
 

 

Patient Information (confidential) 

First Name ______________________ Middle _______ Last Name _______________________ 

Date of Birth _______________ Email ______________________________________________ 

Social Security Number _________________________________ 

Address ___________________________________________ City _______________________  

State ______ Zip Code ____________ 

Home Phone ___________________ Cell __________________ Work ____________________ 

Employer __________________________________________________ 

Emergency Contact ______________________ Phone _______________ Relation __________ 

Primary Care Physician _______________________________ Phone _____________________ 

How were your referred? 

_______________________________________________________________ 

What is your primary complaint today? 

______________________________________________________________________________ 

IS THIS A WORKERS COMPENSATION CASE? YES / NO 

IS THIS PERSONAL INJURY? YES / NO 

Insurance Information 

Name of Insured _________________________________ Date of Birth____________________ 

Relation to Patient _____________________ 

Ins Company _____________________________ Patient ID # __________________________ 

Provider Services phone number (back of card) _______________________________________ 

 



Patient History 

 

Name ___________________________________ DOB _________________ Date __________ 

Primary Complaint Location:  

___Head  ___Neck  ___Shoulder  ___Arm  
___Mid Back ___Lower Back  ___Buttock  
___Leg   Other:_______________ 
 
History of Present Illness: 

Date of onset: __________  

Work Related:  YES / NO 

What caused the onset?__________________ 
 
Is your condition:  __Constant  __Intermittent  
__Frequent  __Occasional __Changing 
 
Have you had a similar episode before?   
YES / NO 
 
Since the date of onset has your condition: 
__Improved  __Worsened  __Not changed 
 
How would you rate your pain right now? 
(please circle) 
None  0  1  2  3  4  5  6  7  8  9  10 
 
How do the following affect your condition? 

 
 Worse /Better /No Change 
Cough/Sneeze  ____       ____       ____       
Sitting  ____       ____       ____ 
Standing (rising)  ____       ____       ____ 
Walking/Running  ____       ____       ____ 
Up/Down stairs  ____       ____       ____ 
Bending fwd/back  ____       ____       ____ 
Twisting  ____       ____       ____ 
Lifting  ____       ____       ____ 
Reaching/Grasping  ____       ____       ____ 
Lying on back  ____       ____       ____ 
Lying on stomach  ____       ____       ____ 
Lying on side R/L  ____       ____       ____ 
Rolling over in bed  ____       ____       ____ 
Looking down  ____       ____       ____ 
Looking up  ____       ____       ____ 
Turning head R/L  ____       ____       ____ 
Warmth/Cold  ____       ____       ____ 
 
 

How would you best describe your pain/symptom? (please circle) 

Sharp Stabbing Aching  Pins & Needles Shooting Other:____________ 
Dull Burning Stinging Numbness  Tight  _________________ 
 

 

Prior treatment for your condition 

 

Circle all that apply: 

Anti-inflammatory (NSAIDS) 

Steroids / injections / Surgery 

PT / Chiropractic 

MRI / Xray / CT Scan / Blood Work  

Does your condition wake you from 

sleep?  YES /  NO 



Patient History 

 

Name __________________________________ DOB_________________ Date ___________ 

Review of Systems: (Please check symptoms you are experiencing related to your primary complaint) 

Constitutional:             __Weight change  __Fever  __Chills  __Night sweats  __Weakness/Fatigue 

Eyes:              __Vision problem  __Pain  __Discharge 

Ears, Mouth and         __Hearing problem  __Ringing  __Pain  __Discharge  __Bleeding 

Throat:                        __Difficulty swallowing  __Sore throat  __Change in taste 

Skin:                  __Rash  __Itching  __Hair changes  _Nail changes 

Neurologic:                 __Headaches  __Dizziness  __Fainting  __Convulsions 

Gastrointestinal:          __Appetite change  __Stomach pain  __Vomiting  __Diarrhea  

           __Constipation  

Genitourinary:             __Frequent urination  __Painful urination  __Incontinence 

Cardiovascular:           __Chest pain  __Palpitations  __Difficulty breathing  __Coughing 

              __Wheezing  __Blue extremities  __Swollen extremities 

Psychosocial:              __Anxiety issues  __Depression  __Moods  __Memory 

Breasts (Female only): __Masses  __Pain  __Discharge 

Infection (recent):       __Urinary tract  __Respiratory  __Skin  __Other_________________ 

 

 

Family Medical History: 
Has anyone in your family (Parents, Siblings) experienced any off the following? (M,F,B,S) 

__Heart Disease  __Cancer  __Stroke  __Diabetes  __Arthritis  __High Blood Pressure 

__Muscle Disease  __Fibromyalgia  __Auto-Immune  __Alzheimer’s/Dementia  __Asthma 

Other:___________________________________________________________________ 

 

Living Parents?         Mother   YES / NO - Died at age ____ Due to _______________ 

                       Father     YES / NO - Died at age ____ Due to _______________ 

Past Medical History: 
(Please check any condition that applies to you) 

__Heart Disease  __Cancer  __Stroke  __Diabetes  __Arthritis  __High Blood Pressure 

__Alcoholism  __Kidney Disease  __Seizures  __Lung Disease  __Thyroid disease  __Ulcers 

__Glaucoma  __Tuberculosis  __AIDS/HIV  __Hepatitis  __Diverticulitis  __Anemia  __Pacemaker 

__Joint Replacement  __Blood Thinners  __Depression/Anxiety  __Osteoporosis/Osteopenia 

Other_____________________________________________________________________ 

 

Surgeries/Hospitalizations:  Injuries/Fractures/Dislocations (please list all that apply): 

_________________________ Year:______         _________________________ Year:______ 

_________________________ Year:______         _________________________ Year:______ 

 

Please list ALL of the medications/supplements you are currently taking: 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

Drug or Other Allergies:  YES / NO  if YES, please list:______________________________________ 

 

Do you have a pacemaker?  YES / NO               Are you Pregnant? YES  NO  N/A 

                                                                             Do you think you  may be pregnant?  YES / No 

 



Patient History 

 

 

Name __________________________________ DOB ___________________ Date ________ 

 

Current Work Status: 

Employer_____________________________ Job Title_____________________________ 

Regular or Modified Duty?   Primary work activity (circle all that apply): LIFTING / SITTING 

STANDING / WALKING / DRIVING / COMPUTER 

 

Lifestyle Habits: 

Tobacco:__________(# of cigarettes/day) Caffeine Beverages: __________(#/day) 

How many years?__________ Glasses of Water:_________(#/day) 

Recreational Drugs:__________   Sleep__________(hours/day) 

 How long?____________ 

Alcohol:__________(#drinks/week) 

 

Frequency of Exercise (circle): NEVER / WEEEKLY/ DAILY 

Do you engage in 30 min of moderate physical activity a minimum of 4 days a week?  Y / N 

What form of exercise to you prefer?___________________________ 

Has your condition prevented you from exercising? Y / N 

 

Do you play a sport? Y / N   What sport?________________ 

What position? ________________  How long have you played?________________  

Have you been injured playing? Y / N      Type of injury: ________________  

Have you ever had a concussion? Y / N When? ________________ 

 

What do you want to achieve from having therapy? (please check all that apply) 

__Improve home activities 

__Improve mobility/walking activities 

__Improve leisure/sports activities 

__Decrease or eliminate pain/discomfort 

__Improve self-care activities 

__Return to work:  __Current Job __Other job 

 

GOALS:      

List the FOUR activities of daily living that are impeded by your pain, and which you MOST 

DEARLY would want restored. 

1____________________________________ 

2____________________________________ 

3____________________________________ 

4____________________________________ 

 

 

_________________________________  _________________________________ 

Signature of Patient or Representative             Relationship to Patient (if other than self) 

 



 

INFORMED CONSENT FOR PHYSICAL THERAPY SERVICES 

 

 

 

Physical therapy services are patient care services that are provided in order to manage a 

wide variety of conditions.  Services are provided to individual of all ages regardless of gender, 

color, ethnicity, creed, national origin, or disability. 

The purpose of physical therapy is to treat disease, injury and disability by extermination, 

evaluation, diagnosis, prognosis and intervention by use of rehabilitative procedures, 

mobilization, massage, exercises, and physical agents to aid the patient in achieving their 

maximum potential within their capabilities and to accelerate convalescence and reduce the 

length of functional recovery.  All procedures will be thoroughly explained to you before you are 

asked to perform them. 

Response to physical therapy intervention varies from person to person; hence, it is not 

possible to accurately predict your response to specific modality procedure, or exercise protocol.  

United Physical Therapy does not guarantee what your reaction will be to specific treatment, nor 

does it guarantee that the treatment will help resolve the condition that you are seeking treatment 

for.  Furthermore, there is a possibility that the physical therapy treatment may result in 

aggravation of existing symptoms and may cause pain or injury. 

It is your right to decline any part of your treatment at any time before or during 

treatment, should you feel any discomfort or pain or have other unresolved concerns.  It is your 

right to ask your therapist about the treatment they have planned based on your individual 

history, diagnosis, symptoms, and examination results. Consequently, it is your right to discuss 

the potential risks and benefits involved in your treatment. 

I have read this consent form and understand the risks involved in physical therapy 

and agree to fully cooperate, participate in all physical therapy procedures, and comply 

with the established plan of care.  I authorize the release of my medical information to 

appropriate third parties. 

 

 

_______________________________________    ___________________________ 

Printed Name of Patient       Date 

 

 

_______________________________________         ___________________________ 

Signature of Patient or Representative     Relationship (if other than self) 

 

 

 

 



 

HIPAA Patient Consent Form 

 

We are required by the Health Insurance Portability and Accountability act of 1996 

(HIPAA) to maintain the privacy or your protected health information (PHI) and to provide you 

with a Notice of Privacy Practices.  Our Notice of Privacy Practices provides information about 

how we may use and disclose your PHI.  You have the right to review our Notice of Privacy 

Practices before signing this consent and you are encouraged to do so. 

 By signing this form, I consent to the use and disclosure to third parties of my PHI by my 

physical therapist for the purpose of analyzing, diagnosing or providing treatment to you, 

obtaining payment for my healthcare bills or to conduct healthcare operations of my physical 

therapist.  I understand that analysis, diagnosis or treatment of me by the physical therapist may 

be conditioned upon my consent as evidenced by signature below. 

 I understand I have the right to request a restriction as to how my protected health 

information is used or disclosed to carry out treatment, payment or healthcare operations of the 

practice.  Physical therapists are now required to agree to the restrictions that I may request.  

However, if the physical therapist agrees to a restriction that I request, the restriction is binding 

on  physical therapy services.  I have the right to revoke this consent, in writing, at any time, 

except to the extent the physical therapist has taken action in reliance on this consent. 

 My “protected health information” means health information, including my demographic 

information, collected from me and created or received by my physician, and other healthcare 

provider, a health plan, my employer or a healthcare clearinghouse.  This protected health 

information relates to my past, present or future physical or mental health or condition and 

identifies me, or there is a reasonable basis to believe the information may identify me. 

 I understand that I have a right to review the Notice of Privacy Practices of physical 

therapy  prior to signing this document.  The Notice of Privacy Practices describes the types of 

uses and disclosures of my protected health information that will occur in my treatment, payment 

of my bills or in the performance of healthcare operations of the physical therapist. 

 The physical therapist reserves the right to change the privacy practices that are described 

in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by calling 

the office of my physical therapist and requesting a revised copy be sent in the mail or asking for 

one at the time of my next appointment. 

 

_________________________________  ____________________________ 

Printed Name of Patient    Date  

 

_________________________________               ____________________________ 

Signature of Patient or Representative              Relationship (if other than self) 

 

 

 



Financial Agreement 
 

 
I, _________________________________, agree to the following terms set forth upon this page: 

                       (print name) 

 

 I accept full financial responsibility for all goods and services rendered at United Physical 

Therapy  

 I understand that my health insurance may be used as a method of payment which may cover my 

entire bill or just a portion of it. I understand that I am responsible for whatever portion of my bill  

my insurance won’t cover. 

 If I have a deductible which is not met, I will be required to submit a down payment. I will submit 

this down payment toward my deductible, a copayment, or payment in full for the visit at the time 

of service. 

 I understand that if I am not prepared to render the necessary payment at the time of service, I 

will not be seen by the doctor.  

 I understand that it is my responsibility to pay for any bill which gets denied by my insurance 

within 90 days of the denial. I understand that I will only receive three monthly statements before 

my account is put into collections. 

 I accept financial responsibility for any legal fees or collection costs as well as interest charged in 

the event that my account becomes delinquent. 

 I agree to release any information necessary to determine liability for payment and to obtain 

reimbursement on any claim. 

 I acknowledge that I may be subject to a NO SHOW FEE or Cancellation of Appointment 

(less than 24hrs) of $50 as well as a $25 fee for bounced or returned checks. ____ (initial here) 
  

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS: 

In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance and/or employee 

health care benefits coverage with the above captioned, and hereby assign and convey directly to United Physical 

Therapy all medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services rendered 

from such doctor and clinic.  I understand that I am financially responsible for all charges regardless of any 

applicable insurance or benefit payments. I hereby authorize the doctor to release all medical information necessary 

to process this claim. I authorize the use of this signature on all my insurance and/or employee health benefits claim 

submission. 

I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under any 

applicable insurance policies and/or employee health care plan any claim, choice in action, or other right I may have 

to such insurance and/or employee health care benefits coverage under any applicable insurance policies and/or 

employee health care plan with respect to medical expenses incurred as a result of the medical services I received 

from the above named doctor and clinic and to the extent permissible under the law to claim such medical benefits, 

insurance reimbursement and any applicable remedies. Further, in response to any reasonable request for 

cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and clinic to pursue 

such claim, choice in action or right against my insurers and/or employee health care plan, including if necessary, 

bring suit with such doctor and clinic against such insurers and/or employee health care plan in my name but at such 

doctor and clinics expenses. 

 

This agreement will remain in effect until revoked by me in writing. A photocopy of this 

agreement is to be considered as valid as the original. I have read and fully understand this agreement.  
 
 

___________________________________________            _____________________________           

Signature of Patient or Representative                                  Date 

 

___________________________________________ 

Relationship to Patient (if other than self) 

 



 

 
DRY NEEDLING CONSENT AND INFORMATION FORM 

 

Dry Needling involves inserting a tiny monofilament needle in a muscle or muscles in order to 

release shortened bands of muscles and decrease trigger point activity.  This can help resolve 

pain and muscle tension, and will promote healing.  This is not traditional Chinese Acupuncture, 

but is instead a medical treatment that relies on a medical diagnosis to be effective. TDN is a 

valuable and effective treatment for musculoskeletal pain.  Like any treatment, there are possible 

complications.  While complications are rare in occurrence, they are real and must be considered 

prior to giving consent for treatment. 

Risks:  The most serious risk with Dry Needling is accidental puncture of a lung (pneumothorax) 

when performed in a lung field.  If this were to occur, it may likely require a chest x-ray and no 

further treatment.  The symptoms of shortness of breath may last for several days to weeks.  A 

more severe puncture can require hospitalization and re-inflation of the lung.  This is a rare 

complication, and in skilled hands it should not be a major concern.  Other risks include injury to 

a blood vessel causing a bruise, infection and/or nerve injury.  Bruising is a common occurrence 

and should not be a concern.  

Patient Consent:  I understand that no guarantee or assurance has been made as to the results of 

this procedure and that it may not cure my condition.  My therapist has also discussed with me 

the probability of success of this procedure as well as the probability of serious side effects.  

Multiple treatment sessions may be required/needed; thus, this consent will cover this treatment 

as well as consecutive treatments by United Physical Therapy.  I have read and fully understand 

this consent form and understand that I should not sign this form until all items, including my 

questions, have been explained or answered to my satisfaction.  With my signature, I hereby 

consent to the performance of this procedure.  I also consent to any measures necessary to 

correct complications which may result.  

Please answer the following questions:                                                                  YES    /   NO                                             

1. Are you pregnant or think you may become pregnant?                                  _____     _____     

2. Do you have a pacemaker or other electrical implants?                  _____     _____              

3. Are you currently taking anticoagulants (ex: Aspirin, blood thinners)?         _____     _____              

4. Are you currently taking antibiotics for an infection?                           _____     _____    

5. Do you have a damaged heart valve or other risk of infection?                      _____     _____              

6. Do you suffer from metal allergies?                 _____     _____ 

7. Are you a diabetic or do you suffer from impaired wound healing?               _____     _____ 

8. Do you have Hepatitis B, C, HIV, or any other infectious disease?                _____     _____ 

DO NOT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNDERSTAND THIS FORM. 

You have the right to withdraw consent for this procedure at any time before it is performed. 

 

_________________________________________           ________________________________________  

Printed name of Patient or Representative            Date 

 

______________________________________          _____________________________________ 

Signature of Patient or Representative                                Relationship to Patient (if other than self) 

 



 

 
 

AUTHORIZATION FORM FOR CARD ON FILE 

 

 

INFORMATION TO BE FILLED OUT BY CARDHOLDER 

 

 

Name of Patient:_____________________________________ 

 

Cardholder Name (as shown on card): ____________________________________ 

 

Expiration Date (mm/yy): _____________ CCV____ 

 

Billing Zip Code: _____________ 

 

Type of Credit Card:     ____ Mastercard        ____ Visa        ____ Discover        ____ Amex 

 

Please write card number in box: 

 

 

 

 

 

 

I authorize United Physical Therapy to process the above credit card as “Card on File.” I 

understand this authorization will remain in effect until the expiration of the credit card account 

and that this information will be saved to my file for future transactions on my account.  Patient 

may also revoke this form by submitting a written request to the medical practice. 

 

I authorize United Physical Therapy to charge my card on file accordingly for any charges 

incurred from services rendered at this facility.  Charges may include but are not limited to:  

outstanding balances, co-pays, co-ins, no show/cancellation fees and any leftover balance from 

my insurance. 

 

 

  

_____________________________________          ________________________________ 



 Cardholder Signature                 Date 

 

 


