

Lake Country Physical Therapy 
    Welcome Patient Information
Date: ___________________________________
Patient__________________________________
Address: ________________________________
________________________________________
 City 		    State		    Zip Code
Email: __________________________________
Gender  M  F   Age______  Birthdate__________ Social Security #__________________________
(Circle appropriate) 
Single  Married  Widowed  Separated   Divorced 
Phone__________________________________
Occupation______________________________
Patient’s Employer________________________
Employer Phone__________________________
Employer Address________________________
Spouse’s Name___________________________
Spouse’s Birthdate________________________
Occupation______________________________
Spouse’s Employer________________________
Emergency Contact________________________
Emergency Contact Phone #_________________
Whom may we thank for referring you?	
________________________________________
Who is responsible for this account?______
___________________________________ Insurance Company___________________
___________________________________ Group #____________________________
ID #_______________________________
Is patient covered by other insurance?___
Insurance Company__________________
Group #___________________________
ID #______________________________
Subscriber’s information if other than patient:
Name:______________________________
Birthdate:__________  SS#______________
Relatioship to Patient:__________________
Spouses Employer_____________________
ASSIGNMENT AND RELEASE:
I, the undersigned certify that I (or my dependent) have insurance coverage and Assign directly to Lake Country Physical Therapy/Orthopedic, all insurance benefits, if any, Otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance. I herby authorize Orthopedic/Physical Therapy treatment for myself/child and authorize the release of all pertinent information regarding my illness or accident, which is necessary to secure patient of benefits or needed by their healthcare professionals to improve the quality of my care. I authorize the use of this signature on all insurance submissions. ______________________________________
               Responsible Party Signature
______________________________________
Relationship		   	        Date


______________________________________
Responsible Party Signature
							______________________________________
							Relationship			Date
yable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance. I herby authorize Physical Therapy treatment for myself/child and authorize the release of all pertinent information regarding my illness or accident, which is necessary to secure patient of benefits or needed by ther healthcare professionals to improve the quality of my care. I authorize the use of this signature on all insurance submissions.
______________________________________
Responsible Party Signature
							______________________________________
							Relationship			Date















Patient Condition
Reason for visit:  (Circle)  Left    Right     Bilateral 
(Circle)  Ankle    Knee   Foot    Shoulder     Elbow     Wrist     Other _____________________________
When did this problem begin?____________________________________________________________
Is it getting better_____________Worse____________Staying the same___________________________
What would you rate your pain? 0(no pain) 10 (worst pain imaginable)____________________________
Previous tests for the condition:___________________________________________________________ ____________________________________________________________________________________
What treatment have you already received for your condition:___________________________________
____________________________________________________________________________________
List activities that you cannot do because of this problem: ______________________________________
____________________________________________________________________________________
Medications:__________________________________________________________________________
Allergies: ____________________________________________________________________________
Primary Care Physician:_________________________________________________________________
Pharmacy of Choice: ___________________________________________________________________















General Health History

Do you now have or have you had a history of the following?
Y/N Cancer						Y/N Osteoporsis
Y/N Osteoarthritis					Y/N Rheumatoid Arthritis
Y/N Low back pain/sciatica				Y/N Abdominal pain
Y/N Herniated disk					Y/N Broken Bones
Y/N Multiple Sclerosis				Y/N Respiratory Problems
Y/N Heart Disease/Disorder				Y/N Pace Maker				
Y/N Stroke						Y/N Emphysema/Bronchitis			
Y/N Angina/Chest Pain				Y/N Asthma					
Y/N High Blood Pressure				Y/N Headaches				
Y/N High Cholesterol 				Y/N Heart Attack				
Y/N Diabetes                                                              Y/N Depression				
Y/N Fibromyalgia					Y/N Chronic pain/fatigue			
Y/N Seizures						Y/N Lupus					
Y/N Hepatitis (circle) A B C				Y/N Dizziness					
Y/N Concussion					Y/N Tuberculosis				
Y/N Loss of Bowel/Bladder Control			Y/N Other (please list)__________________________
Explanation of the above responses with dates: ________________________________________________
______________________________________________________________________________________
Please List Past Surgical Procedures: ____________________________________________________________________________________________________________________________________________________________________________

Have you ever had long-term use of prednisone, Cortisone, steroids, inhaler? ________________________
Are you Pregnant?   Yes   No   Not Applicable    How far along? __________________________________

How would you rate your overall health? 	Poor    Fair    Good    Excellent
Your Height___________	Weight_____________  
Do you use nicotine products regularly?   No	   Yes    Frequency:__________________________

Describe exercise activities you participate in and how often ___________________________________
_____________________________________________________________________________________
Describe work duties and activities _________________________________________________________
_____________________________________________________________________________________
Are there any other current or past medical or personal problems that we should be aware of, that may affect your recovery? ___________________________________________________________________



Thank you for answering the above questions.  They are very helpful in allowing us to better understand your health history and provide you with the best possible care.
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