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Patient Information 

Patient’s Full Name __________________________________  Driver’s License No. ____________________________

Date of Birth ___________ Social Security Number ______-______-_____ Phone # (___) ________Sex:  Male /Female             

Address (No P.O. Box Please) _________________________  Apt. # ______City _______State ______ Zip _________

Mailing Address (If different from above.) ________________________  City ___________ State ______Zip __________

Marital Status __________   Referring Physician _____________________  Student:  Yes / No    Full Time / Part Time  

Emergency Contact _______________________  Phone ________________  Relationship _______________________

Patient Employed by ____________________________________________  Occupation  ________________________

Business Address ________________________________ City _______________________  State_______ Zip ______

Business Phone  ( _____ ) _____-_______  Business Fax  ( _____ ) ______-______  Contact Person ________________ 

Primary Care Physician:                                                               Email address:                                                                    .

Is this a Workers’ Compensation Claim?  Yes   No  (If yes go to Workers’ Comp info below.)  Auto Accident?  Yes  No  

Insurance Carrier 
Policy Holder Name  &   SS#  / Insurance ID#      Group#          Date of Birth (insured) 

________________________________________________________________________________________________

Policy Holder’s Employer: ________________________Address ________________ City _______ St_____ Zip______

Carrier Address

  

City

State

Phone
   

 Fax


________________________________________________________________________________________________

Secondary Insurance Carrier 
Policy Holder’s Name  &  SS#  / Insurance ID#      Group#   Date of Birth 

________________________________________________________________________________________________

Secondary Insurance Address

  
City

State

Phone
   

 Fax

________________________________________________________________________________________________

Worker’s Compensation Carrier ___________________________________________  Phone ____________________

Address ______________________________  City ______________ St. _________ Zip _______

Claim # ______________
Date of Injury _________________

I have reviewed the information above and verify it is correct.  I authorize the release of any information regarding the diagnoses and the records of any treatment or examination rendered to my child or to me during the period of such care, to third party payors and/or other health practitioners.  I authorize and request my insurance to pay directly to the clinic, insurance benefits otherwise payable to me.  I understand that my insurance carrier may not cover all billing for services received.  I agree to be fully responsible for payment of all services rendered on my behalf or that of my dependents.  

ALL PATIENTS MUST SIGN HERE:  ______________________________________  DATE: _________

Parent or Guardian Signature: (If under 18)  _________________________________  Date : __________

Abilene Physical Therapy

4127 S. Danville

Abilene, TX 79605
Name:                                                                                       Age:                         Date:                           .      

To help us assess the cause of the problem, we ask you to complete this form before being seen by the physical therapist.  Please answer as completely as you can.  Thank you!

1. What is your main complaint or problem?                                                                                                  .                                                                              
                                                                                                                                                                             .  

2. What is the date on which the problem started?                                                                                       .  
3. How did your problem start? Gradually       Result of a specific injury      Other      .  
              Describe:                                                                                                                                                           .      
4. Have you been treated for this condition recently by any of the following?   
   Physical Therapy       Occupational Therapy       Athletic Trainer        Chiropractor      .      
5. Please list any test for this condition that you have had done and the approximate date: _______                                    
                                                                                                                                                                                   .   
6. List current medications you are taking:                                                                                                     .     
7. Do you have a pacemaker?    Yes      No  
8. List other medical problems?                                                                                                                         .
                                                                                                                                                                             .

9. Have you been hospitalized recently?                                                                                                         .

10. What are your goals / expectations from physical therapy?                                                                   .
                                                                                                                                                                            .

11. Are you currently working?
Yes
No

12. Please give your occupation and describe physical demands:                                                                .
                                                                                                                                                                            .

       13. Does this condition affect your sleep?       How?                                                                                      . 

              How do you feel in the mornings upon rising?                                                                              .

                                                                                                                                          Patient History - 2
14. It is important that we have a measure of your pain.  Please rate the level of your pain on a scale 

of 1 to 10 with 10 being the greatest.

                                 1        2        3        4        5        6        7        8        9       10

                                 Mild discomfort        Moderate pain         Extreme pain 
15. Which of these words describe your pain? 

       Sharp                      Dull                    Burning                            Aching  

       Tingling                  Numb                Throbbing                        Shooting 

       Variable                 Constant           Other                                                .

16.  Please indicate the painful areas by shading these models.
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17. What positions or activities make your pain worse?

                                                                                                                                                                                     .
18 What positions or activities help to lessen your pain?

                                                                                                                                                                                     .
19.  Do you have small children or a disabled / ill person to care for at home?

                                                                                                                                                                                     .
20.  Are there activities at home or work that you cannot do or have difficulty performing?

                                                                                                                                                                                     .
21.  When is your next doctor’s appointment?

                                                                                                                                                                                     .  

Signature                                                           .

Patienthistory.apt
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