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New Patient Form
Patient Demographics                                                                              Date: __________________________
Name________________________________________________________________________________
Parent or Guardian (if under age 18)_______________________________________________________
Address______________________________________________________________________________
City___________________________ State__________________ Zip_____________________________
Home Phone (____)_____-________________  May we leave a message?  Yes_____ No_______
Work Phone (____)_____-________________  May we leave a message?  Yes_____ No_______
Cell Phone (___)_______-_________________ May we leave a message?   Yes ____  No______
Email: _________________________________ May we email you? Yes ______ No _______
SSN #_______-______-_______ DOB ____/____/____ Gender:  M   F
Marital States – (Circle)    Never Married   Married    Domestic Partner   Divorced    Widowed  
Employer ______________________________ Occupation_____________________________________
Referred by (if any): ____________________________________________________________________
Emergency Contact Name___________________________ Relationship _________________________ 
Phone (_____) ________________________ 
Insurance Information
Primary Insurance ______________________________________________________________________
Insured Member________________________________ Insured Member DOB_____/_____/________
Relationship to Insured Member_________________________
ID# ____________________________________Insurance Phone # ______________________________
Co-pay Amount $______________ Co-Insurance Amount________ % Annual Deductible $____________
Referring Doctor__________________________ Phone # (____) ________-_______________________
Primary Doctor ___________________________ Phone # (____) ________-_______________________
  
Patient Health Questionnaire
Reason for your visit ___________________________________________________________________
Date of Injury or when the problem began __________________________________________________
Describe the previous treatment/physical therapy for this problem_______________________________
_____________________________________________________________________________________
Is it getting:  Better _______ Worse_______ Same _______ comes and goes________
Hospitalization_________________________________________________________________________
Surgeries (type and dates) _______________________________________________________________
Medications___________________________________________________________________________
Did you have any diagnostic tests (X-ray, MRI, CT scan, Doppler, etc.?)____________________________
_____________________________________________________________________________________
What are your physical therapy goals? _____________________________________________________
_____________________________________________________________________________________
Do you have now or have you ever had any of the following?
___ Heart Disease		___ Kidney Disease		___ Fracture
___ High Blood pressure	___ Diabetes                          	___ Osteoarthritis
___ Pacemaker	              		___ Circulation problems       	___ Rheumatoid Arthritis
___ Seizures                   		___ Fibromyalgia                    	___ Angina
___ Stroke                     		___ Lupus                                      	___ Heart Attack
___ Allergies                 		___ Joint replacement             	___ HIV/AIDS
___ Asthma                   		___ GI problems                        	___ Hepatitis
___ Pregnant Now        		___ Osteoporosis                     
Other/please explain____________________________________________________________________
Social History
Do you exercise regularly?   Yes _____ No _____
If so, what type? _________________________________
Do you use tobacco?  Yes ______ No ________
Do you drink? Yes ________ No _________

Patient Signature _________________________________________ Date _________________________
