


Sea	  Coast	  Physical	  Therapy	  

Patient	  Intake	  Form	  

Name	   	   SS#	  
Date	  of	  Birth	   	   Gender	   Marital	  Status	   Home	  Phone	  #	  	  
Work	  Phone	  #	  	   Cell	  #	   Pager	   Email	   	  
Home	  Address	  	  
City	   	   State	   Zip	  

Employer	  
Address	  

City	   	   State	   Zip	  
Spouse’s	  Name	   Wk	  #	  
Emergency	  Contact	   Phone	  #	  

Whom	  May	  We	  Thank	  for	  Referring	  You	  to	  us?	  

Primary	  Care	  Physician	   Phone	  #	  

Please	  fill	  out	  If	  Spouse	  or	  Other	  is	  Primary	  Insured	  on	  Insurance	  Card	  
Their	  Name	   Relationship	  to	  you	  
SS#	   Date	  of	  Birth	   Phone#	  

Please	  Fill	  Out	  if	  Workers	  Compensation	  Case	  
Name	  of	  WC	  Carrier	   Phone#	  
Address	  
City	   	   State	   	   Zip	  
Claim	  #	  	   Name	  of	  adjustor	  

Please	  Fill	  out	  if	  treatment	  is	  covered	  by	  Auto	  Insurance	  
Claim	  #	  	   Name	  of	  adjustor	  
Phone	  #	  

Who	  Will	  Be	  Responsible	  For	  This	  Bill?	  

98	  Quarter	  Horse	  Ln.	  
	  	  	  	  	  	  	  	  	  	  	  Hampstead,	  NC	  28443	  

910-‐270-‐6488	  Phone	  
910-‐270-‐6489	  Fax	  



Sea	  Coast	  Physical	  Therapy	  

Past	  Medical	  History	  Form	  

Name:	   	   Date:	   Age:	  
Occupation:	   	  
Type	  of	  work:	  	  	  Example:	  	  Lifting,	  Bending,	  standing,	  sitting:	  	  

Past	  Medical	  History:
Do	  you	  have	  any	  previous	  history	  of:	  	  Yes	  or	  No
High	  Blood	  Pressure	   	   Pacemaker	  
Heart	  Conditions	   Seizures	  
Stroke(s)	   Cancer	  
Diabetes	   Allergies	  
Other	   	  

Have	  you	  been	  admitted	  to	  the	  hospital	  or	  undergone	  any	  surgical	  procedures	  in	  the	  past	  5	  
years?	   	   If	  so	  please	  list:	  

Have	  you	  received	  any	  physical	  therapy	  treatment	  in	  the	  past	  5	  years?	   If	  yes,	  for	  what	  
condition	  and	  was	  the	  treatment	  effective?	   	  

Have	  you	  had	  any	  other	  previous	  medical	  problems	  or	  surgeries?	   If	  yes,	  please	  list:	  

Did	  you	  receive	  any	  diagnostic	  tests	  (radiographs,	  MRI,	  CAT	  scan)	  for	  today’s	  problem?	   	  If	  yes,	  
please	  list:	  

What	  medications	  are	  you	  currently	  taking?	  

Are	  you	  pregnant?	   	  
Name	  of	  your	  primary	  doctor:	  
Name	  of	  your	  Orthopedic	  Doctor:	  

Patient	  Signature	  

98	  Quarter	  Horse	  Ln.	  
Hampstead,	  NC	  	  28443	  
910-‐270-‐6488	  	  Phone	  
910-‐270-‐6489	  	  Fax	  

Date



CANCELLATION AND NO SHOW POLICY 

f' 

Sea Coast Physical Therapy is a private, one on one facility that is focused on patient 
care and outcomes. We have an extensive list of patients with multiple different 
diagnosis and "life" schedules. With that in mind, we spend a lot of time scheduling 
our weeks to maximize our time with our patients. If we have a short notice 
cancellation or a no show, the clinic and other patients suffer. 

We require 24 hour notice of cancellation. We understand that life will throw obstacles 
at you, we all have families and jobs, but we are trying to maintain the integrity of a 
small clinic. Unless you have a death in the family or immediate medical emergency, 
we will charge $75 for an appointment not cancelled 24 hours ahead of scheduled time. 
A $75 charge will also apply to a No Show for scheduled appointments. The patient is 
responsible for this charge since insurance companies do not cover this. 
We thank you for your understanding in this matter. Please sign below in 
acknowledgement of your acceptance of this condition of treatment.

Date: 
---------------- ---------

98 Quarter Horse Lane 

Hampstead, NC 28443 

(910) 270-6488 phone

(910) 270-6489 fax

Signature: 
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