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NAME:

FIRST M LAST

MAILING ADDRESS:

STREET ADDRESS OR PO BOX

CITY STATE ZIP

SPONSOR'’S SOCIAL SECURITY NUMBER (For TRICARE for LIFE & VA):

**Appointment reminders
are texted the day before
PHONE: your appointment.

HOME CELL Is it ok to text your cell #?
BIRTHDATE: MALE OR FEMALE: YES or NO

MARITAL STATUS (Please circle one): SINGLE MARRIED WIDOWED OTHER

PRIMARY PHYSICIAN: REFERRING PHYSICIAN:

We are very glad that you are choosing First Choice Physical Therapy for your therapy needs. Please notify our
staff of any changes in address, phone number, or insurance coverage as soon as changes are made. Your
insurance information will be collected by presenting your insurance card(s) at your first visit. Your card(s) will
be scanned into your chart on our computer system. If your visits are authorized by the VA, the
sponsor/veteran's social security number is required. Failure to provide us with this social security number,
leaves you responsible for payment of your visits. For all other insurance companies, a social security number
is optional; however, providing us with it will help us in communicating with your insurance company should
problems arise. Your information is entered into your chart on our computer, and this form is then shredded.
If you feel more comfortable verbally providing us with your number, please let us know. Coverage of outpatient
physical therapy by medical insurance companies varies with each company and each policy.

It is the patient's responsibility to be aware of their insurance coverage (for example: if prior
authorization is needed for physical therapy treatment) and maintain knowledge of that

coverage. In the event that a problem should arise with your insurance, it is more beneficial that you check
with your insurance company. As a courtesy to you, we can contact your insurance company in addition to your
contact with them.

I acknowledge, by my initials, that | have read the above paragraph:

OCCUPATION: EMPLOYER:

IF EMPLOYED, WORK PHONE (Only used to contact you if other numbers fail):

EMERGENCY CONTACT:

NAME PHONE # RELATIONSHIP

2900 10™ Street SW, Suite A e Minot, ND 58701 e Phone 701.839.4102 e Fax 701.838.9603



AUTHORIZATION AND . FIRST CHOICE
RELEASES PHYSICAL THERAPY

NOTICE OF PRIVACY PRACTICES

We will use and disclose your personal health information to assist in your treatment, to receive payment for
the services we provide, and for routine healthcare operations. We have prepared a detailed “Notice of
Privacy Practices” to help you understand our policies regarding your personal health information and your
rights on how your medical information may be used and disclosed. A copy of this Notice is available to you or
may be read on our website at www.firstchoiceptminot.com.

AUTHORIZATION FOR MEDICAL TREATMENT

| hereby authorize and consent to the rendering of such physical therapy or occupational therapy treatment
considered to be necessary or advisable. Further, | realize that among those who attend to patients at First
Choice Physical Therapy, Inc there are personnel in training who, unless requested otherwise, may be present
during patient care as a part of their education.

FINANCIAL RESPONSIBILITY

| hereby authorize payment of any insurance benefits arising from policies insuring the patient, or any party
liable to the patient, directly to First Choice Physical Therapy, Inc and the treating providers. | understand that
| am financially responsible for any charges not covered by this assignment.

| hereby acknowledge that | have read each of the above statements and have received a satisfactory
explanation of each item. As the patient (or authorized representative), | do agree and accept these terms.

Patient (or authorized representative) signature

Date

If authorized representative is signing, relationship to patient

2900 10" Street SW, Suite A  Minot, ND 58701 e Phone 701.839.4102 e Fax 701.838.9603



NAME: DATE:

DESCRIBE YOUR CURRENT INJURY/ILLNESS THAT BRINGS YOU HERE TODAY:

PAIN RATING: CIRCLE THE NUMBER THAT CORRESPONDS TO YOUR CURRENT PAIN

e e - et Ly A e e [ e

NO WORST
PAIN PAIN
IMAGINABLE

ON THE PICTURE BELOW, DIAGRAM THE LOCATION AND TYPE OF YOUR CURRENT PAIN
SYMPTOMS USING THE FOLLOWING SYMBOLS:

LEFT

/Il SHARP/STABBING === DULL ACHE xxxx BURNING .... PINS & NEEDLES/TINGLING oooo NUMBNESS

SINCE THE PROBLEM STARTED ARE YOU? BETTER WORSE SAME

(PLEASE FLIP TO SIDE 2 FOR MORE ON YOUR CURRENT CONDITION & BRIEF MEDICAL HISTORY)



HAVE YOU RECEIVED ANY TREATMENT FOR YOUR CURRENT PROBLEM? __ YES _ NO IF
YES, DESCRIBE TREATMENT RECEIVED:

WHAT ACTIVITIES DOES YOUR PROBLEM PREVENT YOU FROM DOING?

WHAT ACTIVITIES OR POSITIONS MAKE YOU FEEL BETTER?

IN THE PAST 12 MONTHS, HAVE YOU FALLEN? _ NO __ YES, HOW MANY TIMES?

WHAT IS YOUR GOAL FROM THERAPY?

MEDICAL HISTORY

LIST ANY MEDICAL CONDITIONS:

LIST ALL PREVIOUS MAJOR SURGERIES:

ALLERGIC TO LATEX? YES _ NO ALLERGIC TO ANY METALS? YES _ NO

ANY MEDICATION ALLERGIES?

ANY OTHER ALLERGIES NOT LISTED?

LIST ANY MEDICATIONS YOU ARE CURRENTLY TAKING (IF NOT SURE OF NAME, LIST WHAT
YOU ARE TAKING THEM FOR):

CURRENT HEIGHT? CURRENT WEIGHT?




