Physical Therapy Intake Form

Personal Information
Name: Date:
Address:
Phone: Email:
DOB: Sex:
Who referred you?

History

Exercise Frequency: Exercise Type(s):
Do you smoke? Have you ever smoked? How Often?
Are you pregnant? Do you have a Pacemaker?
Allergies:

What medications are you currently using?

Previous complaints/surgeries:

Previous diagnoses/medications:

Complaint
What is your major complaint?
Start Date: Possible Cause:
Symptoms:
Previous doctors seen for complaint:
Previous treatment for complaint:
Symptom-Aggravating Factors:
Symptom-Relieving Factors:
Time of Day Symptoms are Best: Time They Are Worst:
Current Duration of Pain: D Intermittent I:I Constant D With Certain Motions
Current Level of Pain: D Mild D Moderate D Severe D Excruciating

Is your pain getting better or worse? Have you had this injury before?

Do You Have Any of the Following Today? (Check All That Apply)
D AIDS/HIV D Anemia D Angina Arteriosclerosis

D Arthritis D Asthma D Blood Clots [ ] Bone Infection
D Cancer [:] Chemical Dependency I:] Circulation Problems D Depression
[ ] Diabetes [ ] Epilepsy [ ] Eye Infection [ | Heart Problems
D Hemopbhilia D High/Low Blood Pressure D Joint/Bone Infection D Liver Problems
[:l Lung Issues D Multiple Sclerosis D Musculoskeletal Problems D Pneumonia

D Stroke D STD D Tuberculosis I__—] Urinary Infection
Mark Areas of Discomfort

Signature Date



Emergency Contact Information

Emergency contact name: Relationship:

Emergency contact phone number:

| hereby give permission to Tailwind Physical Therapy to release medical information to:

= —

As well as my physician(s), attorney, assignees, and/or beneficiaries.

Consent to Treat

I hereby consent to evaluation and treatment by my Physical Therapist at Tailwind Physical Therapy. | understand
that as part of my healthcare, this organization originates and maintains health records describing my health
history, symptoms, examinations, test results, diagnoses, treatment, and any plans for future care of treatment. |
understand and have been provided with a Notice of Privacy Practices that provides a more complete description
of information uses and disclosures, | understand that | have the right to review the notice prior to signing this
consent.

(Initial) I am responsible for notifying Tailwind Physical Therapy of any changes in health insurance
information or any other medical health changes.

(Initial) | authorize payment of my insurance benefits directly to Tailwind Physical Therapy. | understand
they will make every effort to collect payment from my health insurance company. However, | understand that
regardless of my account status, | am responsible for charges incurred for services rendered at Tailwind Physical
Therapy to the extent of the law.

(Initial) If my injury is related to an automobile accident, | understand you will bill my auto insurance first
and thereafter, if my PIP is exhausted, you will bill my personal insurance for the balance. If there is no personal
health insurance or services are not covered, | will be responsible for payment.

(Initial) If my injury is work related, | understand you will bill my Workman’s Comp insurance as long as
there is an open, acceptable claim with claim number and preauthorization of treatment.

Signature: Printed Name:

Cancellation Policy

| am responsible for making all appointment changes a minimum of 24 business hours in advance or | will be
charged a fee of $45.00 for the first 2 and $115.00 for each additional.

I have read and understand the terms above and agree to all terms listed:

Signature:

Printed Name: Date:




