Physical Therapy Center of Bristol, LLC
PATIENT INFORMATION FORM

PLEASE PRINT AND COMPLETE ALL ITEMS, IF AN ITEM DOES NOT APPLY PUT N/A.

Patient Name: __________________________________________________________ Age: _____




LAST


FIRST



MI

Address: __________________________________________________________________________

    
STREET



CITY


     STATE & ZIP

Sex: ______   Home Phone: _______________________ Work/Cell Phone:___________________
Social Security #: __________________   DOB: _______________ E-mail: ____________________
Spouse’s Name: ____________________   DOB: _________________
Referring Doctor: __________________ Phone #: ______________   Next Dr. Apt.: _____________
Person to notify in case of an emergency OUTSIDE of the household:
Name: ____________________ Home Phone: ________________ Work Phone: ______________
Address: __________________________________________________________________________
                

STREET



CITY

                STATE & ZIP

------------------------------------------------------------------------------------------------------------------------
INSURANCE:

Primary Insurance Company: _________________________________________________________
Policy Holder’s Name: _______________________________________________________________


 
LAST




FIRST


        MI
Policy Holder’s SS#: ____________________   Policy Holder’s DOB: _________________________
Policy Holder’s Employer: ____________________________________________________________
Is there a secondary Insurance? YES ___ NO ___

Name of Secondary Insurance Company: _______________________________________________
------------------------------------------------------------------------------------------------------------------------
IS THIS A WORKER’S COMPENSATION CLAIM?     YES ___   NO___  

Date of Injury: ______________ Company: _____________________________________________
Address: _______________________________ Phone #: __________________________________
Case Worker: ________________________________ Claim Number: _______________________
IS THIS AN ACCIDENT CASE?     YES ___ NO ____ VEHICLE ____ OTHER ________

Insurance Company: ___________________Adjuster Name: ______________________________
Address: _________________________________________________________________________


         STREET




CITY


STATE & ZIP
Phone: ________________________ Claim #: ___________________________________________
IS THERE AN ATTORNEY INVOLVED IN YOUR CASE?   YES ___ NO ___

Attorney’s Name: ______________________________ Phone #: ___________________________
Address: __________________________________________________________________________

    
STREET
  



CITY


STATE & ZIP
--------------------------------------------------------------------------------------------------------------

1. I hereby authorize Physical Therapy Center of Bristol, LLC to furnish information to the insurance carriers concerning my treatment and herby assign to the therapist(s) all payments for service rendered.  I understand that by signing I am giving my permission for treatment.  I also authorize Physical Therapy of Bristol, LLC benefits to contact the insurance commissioner on my behalf, to assist me in receiving my full insurance, if deemed necessary.
2. Our relationship is with you not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all deductibles, coinsurance and co-pays that are not covered by your insurance plan are your responsibility from the date the services are rendered.  
3. I acknowledge that I had the opportunity to read the Privacy Practice Notice for Physical Therapy Center of Bristol, LLC (PTC), which is located at our front desk.

4. I hereby assign all medical and/or surgical benefits to include major medical benefits to which I am entitled, including Medicare, Medicaid, private insurances, and third party payers to PTC.  A photocopy of this assignment is to be considered as valid as the original.  I hereby authorize said assignee to release all information necessary, including medical records, to secure payment.

I have read the above policies and agree.
SIGNATURE: _____________________________________________ DATE: __________________
Signature for Minor (under 18 years of age): ____________________________________________
--------------------------------------------------------------------------------------------------------------
CONSENT FOR CARE AND TREATMENT

I, the undersigned, do hereby agree and give my consent for Physical Therapy Center of Bristol, LLC to furnish medical care and treatment considered necessary and proper in diagnosing or treating my/his/her physical condition.

Signature: ___________________________________________________ Date: ______________

Part of body being treated during this visit:  _____________________________________________
Date of onset of current symptoms/injuries/illness: _______________________________________
Medications:
Are you currently taking any prescription or non-prescription medications? YES__ NO__ 

Please List Medications:

____________________________________________________________________________________________________________________________________________________________________
Are you allergic to any medications? YES ___ NO ___

Please List Medications: ____________________________________________________________
Have you had any of the following medical or rehabilitative services for this injury/episode?






YES


NO
Chiropractor



____


____
CT Scan



____


____
EMG/NCV



____


____
General Practitioner


____


____
Massage Therapy


____


____
Myelogram



____


____


Occupational Therapy

                ____


____
Orthopedist



____


____
Physical Therapy


____


____

Podiatrist



____


____
X-Rays



                ____


____

MRI




____


____
Neurologist



____


____

ER Care



                ____


____
Do you now or have you ever had ANY of the following?







YES

NO
Asthma, Bronchitis, Emphysema

____

____
Shortness of Breath/Chest Pain

                ____

____
Coronary Heart Disease or Angina

____

____
Pacemaker




____

____
High Blood Pressure



____

____
Heart Attack




____

____
Stroke/TIA




____

____
Congestive Heart Disease


____

____
Blood Clot/Emboli



____

____
Epilepsy/Seizure



____

____
Thyroid Trouble/Goiter


                ____

____
Anemia




                ____

____
Infectious Disease



____

____
Diabetes




____

____
Cancer/Chemotherapy/Radiation

____

____
Arthritis/Swollen Joints


                 ____

____
Osteoporosis




____

____
Gout





____

____
Emotional/Psychological Problems

____

____
Bowel or Bladder Problems


____

____

Severe of Frequent Headaches


____

____
Vision or Hearing Difficulties

                ____

____
Numbness or Tingling



____

____
Dizziness or Fainting



____

____
Sleeping Problems/Difficulties


____

____
Weight Loss/Energy Loss


____

____
Weakness




____

____
Varicose Veins




____

____
Hernia





____

____
Pins or Metal Implants



____

____
Joint Replacements



____

____
Neck Injury/Surgery



____

____
Shoulder Injury/Surgery



____

____
Elbow Injury/Surgery



____

____
Back Injury/Surgery



____

____
Knee Injury/Surgery



____

____
Leg, Ankle or Foot Injury/Surgery

____

____

Are you pregnant?



____

____

Do you use tobacco?



____

____

Allergies 




____

____

Have you been treated here before? No_____   Yes___________   When? _______________

List any other information that would assist in your care: ____________________________________________________________________________________________________________________________________________________________________
Signature: ___________________________________________ Date: ______________

