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Patient Name:____________________________________________________________________  

 

Last

Middle

First

Address: __________________________________________________________________

Number & Street


City

State

ZIP

Home Phone (      )                                          Work Phone (       )_______________________            

Social Security #: _____-_____-_____      Gender:  M or F    Birth date:  _______  Age______

 Email address:_____________________________________________________________

Patient Employer:  ________________________________________________________________

Address:  __________________________________________________________________

Number & Street

City


State

ZIP
Phone:  (      )___________________________

Primary Care Physician:  _____________________________  
UPIN#_______________________

Phone(___)_________________________
Fax(___)____________________________

Referring Physician:  _______________________________
UPIN#_______________________

Phone(___)_________________________
Fax(___)____________________________

Insurance Information
  
Primary Insurance:  __________________________________________________________




      Worker’s Comp 
Medicare 
Self-pay
Other

Responsible Party (if other than patient):  _______________________________________________

First 

Middle

Last Name
Address:  __________________________________________________________________

Home Phone:  (      )                                         Work Phone: (      )                                    

Social History (Check all that apply)

With whom do you live?
Alone
 Spouse  Child  Other:______________________

How did you hear about 

PRO Physical Therapy? 
Physician  Friend Phonebook  Advertisement  Other__


Employment:


Full-time Part-time Homemaker Retired Unemployed
Living Environment


Does your home have:
StairsRailingsRampsElevator
Assistive DevicesAny obstacles


Do you use:
Cane Walker Wheelchair Glasses Hearing aid Other________

General Health Status


Please rate your health:ExcellentGoodFairPoor


Have you had any major life changes in the past year? 

(e.g. new baby, job change, death of family member)
YesNo

Social/Health Habits


Smoking: Currently smoke:  YesNo  
If yes, # of packs per day___________



   Smoked in past:   YesNo

If yes, year you quit________________


Alcohol:  Days per week you drink alcoholic beverages, on average? None 1-2 3-45+    



  If you drink alcohol, number of drinks you have on an average day? 1-2 3-4 5+


Exercise: Do you exercise beyond normal daily activities and chores?Yes  No



  If yes,  A.  Describe exercise:_______________________________________________



              B. How many days per week do you exercise, on average? 1-2 3-4 5+



              C. On average, how many minutes do you exercise?0-30 30-45 45-6060+                              

Family History (Indicate whether mother, father, brother/sister, aunt/uncle, and/or grandparent and age of onset)


Heart disease
_________Hypertension __________Stroke _________Diabetes________


Psychological_________  Osteoporosis _________ Arthritis_________ Cancer ________


 Other_____________________________________
Medical/Surgical History 


Please check if you have ever had any of the following.
Arthritis  


Broken bones/fractures  

Osteoporosis  

Blood disorders  

Allergies  



Heart problems  High blood pressure  

Lung problems 


Stroke  


Head injury  


Multiple sclerosis 


Muscular dystrophy  Cancer  


Hepatitis  



Tuberculosis  Parkinson disease  

Depression  



Seizure/epilepsy  Kidney problems  

Repeated infections  


Skin disease  Thyroid problems  

Growth problems  




Ulcers/stomach problems  
Circulation/vascular problems  

Diabetes/High blood sugar  
Low blood sugar/hypoglycemia  

Other:_____
Within the past year, have you had any of the following symptoms? (Check all that apply)

Chest pain  


Heart palpitations 

Cough 



Hoarseness  


Shortness of breath  

Dizziness of blackouts 

Coordination problems
Weakness in arms or legs  
Loss of balance  

Difficulty walking  

Joint pain or swelling  

Pain at night  

Difficulty sleeping  

Loss of appetite  

Nausea/vomiting  

Difficulty swallowing  

Bowel problems  

Weight loss/gain  

Urinary problems  

Fever/chills/sweats  

Headaches  

Hearing problems  

Vision problems  

Other:_____

For Men:  Have you ever been diagnosed with prostrate disease? Yes   No

For Women: Have you ever been diagnosed with: (Check all that apply)

Pelvic inflammatory disease  

Endometriosis  



Trouble with your period?  

Complicated pregnancies or deliveries?  

Pregnant, or think you might be?  
Other gynecological or obstetrical difficulties?


Have you ever had surgery?  Yes  No



If yes, please describe and include dates:

1. ______________________________

2. ______________________________

3. ______________________________

4. ______________________________

5. ______________________________

Current Condition/ Chief Complaint

Describe the problem(s) for which you seek physical therapy

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When did the problem(s) begin (date)?____________________________________________________

What happened?______________________________________________________________________

Have you ever had the problem(s) before?


Yes;  What did you do for the problem?_____________________________________________



Did the problem(s) get better?YesNo



How long did the problem(s) last?____________________________________________


No

Current Condition/ Chief Complaint (Continued)

How are you taking care of this problem now?_______________________________________


What makes the problem better?__________________________________________________


What makes the problem worse?__________________________________________________


What are your goals for physical therapy?__________________________________________


Are you seeing anyone else for the problem(s) (Check all that apply)


Acupuncturist  
Cardiologist  

Chiropractor  

 Dentist   

Family doctor  
Internist  

Massage therapist  
 Neurologist  OB/GYN  

Occupational therapist Orthopedist  

 Osteopath  Pediatrician  

Podiatrist 

Primary care physician  Rheumatologist  Other:______

Functional Status/Activity Level (Check all that apply)


Difficulty with movement: 
Bed mobility   Transfers (bed to chair, etc.)  Gait (walking)


Difficulty with self-care:
 Bathing   Dressing   Eating Toileting   Other:______


Difficulty with home management:  
Chores   Shopping   Driving


Difficulty with community or work activities:  Work   School   Recreation

Medications


Do you take any prescription medications? Yes  No


If yes, please list:________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________


Do you take any Non-prescription medications? Yes  No


If yes, please list:________________________________________________________________


______________________________________________________________________________


______________________________________________________________________________

Other Clinical Tests


Within the past year, have you had any of the following tests? (Check all that apply)


Angiogram  


Arthroscopy  


Biopsy  

Blood tests  


Bone scan  


Bronchoscopy  

CT scan  


Doppler ultrasound  

Echocardiogram  

EEG  



EKG  



EMG  

Mammogram  

MRI  



Myelogram  


NCV  



Pap smear  


Pulmonary function test  Spinal tap  


Stool test Stress test  

Urine test 

X-rays  


Other:_____

OUR FINANCIAL POLICY
Thank you for choosing us as your physical therapy provider.  We are committed to your treatment being successful.  Please understand that payment of your bill is considered a part of your treatment. The following is a statement of our Financial Policy, which we require that you read, and sign prior to any treatment.
We cannot bill your insurance unless you bring in all insurance information. Our practice is committed to providing the best treatment possible for our patients and we charge what is usual and customary for our area.  Your insurance policy is a contract between you and your insurance company.  We are not a party to that contract.  You are responsible for payment in full regardless of any insurance company's arbitrary determination of usual and customary rates or their estimation of the necessity of physical therapy.

Any Account that ages 90 days without a written agreement with PRO Physical Therapy will be turned over to a collection agency.
Therefore, I hereby authorize PRO Physical Therapy to submit a claim to my insurance carrier or its intermediaries for all covered services rendered by the physical therapist(s) and authorize and direct my insurance carrier or its intermediaries to issue payment check(s) directly to the physical therapist(s) rendering the covered services.  I also, hereby, fully accept responsibility for any charges not covered by my insurance carrier or its intermediaries.

I also authorize PRO Physical Therapy to furnish complete information to my insurance carrier or its intermediaries regarding services rendered.

X________________________________________
Date_______________________

Patient Signature 

Thank you for reading our Financial Policy.  Please let us know if you have any questions or concerns.

Thank you for choosing PRO Physical Therapy!
This section to be completed by attending Physical Therapist 

Physical Therapist:  
 Stephen W. Bannister  

Diagnosis:

Code  __________
Description  _________________________________________________

Code  __________
Description  _________________________________________________                                                 

Billing Check List:
 Patient Registration

 Prescription

 Copy of Insurance Card
 Approval Notification
5

_1101556692.bin

