KINETIC PHYSICAL THERAPY INSTITUTE MEDICAL HISTORY

(Please print and complete these forms in full. Bring to 1st appointment.)
Date:___/___/____ Name: __________________________________ DOB:___/___/____ Age:_______
Height: ____’____’’ Weight: ______ lbs. 
Sex: M or F 
Smoker: Yes or No 
Pregnant: Yes or No
Reason for visit/pain complaints: _______________________________________________________

Date of Injury/Onset:____/___/____ Cause of Injury: Auto Work Sports Unknown Other ____________

Surgery Date(if applicable):___/___/____ Describe:_________________________________________

Other Surgeries:______________________________________________________________________
Current Medications:__________________________________________________________________

X - Rays: _______ CT – Scan: _______ MRI: _________ Other: _______________________________
USING THE DIAGRAM INDICATE WHERE YOU

ARE EXPERIENCING SYMPTOMS

XXX = Pain
///// = Numbness/Tingling

AVERAGE PAIN INTESITY:  Past week

no pain 0  1  2  3  4  5  6  7  8  9  10  worst pain
WORST PAIN INTENSITY:  Past week

no pain 0  1  2  3  4  5  6  7  8  9  10  worst pain
[image: image1.emf]

How often do you experience symptoms: (circle)

Constantly: (76 -100% of the time)   


Frequently: (51-75% of the time)   

Occasionally: (26-50% of the time)
   

Intermittently: (0-25% of the time)
How much have your symptoms interfered with your usual daily activities? (circle)
      
Not at all

A little bit

Moderately 

Quite a bit
      Extremely

Please CIRCLE or describe any prior treatments or self care for this condition:

   Chiropractic 
      Heat
  Cold           Exercise     
 Physical Therapy
       Injections

   Other _________________________________________________________________________
Please CIRCLE or describe what you want to accomplish from therapy (Your Goals/Limitations):

  Improve sleep    Decrease pain    Sitting/Standing    Reaching/Lifting    Stairs    Recreation    Walking

  Other _________________________________________________________________________
Are you currently working? 
Yes
 No

Restrictions? 
Yes
No

Employer ____________________________________
Hours/Week:  ________

GENERAL HEALTH:
Do you have, or have had, any of the following? Cancer?
YES NO
Diabetes?
YES NO
Hepatitis?
YES NO Tuberculosis?
YES NO High Blood Pressure?
YES NO Seizures/Stroke?
YES NO Concussion?
YES NO

Arthritis?
YES  NO
NECK/JAW/HEAD:
Do you experience facial pain?
YES NO
Do you feel a click or pop when you open

or close your mouth?
YES  NO Do you experience weekly headaches?  YES NO Do you wake up with a dry mouth?
YES NO Do you feel pain in the front of your ear,

or ear “fullness” or “ringing”?
YES NO
Do you feel tension at the base of your skull when you turn your head in the

upright position?
YES NO

BREATHING:
Do you snore?
YES  NO
Do you have difficulty breathing with

simple activity, i.e.: going up steps?
YES NO
Do you still feel tired after a full night

of sleep?
YES  NO
Do you have asthma?
YES  NO Do you use an inhaler?
YES  NO Do you have to sleep in an upright

position?
YES NO
Have you been diagnosed with sleep

apnea?
YES NO

FEET:
Do you have flat feet?
YES  NO
Do you have pain on the bottom of your

feet when you are standing?
YES  NO

Do you have a large bony bump near

either of your big toes?                           YES  NO
Do you have orthotics, heel lifts, or any

other foot inserts in your shoes?
YES NO
Does one of your feet turn out more than

the other?
YES  NO
Do you feel unstable with one or both of

your ankles?
YES NO

VISION:
Do you wear contacts?
YES  NO
Do you wear glasses?
YES  NO Do you wear bifocals?
YES  NO Do you occasionally bump into objects

while walking?
YES  NO
Do you have difficulty driving at night?
YES NO
Do you have blurry vision or double

vision?
YES NO Do you feel dizzy?
YES NO
Do you have astigmatism?
YES NO

LUMBO/PELVIC/FEMORAL:
Do you ever experience small amounts of urine leakage when you cough, sneeze,

laugh, lift or exercise?
YES  NO
Do you ever experience small amounts

of urine leakage associated with a strong sensation of needing to go to the

bathroom?
YES NO
Do you experience frequent trips to the bathroom that disrupt your day or do you

plan trips out based on where the

bathrooms are?
YES  NO
Do you experience pain, discomfort or pressure in your pelvic area when sitting

or standing for prolonged periods of time?
YES NO Do you frequently strain to have a bowel movement or to empty your bladder?
YES NO

PATIENT REGISTRATION
(Please print and complete these 2 forms in full. Bring to 1st appointment.)
Last Name:  
First:  
Middle:  
DOB: 
/ 
/ 

Street Address:  
City:  
State:  
Zip Code:  

SSN:  
Home Phone: 
Work #:  
Cell #:  

E-mail Address (for clinic communication only):   

Emergency contact:  
Relationship:  
Phone : 

Referring Dr:  
Referring Clinic:  

How did you hear about our clinic?  (circle)     Our Web Site       Swarm Game      Brochure     Phone book     Other: 

If friend, please let us know so we can thank them.  
____________________________________________________________
PRIMARY INSURANCE BENEFITS
Insurance: 
Phone :  

Member ID # 
Group # : 
 Policyholder Name: 

Policyholder SSN : 
Policyholder Employer: 

Policyholder Sex:
M    F    Policyholder DOB:   
Relationship to patient:   

WORKERS COMPENSATION, AUTO ACCIDENT, OR PERSONAL LIABILITY
How were you injured? (circle)   Work   Auto   Liability    Claim or File #:  
Injury/Accident Date:  

Adjustor Name: 
Adjustor Phone:  
Ext.:  

Work Comp/Auto/ Liability Insurance Name:  
Phone:   

Insurance Address :  

Employer at time of injury: 
Employer Phone:   

Attorney Name:  
Attorney Phone:   

SECONDARY HEALTH INSURANCE - IF APPLICABLE
Insurance Name:  
Phone:  

Member ID #: 
Group #: 
Policy Holder Name:  

Sex:  M    F    DOB:  
/ 
/ 
Relationship to patient:  
Subscriber’s employer:   

Record Release: I hereby authorize the release of any information by Kinetic Physical Therapy Institute, Inc. to my referring doctor and insurance company. Furthermore, I authorize the release of any information from my referring doctor to Kinetic Physical Therapy Institute, Inc. Assignment of Benefits: I hereby authorize payment of medical benefits to Kinetic Physical Therapy Institute, Inc. for services rendered to me and/or my dependents.

Medicare Authorization: I request that payment of authorized Medicare benefits be made to me or on my behalf to Kinetic Physical Therapy Institute, Inc. for any services furnished to me by that clinic. I authorize any holder of my hospital medical information released to the health care financing administration services. I permit a copy of this authorization to be used in place of the original. I hereby authorize Kinetic Physical Therapy Institute, Inc. to treat as prescribed.

I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance on my account for any professional services rendered.  I certify this information is true and correct to the best of my knowledge and will notify you of any changes in the status of the above information.

I hereby authorize Kinetic Physical Therapy Institute, Inc. to treat me and/or my dependent. I have read and understand all of the foregoing.

PATIENT SIGNATURE: 
  DATE:  

(Patient must be 18 years old or parent/guardian must sign)























