Patient Information
NAME:





DOB:


AGE: ______
ADDRESS: _____________________________________________________________
CITY:___________________GA  ZIP:_______SSN:__________________SEX: M / F
HOME PH:


WORK PH:


CELL:__________________
EMPLOYER:





 OCCUPATION: _______________
ADDRESS: 











MARITAL STATUS: M S D W
SPOUSE’S NAME: _________________________

EMERGENCY CONTACT:




  PH: ___________________
PRIMARY INS.



  SECONDARY INS: _________________

DATE OF INJURY ____________ MECHANISM OF INJURY ___________________

_______________________________________________________________________

Have you had Physical, Occupational, or Speech Therapy this calendar year?  Y / N

___ Missed Appointments: Due to our commitment to customer service, we do our best not to overbook our schedule.  Therefore, we rely on you being able to keep your scheduled appointments.  If you miss an appointment or are unable to give a 24 hour notice, you will be charged a $25 missed visit fee.  If you miss three (3) appointments, you will be cancelled from our schedule and discharged from our office.  With your signature below, you are also signing that you have read and understand this missed appointment policy.
___ Cell Phones: To be courteous to our staff and other patients, we ask that you turn your cell phone off.  If you must use your cell phone, please limit your talk time so as not to disturb others around you.
___ INSURANCE: We will file your claims; however, the services are rendered and charged to you. This is your responsibility and obligation. All co-pays are due at the time of each visit, unless otherwise arrangements are made. We will verify your benefits for Physical Therapy, but this is not a guarantee of payment. You are ultimately responsible for any deductible and / or co-insurance your insurance plans deems to be your responsibility.  We will attempt to get any referrals from your Insurance Co. if necessary; but it is your responsibility to make sure they are received.

___ CONSENT TO TREAT: I hereby consent to rehabilitation and the incidental medical services at Johns Creek Physical Therapy, LLC.  I also agree to release Johns Creek Physical Therapy, LLC its employees and representatives from any liability from any personal loss or injury that may occur to me as a result of my treatment.
I allow Johns Creek Physical Therapy to give information related to me to any third party payer, insurance company, or parties hired by these payers which may be responsible in whole or part for paying my bill, to monitor utilization of rehabilitation services, or to any healthcare facility or physician in which I am referred, I hereby assign all benefits directly to Johns Creek Physical Therapy, LLC and also authorize release of medical records to process medical claims.

Patient/Parent/Guardian Signature    Date                                                      Witness Signature    Date
Johns Creek Physical Therapy, LLC
Name: ________________________________     Age: ____ DOB: __________ Phone: ____________
Referred by: ______________________________________________________

Primary Care Physician (if different then above):____________________________________________

Prescription Medications: ______________________________________________________________
Allergies to Medications: _______________________________________________________________
Surgical History: _____________________________________________________________________

Have you received physical therapy treatment this calendar year? ____Yes ____No 

Medical History (check all that you have ever had):


__Arthritis
__ Kidney Problems 

__Broken Bones/Fractures
__ Lung Problems  



    __Cancer
__ Osteoporosis

__Diabetes
__ Seizures


__ Heart Problems
__ Stroke


__ Head Injury
__ Multiple Sclerosis


__ High Blood Pressure
__ Muscular Dystrophy


__ Parkinson’s Disease
__ Other: _____________
Please explain above: ____________________________________________________________________
Are you having any of these symptoms? (check all that apply)

__ Chest Pains/ Breathing Difficulty
__ Loss of Balance


__ Coordination Problems
__ Pain at Night


__ Difficulty Sleeping
__ Visual Problems


__ Headaches
__ Weakness


Are you pregnant? __Yes __ No

History of current problems:

What is your condition/injury? ____________________________________________________

When did the problem(s) begin? __________________________________________________

What happened? _______________________________________________________________

  Have you had the problem(s) before? ___Yes ___ No

 What makes problem(s) worse? ____________________________________________________________

 What makes problem(s) better? ____________________________________________________________

Current Limitations (check all that apply):


____ Difficulty with walking                                               ____ Difficulty with chores, shopping, driving


____ Difficulty with stairs                                                    ____Difficulty with work, school


____ Difficulty with walking on rough ground                   ____ Difficulty with recreational activities


____ Difficulty with bathing, dressing, eating                My condition is better ____ at night ____ in a.m.
I will advise the therapist if there are any changes in my physical condition that would alter my response to any of the questions on this form.
Patient/Parent/Guardian Signature: ______________________________________ Date____________                

