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PATIENT INTAKE FORM
PLEASE FILL OUT COMPLETELY AND CLEARLY

Patient Information:

Date:

Patient’s Legal Name:

First Middle Initial Last

Sex:[ ] Male [ ] Female

SSN: Date of Birth:

Mailing Address: City: State:

Zip Code: Home Phone Number: Cell#:

Work #: Email:

Marital Status: Single.~~ Married_ Divorced  Windowed___ Domestic Partner__
Employer’s Name: Occupation:

Physicians Name: Diagnosis:

Injury (Circle One): Employment / Auto/ Other Date of Injury:

Allergies or Medical Precautions:

Emergency Contact: Phone #:

Insurance Information — Provide Copies of Card(s) (if applicable):

Primary Insurance: Policy #:

Secondary Insurance (if any): Policy #:

Primary Insured Name: Relationship to patient:
Primary Insured DOB: Primary Insured SSN:

Primary Insured Mailing Address (if different from the above):

City: State: Zip Code:

Patient Signature: Date:
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Consent for Treatment

While | am here, | permit the clinicians to treat me in ways they judge are beneficial to me. | understand the clinician will
explain to me the nature of my condition their recommended treatment.

X X

Signature of Client/Patient Date
Assignment of Benefits

| hereby authorize Dynamic Physical Therapy to release all information necessary to secure payment. | assign all benefits
for unpaid services to which | am entitled to Dynamic Physical Therapy. This assignment will remain in effect until
revoked by me in writing.

X X

Signature of Client/Patient Date
Privacy Practice Acknowledgement (HIPAA)

| have received the Notice of Privacy Practices and | have been provided an opportunity to review it. | understand that if
my care is due to a work related injury; my records will be released to the case manager, worker’s compensation
insurance carrier, employer at the time of injury and referring doctor. If this not work related my records will only be
released to my own insurance company and the referring doctor. Any other persons you wish for us to release
information to must be requested by you in writing on an approved form.

Additional comments/restrictions on the use and disclosure of my protected health information:

| give consent to release and/or leave a message regarding appointments, treatment or other
information as necessary on answering machine at home, voicemail on cell phone or at work, or with
relationship:

I do not consent to messages containing protected information being left. Please contact me directly at (
) i,

Additional Comments:

X X

Signature of Client/Patient Date
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Client Health Questionnaire
Name Age Date of Birth / /

Please describe your current complaint or limitation:

Please describe how and when your problem began:

List tests or other interventions for this condition that you have had:

Have you had other physical therapy this year? CINO OYES - If yes, how many sessions?

Did you have surgery for this issue? ONo  OYes Date | Procedure:

Please describe the nature of your symptoms (check all that apply): Please mark locations of pain on the picture
Dizziness/Imbalance: Pelvic Health: Pain Description:
O Spinning/vertigo O Leaking urine O Sharp Pain
O Lightheadedness O Bladder urgency O Dull (Pain) Ache
O Imbalance O Leaking bowel O Throbbing
O Feeling “off’ O Pain in pelvic region O Numbness
O Motion intolerant O Shooting
O Migraine/Headaches Symptom Frequency: O Burning
O Ear Pressure/Pain O Constant (76 — 100%) O Tingling
O Ringingin ears O Frequent (51 -75%)
O Changes in hearing O Occasional (26 — 50%)
O Head Injury/Concussion | OO  Intermittent (25% - or less)

Level of symptoms at worst from 0 (No symptoms) to 10 (Unbearable symptoms) ___
Level of symptoms at best from 0 (No symptoms) to 10 (Unbearable symptoms)

Activities or positions that increase symptoms:
Activities or positions that decrease symptoms:

Occupation

Check box if past or present condition: Present: Weight Height ft in.

CINeuropathy OParkinson’s Have you fallen in the last year? CONO [OIYES - If yes, how many?
OMultiple Sclerosis OAcoustic Neuroma Medication: (Name/Dosage/Frequency/Route Administered)
OConcussion OMigraine History

OAnxiety/Panic Disorder ~ CIHigh Blood Pressure

OHeart Attack OStroke

CIDiabetes OArthritis

OFibromyalgia OOHIV/AIDS

CHepatitis OEpilepsy/Seizures **If you need additional room for medications please bring a separate
OSystemic Lupus OLymes document on your next visit

OTumor (specify) Hospitalization/Surgical Procedures (list if not described elsewhere):
OCancer (specify)

OTobacco use: Packs/day:

ODrug/Alcohol (Circle): Social  Dependent

OOther

OPregnancy (circle): Current Past Do you have a Pace Maker: CINO OOYES

OC-section

Olncontinence

Over the past 2 weeks, how often have you been
bothered by any of the following problems?

1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed or hopeless 0 1 2 3

Not At All Several Days | More Than Half the Days | Nearly Every Day
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Dizziness and/or Imbalance Questionnaire (DHI)

Instructions: The purpose of this scale is to identify difficulties that you may be experiencing because of your
dizziness/imbalance. Please check “always”, or “no” or “sometimes” to each question. Answer each question only as it
pertains to your dizziness/imbalance problem.

Question Always Sometimes
P1 Does looking up increase your problem?
E2 Because of your problem, do you feel frustrated?
M Because of your problem, do you restrict your travel for business or
pleasure?
P4 Does walking down the aisle of a supermarket increase your
problem?
F5 Because of your problem, do you have difficulty getting into or out
of bed?
Does your problem significantly restrict your participation in social
F6 activities, such as going out to dinner, going to movies, dancing or to
parties?

F7 Because of your problem, do you have difficulty reading?

Does performing more ambitious activities like sports, dancing, and
F8 household chores, such as sweeping or putting dishes away; increase
your problem?

Because of your problem, are you afraid to leave your home without

E9 .
having someone accompany you?

Because of your problem, have you been embarrassed in front of

E10 others?

P11 | Do quick movements of your head increase your problem?

F12 | Because of your problem, do you avoid heights?

P13 | Does turning over in bed increase your problem?

Because of your problem, is it difficult for you to do strenuous

Fl4 housework or yard work?

E15 Because of your problem, are you afraid people may think that you
are intoxicated?

Fl16 Because of your problem, is it difficult for you to go for a walk by

yourself?

P17 | Does walking down a sidewalk increase your problem?

E18 | Because of your problem, is it difficult for you to concentrate?

Because of your problem, is it difficult for you to walk around your
F19 .
house in the dark?

E20 | Because of your problem, are you afraid to stay home alone?

E21 | Because of your problem, do you feel handicapped?

Has your problem placed stress on your relationship with members
E22 ) .
of your family or friends?

E23 | Because of your problem, are you depressed?

Does your problem interfere with your job or household
F24 S
responsibilities?

OooooOooooo oo oOoOooo o oongo|ojo|ooa
OooooOooooo oo oOoOooo o oongo|ojo|ooa
(o A o I P2

P25 | Does bending over increase your problem?
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Cancellation and No Show Policy

Dear Patient:

We strive to meet and exceed expectations of all our patients and we are dedicated to rendering excellent physical therapy
care to you and the rest of our patients. In order to meet the needs of all of our patients, we are implementing a
cancellation and no-show policy. This policy enables us to better utilize available appointments for our patients.

Physical therapy does not function the same as a primary care office. We only provide one on one care and only schedule
a maximum of twelve patients per therapist per day to give you the best quality individualized care. If you are not here,
we are unable to see another patient.

We understand situations arise in which you must cancel your appointment. It is therefore requested that if you must
cancel your appointment, you provide at a minimum 24 hours’ notice. When sufficient notice is not given to reschedule
your appointment, it does not give enough time to contact another patient who could come to the clinic during your
assigned time. This results in patients not getting the care they need, when they need it.

We remind you of your appointment two business days prior to your appointment via phone reminder and via email (when
email is provided).

Patients who do not show up for their appointment without a call to cancel an office appointment will be considered a NO
SHOW. Patients will be subject to a $20.00 fee for not showing to an appointment. Patients who no-show two (2) or more
times in a 12 month period, may not be recalled.

An office appointment is defined as a cancellation with less than 24 hours notification. A cancellation reason is
determined by the office. Cancellation accruals of three (3) appointments will result in a $20.00 fee.

NOTE: THESE FEES ARE NOT COVERED BY YOUR INSURNACE COMPANY AND ARE THE SOLE
RESPONSIBILITY OF THE PATIENT AND MUST BE PAID IN FULL BEFORE NEXT APPOINTMENT.

We want the best for our patients and believe a good provider/patient relationship is based on communication.

Please sign that you have read and understand this No Show and Cancellation policy.

Patient Name (Please Print) Date of Birth

Signature of Patient or Patient Representative Date Signed



