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**As a courtesy, we will check your insurance benefits.  You will be able to obtain a copy of the quote we 
received from your insurance company upon request. This is NOT a guarantee of eligibility or payment, actual 
payment is based on the terms and conditions of the plan. All claims are subject to review upon submission.**�
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Patient Questionnaire 

Patient Information Record 
1. Name: __________________________________________________________________________________ 
2. Date of onset of symptoms: _________________________________________________________________ 
3. What caused the symptoms? ________________________________________________________________ 
4. What is your biggest complaint? _____________________________________________________________ 
5. What activities could you perform before, that you cannot now due to your condition? 

 _______________________________________________________________________________________ 
6. Do you have any symptoms of tingling, burning or numbness?   Yes or No Where? _____________________ 
7. Any changes in bowel or bladder function?   Yes or No 
8. Have you had similar episodes before?   Yes or No 
9. Have you had surgery for this condition?   Yes or No  If yes, what was the date? _______________________ 
10. Have you been treated or is any other health care practitioner currently treating these symptoms?           

     Yes or No   If yes, please provide their name(s) and telephone number(s): _____________________________ 
  _______________________________________________________________________________________ 

11. Have you had any recent diagnostic tests performed regarding your present condition (x-rays, MRI, etc.)?  
       Yes or No   If yes, what were the tests and when were they performed? _______________________________ 

________________________________________________________________________________________ 
12. Do you smoke?  Yes or No 

 
Medical History 
1. What medications are you currently taking, if any? ______________________________________________ 
2. What allergies do you have, if any?___________________________________________________________ 
3. Do you have a history of diabetes?       Yes or No  
4. Do you have a history of heart disease?      Yes or No 
5. Do you have a pacemaker?        Yes of No  
6. Do you have a history of high blood pressure?     Yes or No  
7. Have you had previous head trauma or repeated convulsions? Yes or No 
8. Have you had surgery for your head, neck or spine?     Yes or No 
9. Have you had any shoulder, knee, or ankle injuries?     Yes or No 
10. Have you had any fractures?        Yes or No 
11. Are you currently pregnant?        Yes or No 
12. Have you been diagnosed with osteoporosis?     Yes or No 
13. Do you have a personal history of cancer?      Yes or No 

     If Yes,  is it active?                                                                Yes or No 
14. What exercise / sports do you participate in? ___________________________________________________ 
15. Do you know of any reason why you should not participate in a regular exercise? 

Yes or No   If  yes, why? ___________________________________________________________________ 
16. Is there any other medical condition or diagnosis we should be aware of? 

Yes or No   If yes, what are they? ____________________________________________________________ 
 
 
      Signature: ___________________________________________ Date: ____________________________ 





Appointment Agreement Form 
 

Our facility would like to emphasize the importance of regularly scheduling and making set 
appointments. For your health and for the success of your treatment, we ask that you adhere to your 
Physician and Therapists recommendations for treatment frequency and duration, to the best of your 
ability.   

 
Late Cancellation and No-Show Policy 
Under the guidelines of this facility a “Late Cancelled” appointment occurs when a patient gives less than 
24 hours notice for canceling or re-scheduling a set appointment.  A “No-Show” is when a patient breaks 
an appointment with no prior notice.  Due to the volume of business and our desire to provide patients 
with the best service possible, every appointment is greatly valued; therefore when appointments are 
cancelled or broken, our patients, as well as our therapists are at a loss.  We know that your time is 
valuable, and we pride ourselves with prompt and close attention to each of our valued patients. Please in 
turn be considerate of our time, and keep all scheduled appointments if physically able. 
 
All Late Cancellation or No-show will be documented in the patients chart. The patient will be made 
aware of the documentation either in a written or verbal communication from our staff.  
 
Any instances of Late Cancellations or No-Shows will be subject to a $50 fee upon each occurrence, 
depending on circumstances and Management discretion.   
 
If the behavior is continued to an extent considered inappropriate or unmanageable by the therapist or 
management, the patient will be discharged from care at this facility and referred back to their Physician. 
 
By signing and dating this form, I acknowledge that I have read and understand the aforementioned 
procedures and policies of this facility and agree to these terms. I understand that a fee may be applicable 
for canceling or breaking an appointment according to set guidelines.    (Initials) 
 
********************************************************************************************* 

 

Acknowledgement of Receipt of  
NOTICE OF PRIVACY PRACTICES 

 
I hereby acknowledge that I received a copy of this Physical Therapy office’s NOTICE OF PRIVACY 
PRACTICES. I further acknowledge that a copy of the current notice will be in the reception area of this 
Physical Therapy office. If amended, I will be provided with a copy of the amended notice will also be 
available in the reception area updating the original. 
 
********************************************************************************************* 
 
 
Signed:      Print Name:        
 
Date:      Telephone:         
 
 
If not signed by patient please indicate: 
 
  Parent/guardian of minor patient 
 
  Guardian or conservator of an incompetent patient 
 
  Beneficiary or personal representative of a deceased patient 
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