
x- r..Y",zJ,9a,:;Client Demographic lnformatiolr roday's Date

Name Date of Birth
Phone Number:
Email:

Emergency Contact(Name and Phone)

occupation-

How did you hear about us? n Doctor tr Friend tr lnternet ! Other
How would you like to receive reminders about your appointment? tr Text tr Phone call n Email

Work status?
Dominant hand ! Right n Left ! Ambidextrous

Have you fallen in the last year? n Yes tr No lf yes, were you injured? ! Yes tr No describe
How much physical activity or exercise per week? E 30+ minutes 5rdays/week n 30+min 3-5 dayslwk
tr 30+min 1-3 days/wk n less than 30 minutes 1-3 dayslwk n not regularly exercising tr Other

What are your goals for physical therapy?
Do you have difficulty hearing? tr Yes tr No

Symptom Questionnaire
Do you have hearing aids? tr Yes n No

What problem or issue brings you here?
How and when did it start?
Did you have surgery? tr Yes tr No Date of surgery?
What tests have you had? ! X-ray nMRl tr CTscan tr EMG nBonescan trOther
What treatments have you had? tr Physical Therapy n Massage ! Chiropractic n Other

Mark or shade the locations of your pain on the
picture below

JV

Please describe your pain or chief Please describe the intensity
symptoms: (check all that apply) and pattern of symptoms:

tr Vertigo, room spinning
n Light headedness
n lmbalance
tr Ear pressure/pain
tr Motion intolerance
n H eadac hes/m igra ine
! Head injury/concussion
tr Tingling
tr Burning
tr Shooting
! Throbbing
! Dull pain / ache
tr Sharp pain

Symptoms are worse
! Morning
tr Afternoon
tr Night
D Constant

Activities/positions that increase sympt oms
Activitiesipositions that decrease symptoms_

Place marks on lines to indicate your level of pain/ symptoms
0= no pain/symptoms 5= symptoms cause you to stop activilies 10= must go to hospital

Please rate your CURRENT level of pain or symptoms on the line below

0 1 2 3 4 5 6 7 8 9 10
Please rate your BEST level of pain or symptoms on the line below

012345678910
Please rate your WORST level of pain or symptoms on the line below

Are you interested in learning about how a medically based fitness program can safely optimize your health?
trYestrNo

WhatdailyactivitieSareyouhavingdifficUltyperforming?

Procedure:

Symptoms are...
tr Getting better
tr Not changing
n Getting worse

012345678910
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Do you have a pacemaker? n Yes ! No Do you have high blood pressure? ! Yes tr No What is usual BP? _
Do you have anyjoint replacements or metal implants? tr Yes ! No Please list types and dates

Do you have a history of cancer or tumors? tr Yes tr No Please describe type and date:
Chemotherapy? tr Yes ! No Radiation ? tr Yes n No

Recent night pain or fevers/ sweats
Unintentional weight change
New rashes,/ psoriasis?

Depressed mood?
loint swelling?

CONDITION
Angina
Chest pain

Heart Attack
Cardiac Problems
Stroke/TlA
Blood clot
Asthma / Respiratory
Emphysema
Diabetes
Fibromyalgia

n Yes

! Yes

n Yes

tr Yes

n Yes

!No
nNo
!No
nNo
!No

Vision change or double vision tr Yes ! No
Shortness of breath? tr Yes n No
Sleep problems? E Yes E No
Anxiety? trYesDNo
Nausea, vomiting, bowel or bladder changes?

trYestrNo

History of tobacco use? ! Never ! Yes tr Quit E Current n Cigarette packs/day _n Cigar ! Pipe n Chew
Alcohol use? tr Yes ! No if Yes, drinks per week?_Number of caffeinated drinks per day?

Do you leak urine, even a small amount? tr Yes n No Do you have to rush to use the bathroom? tr Yes tr No
WOMEN: Currently pregnant? tr Yes n No Est. date of delivery_ Number of pregnancies? _
Number of vaginal deliveries? _ Number of C-sections? _Date of last menstrual period?
Hysterectomy?trYestrNoDate-Pelvicorqanprolapse?trYestrNoType

Medical History and Family History. lf you have ever had a listed condition in the past, please check it in the
PAST column. lf you are presently troubled by a particular condition, check it in the PRESENT column. lf you have a
family history of a condition, check it in the FAMILY column. The information you provide concerning past and
present conditions and diseases assists your doctor in more thoroughly understanding your state of health.
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CONDITION
Systemic Lupus
Rheumatoid Arthritis
Osteoarthritis
Osteoporosis
Peripheral neuropathy
HIV/AIDS
Hepatitis
lnfectious diseases
Epilepsy / seizures
Lower limb edema/swelling!

PAST
tr
tr
tr
tr
D
tr
tr
tr
tr

PRESENT
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Other Present or Past Medical Conditons

Hospitalization/Surgical Procedures (not described
elsewhere): Additional surgeries provide a list please
Type Date

Client Signature Date

Medications- For additional room provide a list
medications
Name Reason for taking Dosage



=-r 
FYZICAI

/'\ Therapy & Balance CentersPatient Name:
Today's Date:

Medicare Questionnaire
Medicare Beneficiaries Over age 65

1. Are you currently working full or part-time?

2. Are you married?
a. lf so, does your spouse work full or part-time?

b. lfyes, how many employees does your employer or spouse's
employer have?

3. Are you covered under an employer group health plan based

on your current employment, or current employment of a spouse?

4. Are you entitled to Black Lung Medical Benefits?
(i.e. As a result of working in a coal mine.)

5. Was this service for the treatment of a work-related injury?
5. Was this service for the treatment of an illness or injury which

resulted from an auto/other accident?
7. Are the service to be paid by a government program such as a

research grant?
8. Has the department of Veterans Affairs (DVA) authorized and

agreed to pay for care at this facility?

1. Have you had two or more falls in the past year?

2. Have you had any fall resulting in injury in the past year?

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No
No

No

No

Screening for Future Fall Risk
Medicare defines a fall as a sudden, unintentional change in position causing you to land at a lower level, on an object, the floor or

the ground, other than as a consequence of a sudden onset of paralysis, epileptic seizure or overwhelming external force.

Yes

Yes

No
No

Home Health
Have you received ANY Home Health Care in the last 60 days, this includes any provider physically

coming to your house to perform any service/s? Circle one.

YES

lF YES, provide last date of service:
NO

Name of Agency:

Patient Signature

_ Patient Discharged on

at

FYZICAL Staff Signatu re
For ottice use only

_ Called Home Health Agency to confirm Discharge Date.

Spoke to

Yes _ No_

No

Telephone Number:
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Please Read and lnitial

I consent to evaluation and treatment by FYZICAL Therapy and Balance Centers and
realize that I have the right to refuse any procedure after having the risks and beneflts explained to
me.

responsible for any charges not reimbursed or contractually adjusted by your insurance
company. Should your claims not process as you expected or should you have any questions
regarding your insurance plan benefits, Please contact your insurance company directly.

I authorize the release of information acquired in the course of my treatmenl including
by not limited to medical records, electronic media, and oral communications, to my insurance
company representatives, employer, primary care physician, referring physician, other third party
payers and/or the following (i.e spouse, family member, friend:

I authorize phone, e-mail, and/or text messages regarding my treatment and

I have received and/or been offered a copy of this facility's Notice of information/
Privacy Practices has been provided to me

Medicare beneficiaries have an annual cap for combine therapy services including
Physical, Occupational, and Speech Therapies.

Should a patient account become 60 days past due the account will be placed with a
collection agency and a $35.00 collection fee will be charged

I hereby assign to FYZICAL Therapy and Balance Centers all payment for medical
services rendered to myself or my dependants. I understand I am responsible for any amount not
covered by my insurance.

I understand I will be charged a fee of 925,00 for cancelled or missed
appointments without 24 hour notice. Payment must be rendered prior to next scheduled visit.

Patient Signature Today's Date

Patient Legal Representative Today's Date

Patient Acknowledoement Form

The filling of insurance claims is a courtesy that we extend to our patients. You will be

appointments to be left with persons or machines at the phone numbers provided.

A $35.00 charge will be charged for any returned checks.
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Your Information.
Your Rights.
Our Responsibilities.

This notice describes how medical information about you
may be used and disclosed as well as how you can get
access to this information. Please review it carefully.

Your Rights
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Your Choices

Our Uses and
Disclosures

You have the right to:
. Get a copy ofyour paper or electronic medical record
. Correct your paper or electronic medical record
. Requestconfidentialcommunication
. Ask us to limit the information we share
. Get a list of those with whom we've shared your information
. Get a copy ofthis privacy notice
. Choose someone to act for you
. File a complainl if you believe your privacy rights have been

violated

You have some choices in the way that we use and share
information as we:

. Tell family and friends about your condition

. Provide disaster relief

. Provide mental health care

. Market our services

We may use and share your information as we:
. Treat you
. Run our organization
. Bill for your services
. Help with public health and safety issues
. Comply with the law
. Work with a medical examiner or funeral director
. Address workers' compensation, Iaw enforcement, and other

governmental requests
. Respond to lawsuits and legal actions


