
 

PRO PT welcomes you and thank you for entrusting your therapy services to us.  
Our goal is to provide you with the highest quality care in an efficient and cost-effective manner. 

If you have any questions or concerns, please do not hesitate to ask or call us. 
    

Patient Information 

Name: __________________________________   Date of Birth (DOB):  ____/____/______  Age: ___________  

Address: ___________________________ City: ___________________ State: ________  Zip: ______________ 

Select Preferred Method of Contact: [   ] Home Phone:_________________ [   ] Cell Phone: ________________  

Email address: ______________________________________________________________________________ 

SSN: _____________________    Occupation:  ________________________    Employer: __________________  

In case of emergency, whom should we contact:     _________________________________________________ 

Relationship: _________________________________________    Phone number: _______________________   

If injury is accident related:     AUTO accident date  ____/____/_____    WORK accident date   ____/____/_____  

Have you previously received physical therapy or chiropractic visits this calendar year?    Please circle  Yes  /  No 

If Yes, when and where?______________________________________________________________________ 

How did you hear about us?  FRIEND/FAMILY - FACEBOOK - WEBSITE - NEWSPAPER - PHYSICIAN - OTHER:  __________ 

GUARDIAN INFORMATION (IF MINOR) 

Guardian Name: _______________________ Guardian DOB: ____/____/______Guardian SSN: ____________ 

Guardian Employer: __________________________________  Guardian Primary Phone: _________________ 

 
PLEASE BRING YOUR INSURANCE CARD 

Please bring your insurance card to your first appointment. We will make a copy for your patient chart. If your 

insurance coverage changes during the course of your care, please let our front office staff know and bring an 

updated card. Also let us know if you have secondary insurance coverage. 

 

Consent to Treat 

I knowingly consent to treatment by any therapist and/or therapist assistant employed by Preston Rehabilitation & 
Orthopedic Physical Therapy. 
 
I request that payment of authorized benefits be paid on my behalf directly to Preston Rehabilitation & Orthopedic 
Physical Therapy. I understand that if a copay applies it is due at time of service. I authorize release of medical 
information about me which is necessary only for the purpose of obtaining these payments. I understand that 
processing fees will apply, and agree to pay these, if my account becomes delinquent. I understand that a $25.00 charge 
is applied to my account in the event of a returned check. 

 

Patient Signature:______________________________________________________  Date:________________ 

 

                               (if minor, parent or legal guardian must sign) 



 

Patient Name: _______________________________________________________ DOB: __________________ 
 
Please provide a brief description of your current problem including the 
date it started: 
 
 
 
 
Using the body image provided, please mark your primary area of 
involvement with an “X” 
 
 
 

 
 
Using the scale provided, please indicate your pain 
levels over the past 2 weeks: 
 
Average pain with activity: ____________________ 

Least amount of pain: ________________________  

Worst  pain: ________________________________ 

Please provide us with a current list of the medications you are taking: 
If you are taking more than 8 medications, please bring us an up to date medication list 

Medication Dosage X Per Day Medication Dosage X Per Day 

1.   5.   

2.   6.    

3.    7.    

4.    8.    

 
Referring Physician: _______________________________  Family Physician: ___________________________ 

Last appointment with referring physician:   ____/____/______    Next appointment? ____/____/______  

Do you use tobacco products?    Please circle  Yes  /  No        If Yes, what type? ___________________________ 

Previous Medical History - Please check all that apply
[  ]High Blood Pressure 
[  ]Cancer 
[  ]Diabetes 
[  ]Heart Disease 
[  ]Heart Attack 
[  ]Stroke 

[  ]Pacemaker 
[  ]Osteoarthritis 
[  ]Fibromyalgia 
[  ]Depression 
[  ]Osteoporosis 
[  ]Breathing Difficulties 

[  ]Other/Allergies (please list) 
 
 

[  ]Surgical History (please list) 


