ACTION POTENTIAL		□ Floyd Saltzman, III, PT            □ J. Trent Landry, PT, DPT	
FYZICAL THERAPY 		□ Kourtney Ellis, PT, DPT          □ Lauren Grant, PT, DPT
and BALANCE CENTER	□ Kimberly Vaussine, PT, DPT   □ Jared Amiot, PT, DPT
					                       □  Brandon Soileau, PT, DPT   
            **Are you currently receiving any Home Health services?     □  Yes   □  No
Patient Name: __________________________________________________Date of Birth:_______________________
                         (Last)                                             (First)                                        (MI)

Address:__________________________________________________________________________________________
                (Street)                                                                            (City)                                                 (State)                        (Zip Code)


Home Phone: __________________    Cell Phone: ___________________      Work Phone: _______________________
Email:  ________________________________________________________  Cell Phone Carrier:   ________________
Social Security #:________________________ 						 □ Male 	 □ Female 
 □ Married 	 □ Single 	 □ Divorced 	 □ Separated 	 □ Widowed
Referring physician:______________________________ Family Physician:____________________________________
Employer:_________________________________   Employer Address:  ______________________________________ 
                     (Name/Company)                             

Employment Status:  □ Full Time   □  Part Time   □  Retired   □  Unemployed     
Student Status:	 □  Non-Student     □  Full Time Student     □  Part Time Student   School: _________________________
Emergency Contact: Name__________________________  Phone _______________  Relationship:  ________________           
                        
Reason for Visit:_____________________________________    Date problem began: ___________________________
Is visit related to: □ Work  □ Auto  □ School  □  Other    Date of Accident or Condition began:______________________ 
Do you have an attorney relating to this injury?  □ Yes  □  No    If yes, whom? __________________________________ 
At the time of injury, were you treated in an Emergency Room?  □  Yes   □  NoHave you ever been diagnosed with any of the following?
□  Cancer                □ Heart Disease/Problems
□  Diabetes             □  Kidney/Urinary Tract
□  Seizures              □  High Blood Pressure
□  AIDS                  □  Tuberculosis
Are you pregnant? 
 □  Yes   □  No   □  Possibly could be
 



If yes, what Hospital? ____________________________________________
Have you ever had the same or similar symptoms?   □  Yes   □  No
Have you received physical therapy for this condition?   □  Yes   □  No
If yes, at which Facility?  __________________________________________
How did you hear about our facility?  ________________________________
I, _______________________________, authorize Action Potential Physical Therapy. to release all medical records to my insurance company, attorney, referring physician, rehabilitation nurse or worker’s compensation insurance. I hereby authorize and request my insurance company to pay directly to Action Potential Physical Therapy the amounts due on my claim for services rendered to me or my dependent.  I further agree that I am responsible for any balance in excess of what is contracted by my plan.  I understand that I am responsible for any amounts not covered by my plan.  I understand that Action Potential Physical Therapy  will disclose information to my insurance company to verify benefits, pre-certify procedures, and obtain payment on my behalf.  I agree to set up monthly payments with the office manager on my account, if necessary.
					_________________________________________________________________________					Signature of Patient or Legal Guardian  (If patient is a Minor.)                  Date
