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Please print clearly.

Name:
_______________________________    Date of Birth: 
_______________

Address:
_______________________________


_______________________________


_______________________________

Phone: 
_______________________________        Alt. Phone: 
_______________

Emergency Contact: _____________________  Relationship:__________  Phone: ____________

Maiden Name: 
          __________________________

Social Security Number: __________________________ 

Height: ________    Weight: _________

Employer: _________________   Occupation: _____________________________

Phone: ______________________ Currently working? ( yes  (no

If no, what was your last day of work? _____________

    Which doctor has you off of work?  _____________

     Is a return to work date scheduled?  _____________


Family Doctor: ___________________________

Address:           ___________________________

                          ___________________________

Phone:               ___________________________

Condition you are going to be receiving therapy for? ____________________________


INSURANCE INFORMATION:

Name on Card: ________________________  Place of Employment: __________________

DOB of person on the card: ___________________                                                                                                                  If name on card is not patient
Primary Insurance:  BCBS   MEDICARE   PPOM   Other: _____________________

Insurance ID #:______________________  Group #: _________________

If patient’s name is not on the card, whose name is?  Spouse  Mother  Father  Other:__________


Is there Secondary Insurance?  yes  no

Name on Card: ________________________  Place of Employment: __________________

DOB of person on the card: ___________________                                                                                                                     If name on card is not patient                                                                                                
Secondary Insurance:  BCBS   MEDICARE   PPOM   Other: _____________________

Insurance ID #:______________________  Group #: _________________

If patient’s name is not on the card, whose name is?  Spouse  Mother  Father  Other:__________

**PLEASE GIVE YOUR INSURANCE CARD TO THE STAFF SO A COPY CAN BE MADE** 

                              PATIENT INFORMATION

Name: ___________________________________________               
THERAPY HISTORY

Have you had any therapy for your current condition?  ( Yes  ( No     

If yes, where? ______________________________ For how long? _____________________

Is your therapy related to your job?               ( Yes  ( No     

Is your therapy related to an auto accident?  ( Yes  ( No     

Do you smoke?                      ( Yes  ( No     

Are you allergic to latex?      ( Yes  ( No     

If female, are you pregnant?  ( Yes  ( No     If yes, number of weeks? ___________

Medications (Please list all medication that you are currently taking): ______________________________________________________________________________________________________________________________________________________________

List any specialists involved in your care: ______________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY   (Please check all that apply)
                                     Yes    No                                                   Yes   No                                     

	Epilepsy
	
	
	
	Arthritis
	
	

	Diabetes
	
	
	
	Cancer
	
	

	Heart Problems
	
	
	
	Polio
	
	

	Pacemaker
	
	
	
	Emphysema
	
	

	High Blood Pressure
	
	
	
	Asthma
	
	

	Stroke
	
	
	
	Hemophilia
	
	

	Carpal Tunnel
	
	
	
	Hearing Impairment
	
	

	Multiple Sclerosis
	
	
	
	Vision Impairment
	
	

	Cerebral Palsy
	
	
	
	Amputation
	
	


SURGICAL HISTORY  (List all prior surgeries)
Surgery Type                                                                           Date

_________________________________________               ______________________

_________________________________________               ______________________

_________________________________________               ______________________

_________________________________________               ______________________

_________________________________________               ______________________

_________________________________________               ______________________

Family Physical Therapy

Medical release and assignment

To: ___________________________________________________________

(insurance company and physician may receive a copy)

I hereby authorize Family Physical Therapy to release any information regarding my diagnosis and treatment to my above stated insurance company and physician, which may be necessary to process claims. I also request and authorize payment of therapy services directly to Family Physical Therapy.  I also release my medical records to the above named insurance company and referring physician upon request. If payment is not received within a reasonable length of time, the bill will then become my responsibility. I agree that if I do not carry health insurance, I am ultimately responsible for all services rendered by Family Physical Therapy.

_____________________________               __________

Patient signature 



 Date

	B Body Diagram

	Instructions:

On the body diagram below, please indicate where your pain is located at the present time.  Please do not indicate areas of pain that are not related to your present injury or condition,
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	Indicate on the line below how you would describe your present pain by placing a mark on the line between the two extremes of experiencing no pain at all and experiencing the worst pain you have ever felt.

	                              No Pain                                                                Worst Pain Possible




Family Physical Therapy ( 5484 Richfield Rd. ( Flint, MI  48506 ( 810-250-6112 ( Fax 810-250-6113 ( www.familyphysicaltherapy.org
	MCGILL PAIN QUESTIONNAIRE

	
	

	Name:
	
	
	Date:
	
	

	
	
	
	Score:
	
	/77

	
	

	PLEASE READ:  Some of the words below describe your present pain.  Circle ONLY those words that best describe it.  Leave out any category that is not suitable.  Use only one (1) word in each category – the one that best applies.

	

	1

Flickering

Quivering

Pulsing

Throbbing

Beating

Pounding
	2

Jumping

Flashing

Shooting
	3

Pricking

Boring

Drilling

Stabbing
	4

Sharp

Cutting

Lacerating

	
	
	
	

	5

Pinching

Pressing

Gnawing

Cramping

Crushing
	6

Tugging

Pulling

Wrenching
	7

Hot

Burning

Scalding

Searing
	8

Tingling

Itchy

Smarting

Stinging

	
	
	
	

	9

Dull

Sore

Hurting

Aching

Heavy
	10

Tender

Taut

Rasping

Splitting
	11

Tiring

Exhausting
	12

Sickening

Suffocating

	
	
	
	

	13

Fearful

Frightful

Terrifying
	14

Punishing

Grueling

Cruel

Vicious

Killing
	15

Wretched

Blinding
	16

Annoying

Troublesome

Miserable

Intense

Unbearable

	
	
	
	

	17

Spreading

Radiating

Penetrating

Piercing
	18

Tight

Numb

Drawing

Squeezing

Tearing
	19

Cool

Cold

Freezing
	20

Nagging

Nauseating

Agonizing

Dreadful

Torturing


Family Physical Therapy ( 5484 Richfield Rd. ( Flint, MI  48506 ( 810-250-6112 ( Fax 810-250-6113 ( www.familyphysicaltherapy.org

5484 Richfield Rd.


Flint, MI  48506


Phone: 810-250-6112


Fax: 810-250-6113


www.familyphysicaltherapy.org





      ( Single       ( Married   


( Divorced   ( Widowed





Referring Doctor*: 	___________________________


Address:      	___________________________


	        	___________________________


Phone: 	___________________________


*If not the same as Family Doctor











