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Patient Information: 
Date: _____________________ 
Name:_________________________________________________________________ 
Sex: ___Male   ___Female  
Date of Birth:__________________________________ 
Referring Physician:_______________________________________________ 
Patient Mailing Address:__________________________________________________ 
City/State/Zip:____________________________________________________ 
E-mail:__________________________________________________________ 
Phone:_______________________________ 
Occupation/Sport:_______________________________     
Employer/School:_______________________________ 
Date of injury/Onset of pain:_______________________ 
Date of Surgery for this condition:___________________ 
How did you hear about our practice? _______________________________________ 
Emergency Contact:  
 Name: __________________________________ 
 Relation:_________________________________ 
 Phone:__________________________________ 

Financial Information:  

Primary Insurance Holder:_____________________________  DOB: _____________ 

Relationship to patient (if other than self):__________________________________ 
Please Provide This Office With A Copy Of Your Insurance Card. 



Health History: 

Please check to indicate if you are currently experiencing of the following conditions: 
__Neck Pain/ Stiffness __Pins/ Needles in Arms __Sudden Weight Loss 
__Nausea  __Back Pain/ Stiffness  __Pins/ Needles in Legs 
__Depression  __Loss of Taste   __Cold Feet 
__Arm/ Hand Pain __Fatigue   __Nervousness 
__Loss of Memory __Chest Pain   __Fever 
__Leg/ Knee Pain __Sleeping Difficulties  __Tension 
__Jaw Problems __Headaches   __Loss of Smell 
__Cold Sweats  __Constipation   __Vertigo 
__Dizziness  __Allergies   __Stomach Problems 
__Shortness of Breath __Asthma   __Blurred Vision 
__Night Pain  __Bowel/Bladder Changes __Shoulder Pain 

Please check to indicate if you have ever had the following: 
__Aids/HIV     __Epilepsy   __Multiple Sclerosis 
__Allergy Shots     __Fractures   __Osteoporosis 
__Anemia     __Glaucoma   __Pacemaker 
__Appendicitis     __Gout   __Parkinson’s Disease 
__Arthritis     __Heart Disease  __Pinched Nerve 
__Asthma     __Hepatitis   __Pneumonia 
__Bleeding Disorders    __Hernia   __Prosthesis 
__Bronchitis     __Herniated Disc  __Psychiatric Care  
__Cancer     __High Cholesterol  __Rheumatoid Arthritis 
__Chemical Dependency __Kidney Disease  __Rheumatic Fever 
__Diabetes     __Liver Disease  __Stroke 
__Emphysema     __Migraines   __Thyroid Problems 
__Tuberculosis     __Tumors/Growths  __Other________________________ 

Are you currently under drug and/or medical care? ___Yes  ___No  If yes, please list 
____________________________________________________________________________ 
____________________________________________________________________________ 

Please list any surgeries and/or hospitalizations you have had (type & date): _______________ 
___________________________________________________________________________ 
___________________________________________________________________________ 



No Show/Same Day Cancellation/Reschedule Fee  
  
Per our office policy, if you are unable to keep your scheduled appointment, 
please call or email the office 24 hours before your appointment to reschedule in 
order to accommodate another patient. If you no show or cancel/reschedule 
without 24 hours notice, we reserve the right to assess a $50 fee. I, 
_______________________ hereby agree to these terms.  

SIGNATURE:____________________________________ DATE____________ 

Assignment and Release (insured patients) 
I certify that I (or my dependent) have insurance coverage and I authorize, 
request, and assign my insurance company to pay the physical therapist 
insurance benefits other wise payable to me. I understand that I am financially 
responsible for all charges whether or not paid by insurance. I hereby authorize 
this office to release all information necessary, including the diagnosis and the 
records of any exam or treatment rendered to me, in order to secure the payment 
of benefits. I authorize the use of this signature on all insurance claims, including 
electronic submissions. 

SIGNATURE:____________________________________ DATE ____________ 

Social Media Release (Optional) 
Without expectation of compensation or other remuneration, now or in the future, 
I hereby give my consent to Athletic Advantage Physical Therapy to use my age 
and likeness and/or any interview statements from me in its publications, 
advertising or other media activities (including the Internet). This consent 
includes, but is not limited to:  

(a) Permission to interview, film, photograph, tape, or otherwise make a video 
reproduction of me and/or record my voice; 

(b) Permission to use my name 
(c) Permission to use quotes from the interview(s) (or excerpts of such quotes), 

the film, photographs(s), tape(s) or reproduction(s) of me, and/or recording of 
my voice, in part or in whole, in its publications, in newspapers, magazines 
and other print media, on television, radio and electronic media (including the 
internet), in theatrical media and/or in mailings for education and awareness.  

SIGNATURE:_____________________________________DATE____________ 



Physical Therapy Treatment without Referral Disclosure 

Please read carefully and acknowledge below: 

I understand that physical therapy treatment without a referral will be based on 
the physical therapist’s examination and evaluation of my current condition which 
may result in identification of movement and mobility dysfunction. 

I understand that the physical therapist will not diagnose an illness or disease, 
and that physical therapy is not a substitute for a medical diagnosis. 

I understand that if a medical diagnosis has already been established by a 
qualified healthcare practitioner, the physical therapist will take it into 
consideration during the evaluation process. 

I understand that the physical therapy plan of care developed by the physical 
therapist may not be based on the radiological imaging. 

I understand that if images have previously been obtained, the physical therapist 
may use the information as part of the evaluation process. 

I understand that if the physical therapist identifies a need for radiological 
imaging, the physical therapist may recommend that radiological imaging be 
obtained. 

I understand that my health insurance may not cover physical therapy services if 
provided without a referral from a qualified practitioner.  

I acknowledge that I have received the above disclosure. 

SIGNATURE:________________________________________DATE:________ 


