
 

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:_____________________________ 
 
Referring Provider:________________________ Diagnosis:______________________________ 
 
Primary Care Physician:________________________________________________________________ 
 
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:____________________ 

 

 



 
Consent for Treatment 

While I am here, I permit the clinicians to treat me in ways they judge are beneficial to me. I understand the clinician will 

explain to me the nature of my condition their recommended treatment. (What does this mean? Signing this means the therapist 

can treat you.) 

X_____________________________________    X__________________ 

Signature of Client/Patient      Date 

Assignment of Benefits 

I hereby authorize Dynamic Physical Therapy to release all medical records information necessary to my insurance on file 

to effectively bill my insurance. If I have a copay, deductible, or coinsurance after insurance, I give Dynamic Physical 

Therapy to bill me the remainder.  (What does this mean? Signing this means we can bill your insurance and call your insurance to 

advocate for you to get them to pay for your care.) 

 

X_____________________________________    X__________________ 

Signature of Client/Patient      Date 

Privacy Practice Acknowledgement (HIPAA) 

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it. I 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. (What does this mean? Signing this means we will NOT 

share your personal information to anyone unless you specifically put their name on the line below.) 

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

_________ I 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 (      

)_______-_____________.  

Additional Comments: ________________________________________________________________________ 

X____________________________________    X__________________ 

Signature of Client/Patient      Date 

 

 

 



 
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 

 

 



 
INFORMED CONSENT FOR PELVIC FLOOR EVALUATION AND TREATMENT 

 

I acknowledge and understand that I have been referred to a pelvic health therapist for an evaluation and treatment of 
pelvic floor dysfunction and related impairments of the pelvic girdle. I understand that to evaluate my condition it may be 
necessary, initially and periodically, to have my therapist(s) or their trained assistant(s) to perform an internal pelvic floor 
muscle and pelvic girdle examination. This examination will include, but is not limited to assessment of skin condition, 
reflexes, muscle tone, length, strength, and endurance, scar mobility, and function of the pelvic floor region. It may be 
necessary to perform an internal pelvic floor evaluation by inserting a gloved finger(s) into the perineal region including the 
vagina and/or rectum. 

Treatment of the pelvic floor region and/or pelvic girdle may include, but is not limited to the following: observation, 
palpation, use of vaginal weights and other tools, vaginal and/or rectal sensors for biofeedback and/or electrical 
stimulation, heat, ice/cryotherapy, stretching and strengthening exercises, soft tissue and/or joint mobilization and 
education instruction. 

I understand that I will have the opportunity to give/revoke my consent at each treatment session. Verbal consent will 
continuously be obtained throughout each session and I am always in control of my own body and what is performed 
during sessions at physical therapy. I understand that I may request further patient education at any time during my 
therapy plan of care. 

I understand that I have the option to have a second person in the room for the pelvic floor evaluation and treatment (as 
described above). The second person present, besides myself and the treating/evaluating therapist, can be a friend, 
family member, or clinic staff member. Please indicate your preference with your initial below: 

___ YES I want a second person present during the pelvic floor evaluation and treatment. 

___ NO I do not want a second person present during the pelvic floor evaluation and treatment. 

___ I would like to discuss my options with my treating therapist prior to consenting. 

Potential Risks: I acknowledge that a full pelvic floor evaluation and/or pelvic floor treatment may increase my current 
level of pain or discomfort, or an aggravation of my existing injury/symptoms. This discomfort is usually temporary. If it 
does not subside in 1-3 days, I agree to contact my therapist and/or physician. 

Potential Benefits: A full pelvic floor evaluation and/or pelvic floor treatment may improve my symptoms and increase my 
ability to perform my daily activities. I may experience increased strength, awareness, flexibility, and endurance of my 
pelvic girdle muscles. I may experience decreased pain and discomfort. I should gain a greater knowledge about 
managing my condition/impairments and will be more aware of the resources available to me. 

No Warranty: I understand that the therapist(s) cannot make any promises or guarantees regarding a cure for 
improvement of my condition. I understand that my therapist(s) will share their opinion with me regarding potential results 
of physical therapy and will discuss all treatment options before I consent to treatment based on subjective and objective 
examination findings. 

I have informed my therapist(s) of any condition** that would limit my ability to have an evaluation or treatment performed 
to the perineal/pelvic region including internal palpation of the vagina and/or rectum. I hereby request and consent to the 
evaluation and treatment to be provided. 

By signing below, I agree that I have read and understand the INFORMED CONSENT FOR PELVIC FLOOR 
EVALUATION AND TREATMENT, and that I consent to the evaluation and treatment of my pelvic floor/pelvic girdle. 
Below I will list any concerns, requests, or stipulations necessary to proceed with evaluation and/or treatment that I have 
consented to: 

Patient Signature ________________________________________________________ Date ________________ 

**If you are or may be pregnant, have an infection within or near the pelvic region, have an IUD or other implants, have a 
sexually communicable disease, are less than 6 weeks postpartum or post-surgery, have severe pelvic pain, sensitivity or 
allergies to lubricant, vaginal creams or latex, please inform the therapist(s) prior to the pelvic floor evaluation and treatment 
session. 



 
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?   NO     YES - If yes, how many sessions? _______________________________ 

Did you have surgery for this issue? No  Yes  Date ____/____/____ Procedure:_____________________________________ 

Please describe the nature of your symptoms (check all that apply):     Please mark locations of pain on the picture  

 

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 ___________________________________________  
 

Present: Weight ______ Height _____ft _____in. 
Have you fallen in the last year?   NO   YES - If yes, how many? ______  

Medication: (Name/Dosage/Frequency/Route Administered)  
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
**If you need additional room for medications please bring a separate 
document on your next visit  

Hospitalization/Surgical Procedures (list if not described elsewhere):  
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
Do you have a Pace Maker: NO YES  
 

 
 

Dizziness/Imbalance: 
 Spinning/vertigo 
 Lightheadedness 
 Imbalance 
 Feeling “off” 
 Motion intolerant 
 Migraine/Headaches 
 Ear Pressure/Pain 
 Ringing in ears 
 Changes in hearing 
 Head Injury/Concussion 
 

Pelvic Health: 
 Leaking urine 
 Bladder urgency 
 Leaking bowel 
 Pain in pelvic region 
 
Symptom Frequency: 
 Constant (76 – 100%)  
 Frequent (51 – 75%) 
 Occasional (26 – 50%) 
 Intermittent (25% - or less)  
  

Pain Description: 
 Sharp Pain 
 Dull (Pain) Ache  
 Throbbing 
 Numbness 
 Shooting 
 Burning 
 Tingling  
 

 

 

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

Not At All Several Days More Than Half the Days Nearly Every Day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed or hopeless 0 1 2 3 

 Check box if past or present condition: 
Neuropathy  Parkinson’s 
Multiple Sclerosis  Acoustic Neuroma 
Concussion  Migraine History 
Anxiety/Panic Disorder High Blood Pressure 
Heart Attack  Stroke 
Diabetes  Arthritis 
Fibromyalgia  HIV/AIDS 
Hepatitis  Epilepsy/Seizures 
Systemic Lupus  Lymes 
Tumor (specify)______________________________ 
Cancer (specify)_____________________________ 
Tobacco use: Packs/day:______________________ 
Drug/Alcohol (Circle):  Social     Dependent 
Other____________________________ 
Pregnancy (circle):  Current  Past 
C-section 
Incontinence 
 


