:
At HOME:

Ilave You Beon Concerned With Any otthe F'ollowing:
YES NO YES

HighBlood Pressure
Heart Condition
Numbness
Neurologioal
Diabetes
Dizziness
Mental Health

Faoemaker
Seizures
Canoor
Skin
Woigbt
Bladder Confiol
Bowel Conhol

Exposure/Treatuent TB
Cough for>2 weeks
Fever for> 2 weeks
Unexplained Weight Loss
Preguanoy
Digestion
Immune System

NO YES NO

Circle any special tests related to your iqiury/condition:
CT-scan, BMG, ECG, MRI, X'Rays, Tilt Table, VNG, Bone Scan

*Pt"as" list your medications (include dosage):

PatienVGumdian Signature :

Reviewed with Patient:

Date:

Date:
Therapist Signature


