
Resilient Physical Therapy, LLC 

Client Intake Form 

 

Name: ___________________________   DOB: __________   Phone: __________________ 

Email: _________________________________ 

Treatment Address: ____________________________________________________________ 

 

Emergency Contact: ___________________________   Phone: _______________________ 

 

Reason for Visit / Chief Complaint: 

______________________________________________________________________________ 

 

Relevant Medical History (surgeries, chronic conditions, imaging): 

______________________________________________________________________________ 

 

Medications: ___________________________________   Allergies: ___________________ 

 

Primary Care Physician (if applicable): ___________________ Phone: _____________ 

 

I certify that the information above is accurate and complete to the best of my knowledge. 

 

Client Signature: _________________________________   Date: ____________________ 


