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Patient Name: _________________________________Preferred Name:_____________________________

Date of Birth: _______________________________Social Security Number:__________________________

Parent/Guardian (if patient is minor): _____________________________DOB: ________________________

Address: __________________________________________________________________________________

City: ____________________	_____State: _____________________Zip: _______________________________

Phone: ____________________________Work: ______________________Cell: ________________________

Email: ____________________________________________________________________________________

Occupation: ______________________________________Employer: ________________________________

Marital Status:      _____Single       _____Married     _____Divorced     _____Minor

Spouse’s Name: ___________________________________________________________________________

Spouse’s Birthdate: ________________________________________________________________________

Appointment Reminder Contact Method:          Phone	         Text          Email         No Appointment reminder
(Circle method of choice)




CONSENT TO TREATMENT: I consent to receive rehabilitation therapy treatment and any supplementary services that are deemed medically necessary or appropriate by my therapist and/or treating physician. However, I understand that the practice of rehabilitation therapy is not an exact discipline and I acknowledge that no guarantees have been made to me regarding treatment and/or the treatment results from the rehabilitation therapy.  
 


Signature of Patient or Legal Guardian: ____________________________________ Date: _____/_____/_____

Date of Injury: ______________________________		Date of Surgery: ________________________________
Primary Physician: ___________________________		Referring Physician: _____________________________
[bookmark: _GoBack]Return appointment with MD: _________________

Injury Result of Auto Accident?        		Injury released to work?			Currently Working?
	Yes	No					Yes	No				         Yes         No

Do you now or have you ever had any of the following?
	Dizziness		Yes	No			Osteoporosis			Yes	No
	Headache		Yes	No			Diabetes			Yes	No
	Chest Pain		Yes	No			High Blood Pressure		Yes	No
	Heart Disease		Yes	No			Infectious Disease		Yes	No
	Pacemaker		Yes	No			Currently Pregnant		Yes	No
	Cancer			Yes	No			Allergies: _________________________________
								_________________________________________


Medication: (will copy medication card if available) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Previous Surgeries: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any additional information that will assist us with providing you care:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Goals/Expectations of Rehab: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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