


 
Patient Information: (Please Print) 
Patient Name:_______________________________________________Date of Birth:____________ 
Patient Social Security#:________________________   Sex: M or F        Marital Status: S M D Other 
Parent/Guardian Name (if patient is under 18):__________________________________________ 
Address:___________________________________City:______________State:______ Zip:______ 
Home Phone:___________________Work Phone:__________________Cell Phone:_____________ 
Email Address:_______________________________________Cell Phone Carrier:______________ 
Employer:___________________________________Occupation:____________________________ 
Student: Y or N   School:_____________________________________________________________ 
Referring Physician:__________________________Primary Care Physician:___________________ 
Date of Injury:____________________How did you hear about us?___________________________ 
Is condition work related? Y or N  If yes, Name of Insurance Company:________________________ 
Adjustor Name:_______________________Phone:___________________Fax:_________________ 
 
Is condition related to an automobile accident? Y or N     
Do you have legal representation?  Y or N   If yes, Name of Attorney:_________________________ 
Phone Number:_________________________Fax Number:_________________________________ 
 
In the event of an emergency or if you are not home and we need to contact you, please list two 
representatives to whom we may release information: 
Name_____________________________________________Phone__________________________ 
Name_____________________________________________Phone__________________________ 
 
Primary Insurance: 
Insurance Company:_________________________________________________________________ 
Policy Holder's Name:________________________Date of Birth________________  Sex F or M 
SS#:__________________________Relationship to Patient:   Self    Spouse    Parent      Other 
Address if different than patient________________________________________________________ 
Group#:___________________________Member ID#:_____________________________________ 
 
Secondary Insurance:    
Insurance Company:_________________________________________________________________ 
Policy Holder's Name:________________________Date of Birth________________  Sex F or M 
SS#:__________________________Relationship to Patient:   Self    Spouse    Parent      Other 
Address if different than patient:_______________________________________________________ 
Group#:___________________________Member ID#:_____________________________________ 
 
Any other insurance?_________________________________________________________________ 
 
I request that payment of authorized benefits be made on my behalf to CCRC Physical Therapy. I understand that 
I will be financially responsible for any services rendered that are not paid by my insurance company. 
 
Authorization for Release of Information:  With respect to the regulations and guidelines set forth by the 
Federal Government, HIPAA, (Health Information Portability and Accountability Act), I have the right to request 
a copy of the CCRC Privacy Policy. I have received a copy of the Patient Bill of Rights and $25 Cancellation 
Fee/No Show Policy and agree to this policy. 
Consent to Treatment:  I consent to receive care and/or treatment from CCRC Physical Therapy. 
. 
Patient’s Signature ___________________________________________________Date___________ 
(Or Parent/Guardian Signature if patient is under 18) 



 
 
 
Name: _____________________________________________   Date:_____________________________ 
    
Do you smoke?  Yes    No                 Do you have a pacemaker?  Yes    No   
 
FOR WOMEN:  Are you currently pregnant or think you might be pregnant?  Yes    No 
 
ALLERGIES:  List all allergies ____________________________________________________________ 
 
Have you RECENTLY noted any of the following (check all that apply)? 
q fatigue      q numbness or tingling   q headaches 
q fever/chills/sweats    q muscle weakness   q difficulty swallowing 
q nausea/vomiting    q dizziness/lightheadedness  q shortness of breath 
q falls      q weight loss/gain   q heartburn/indigestion 
q difficulty maintaining balance while walking q changes in bowel or bladder function       
Have you EVER been diagnosed with any of the following conditions (check all that apply)? 
q cancer     q depression    q thyroid problems 
q heart problems    q COPD/emphysema   q diabetes            
q chest pain/angina    q anxiety    q osteoporosis 
q high blood pressure    q asthma    q anemia 
q circulation problems    q rheumatoid arthritis   q epilepsy/seizures 
q blood clots     q osteoarthritis    q hepatitis 
q stroke     q PTSD    q ulcers 
q high cholesterol    q head injury    q Reflux/GERD 
q chemical dependency (i.e., alcoholism) q migraine    q other _____________
     
1.  During the past month have you been feeling down, depressed or hopeless? YES NO 
2.  During the past month have you been bothered by having little interest or pleasure in doing things?   YES    NO 
 
If you answered “Yes” to Question 1 or 2 above, would you like help?     YES NO 
 
Do you ever feel unsafe at home or has anyone hit you or tried to injure you in any way?   YES    NO 

Please list any surgeries or other conditions for which you have been hospitalized, including dates: 
 

1. ______________________    2._________________________    3.______________________________ 
 

Body Chart: 
 
Using the symbols below, please indicate 
where you are experiencing symptoms:  
 
 
 
↓ Shooting/sharp pain  
Ο  Dull/aching pain 
|||    Numbness 
=    Tingling 
 
 
 
My symptoms currently:  q Come and go     q Are Constant     q Are constant, but change with activity  
 
 
    FOR OFFICIAL USE ONLY: 
    Age:________     Height:________     Weight:_______    Temp:________    BP:________     BMI:________ 
 
 



Please list all medications you are taking: 
 
Name:_____________________________________________      Date:________________________________ 

 
MEDICATION DOSAGE FREQUENCY PURPOSE FOR  

TAKING  MEDICINE 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
 




