PATIENT INFORMATION

LAST NAME: FIRST NAME: MI:

D.O.B: / / MARITAL STATUS: SEX:

HOME ADDRESS:

CITY:! STATE: ZIP CODE:

MAILING ADDRESS (IF DIFFERENT):

CITY: STATE: Zirp CODE:

BEST PHONE NUMBER TO CONTACT YOU: M/H/O

EMAIL ADDRESS: _

EMERGENCY CONTACT/ LEGAL GUARDIAN:

RELATIONSHIP TO PATIENT:

CONTACT PHONE NUMBER:

NAME OF PRIMARY CARE OR REFERRING PHYSICIAN:

CONTACT INFO FOR PRIMARY CARE OR REFERRING PHYSICIAN:




REASON FOR VISIT

INJURY ACCIDENT SURGERY

DESCRIBE YOUR CURRENT INJURY

WHEN DID YOUR SYMPTOMS BEGIN?:

WHAT DO YOU THINK CAUSED THEM? WHY?:

SINCE ONSET HAVE YOUR SYMPTOMS: BECOME WORSE BETTER NO CHANGE

WHAT INCREASES YOUR SYMPTOMS?

WHAT EASES YOUR SYMPTOMS?

DESCRIBE ANY RELEVANT PREVIOUS INJURIES:

DESCRIBE ANY OTHER RELEVANT MEDICAL HISTORY THAT YOUR
THERAPIST SHOULD BE AWARE OF:

HAVE YOU UNDERGONE ANY DIAGNOTIC TESTING? (1.E. MRI, XRAY, EMG ETC.):

WHAT ARE YOUR GOALS FOR TREATMENT?:




YES NO

DESCRIBE

REVIEW OF SYSTEMS

GENERAL (POOR GENERAL HEALTH, UNEXPLANED WEIGHT LOSS, FATIGUE)
SKIN (RASHES, LESIONS, CHANGES IN MOLES)

EYES (BLURRED VISION OR A CHANGE IN VISUAL ACUITY)

EARS (EAR PAIN, RINGING IN THE EARS, HEARING DIFFICULTY)

NOSE (NASAL CONGESTION, DISCHARGE, BLEEDING)

MOUTH/THROAT (DIFFICULTY SWALLOWING, SORE THROAT)
RESPIRATORY (SHORTNESS OF BREATH, COUGHING, SNEEZING)
CARDIOVASCULAR (NAUSEA, HIGH OR LOW BLOOD PRESSURE, PALPITATIONS)
GASTROINTESTINAL(VOMITING, DIARRHEA, CONSTIPATION, ABDOMINAL PAIN)
IRREGULAR BOWL MOVEMENTS (LESS THAN ONE PER DAY)
GENITOURINARY (PROBLEMS INITITIATING/CONTROLLING BLADDER)
WOMEN’S HEALTH (PAIN WITH INTERCOURSE, PAINFUL MENSTRUAL CYCLE)
ENDOCRINE (HEAT OR COLD TOLERANCE, WEIGHT LOSS OR GAIN)

BONE HEALTH (OSTEOPENIA, OSTEOPOROSIS, ETC)

PSYCHIATRIC (DEPRESSION, ANXIETY, SUICIDAL THOUGHTS)

SMOKING (OCCASIONAL, DAILY)

MEDICATIONS AND REASON FOR TAKING:




Draw oa the figure below where you fec! or have felt related pain and/or symptoms.
SYMPTOMS YOU FEEL TODAY: Use °X” marks
SYMPTOMS PRIOR TO TODAY: Use *0° merks

Please indicate the intensty of curvent, best, and worst pain levels over the past 24 hours on 2 sale of O (a0 pain)
to 10 (wonst pain imaginable)”

o 1+ 2 3 4 5 6 7 &8 9 10

NONER MILD MOBDERATE sevanl

Current ___ /10 Botinpast24houn /10 WontinpastMhewrs __ /10



PRIVACY PRACTICES

YOUR RECORDS WILL NOT BE DISCLOSED TO OTHERS UNLESS DIRECTED
BY YOU OR AN AUTHORIZED LEGAL AUTHORITY.

AUTHORIZATION TO LEAVE PERSONAL HEALTH INFORMATION

THE BEST NUMBER TO LEAVE A DETAILED MESSAGE ON VOICEMAIL

IS:

THE BEST EMAIL ADDRESS TO LEAVE A DETAILED MESSAGE IS:

RELEASE OF INFORMATION/ASSIGNMENT OF INTEREST

I AUTHORIZE RESILIENCE: A PHYSICAL THERAPY AND PILATES STUDIO TO
RELEASE ANY INFORMATION REQURIED FOR TREATMENT. | CONSENT TO
RECEIVE TREATMENT AS PRESCRIBED BY MY DOCTOR OR RECOMMENDED BY
MY PT. MY PT WILL DISCUSS THE PLAN OF CARE AT THE END OF THE
INITIAL EVALUATION.

SIGNED

DATED




PHYSICAL THERAPY BILLING POLICIES

LATE CANCELLATION POLICY

THERE IS A 24 HOUR CANCELLATION POLICY. IF YOU CANCEL WITHIN 24
HOURS BEFORE AN APPOINTMENT OR IF YOU DO NOT SHOW AT ALL, YOU

WILL BE BILLED $100, PAYABLE BEFORE YOUR NEXT APPOINTMENT CAN

TAKE PLACE.

PAYMENT
RATES ARE $160 FOR AN INITIAL EVALUATION AND $140 FOR FOLLOW UP
VISITS. PAYMENTS CAN BE MADE WITH CASH, CHECK OR CREDIT CARD.

TERMS OF PAYMENT
I AM FINANCIALLY RESPONSIBLE FOR ANY BALANCE DUE WITHIN 30 DAYS
OF INVOICE. | HAVE READ AND UNDERSTAND THE RESILIENCE BILLING
POLICY.

SIGNED

DATED

THANK YOU FOR YOUR COMPLIANCE AND UNDERSTANDING. | VALUE YOUR
PATRONAGE.






