Welcome to 360º Physical Therapy
Last Name ____________________ First _______________ MI ____
□Male
□Female

Street Address ___________________________________________
Date of Birth __________
City _______________________ State _______ Zip ______________
SS# _________________
Best way to contact you  □Phone  □Email   □ Both


□Married
□Single
Home phone _____________________________



□Divorced
□Widow
Work phone _______________________________

Email Address _____________________________
(We will not share your email with another party. Email used ONLY for appointment verification & newsletter)
May we leave messages at any of these numbers □Yes     □No

Emergency Contact


If no please explain_______________________________

Person:               Employer _______________________
□Full Time
□Part Time

Name ________________
□Retired
□Student Full Time
□Student Part Time

Phone _______________

Name of Doctor who referred you ___________________
Name of Primary Care Physician ___________________

Have you had ANY prior PT/Chiropractic for ANY condition in the last 3 years: □YES   □NO

Failure to provide prior treatment history may result in your treatment not being covered by your insurance.
How did you choose 360 Physical Therapy?  □ Doctor  □ Friend  □Advertisement  □Other

Credit and Billing Policy

Co-pays are due at the time of service.  As a courtesy we will obtain verification of benefits at the start of treatment and inform you of the information your insurance company has provided.  Sometimes this information may be incorrect and it is recommended that you also contact your insurance company to verify benefits.  360 Physical Therapy, LLC is not liable if the information we provide to you is incorrect as this mistake may be that of your insurance company.  Your insurance contract is between you and your insurance company and we are not a part of that contract.  The cost of services rendered is ultimately your responsibility.  A fee of 33 1/3% to 50% will be added to unpaid balances that require collection and/or legal services. 
Consent to Treatment

I understand that I have been referred for Physical Therapy treatment  to 360 Physical Therapy, LLC.  360 Physical Therapy, LLC has described for me my individual treatment plan.  I understand that I have the right to ask and have any questions answered prior to receiving any treatment, including any risks or alternatives to this treatment plan that has been prescribed by my physician and/or recommended by my therapist.  By signing this agreement, I consent to have 360 Physical Therapy, LLC provide treatment and care as prescribed by my physician and/or recommended by my therapist.

Acknowledgement of Cancellation Policy

All patients are required to provide 24 hours notice if you are unable to attend a scheduled appointment.  Missed or canceled appointments without 24 hours notice will be subject to a $25 fee.  This fee is not covered by insurance and is the responsibility of the patient.               Patient Initials _________
Assignment of Benefits

I authorize any benefits payable under my insurance plan for services provided to be paid directly to 360 Physical Therapy, LLC.  I also authorize release of any information required in the course of my evaluation and treatment to the appropriate agencies.  Medicare Patients Only: I request that payment of authorized Medicare benefits be made to 360 Physical Therapy, LLC for services provided.  I also authorize release of medical information to HCFA.

Patient/Guardian Signature ____________________________
Date ______________
PRESENT ILLNESS HISTORY

Today's Date __________  Area of Injury or Pain: _______________________________________

Date of Onset (exact date required for work injuries) ____________

How did this injury occur? _________________________________________________________

Date of last MD appointment ______________      Date of next MD appointment _____________
What other treatment have you received for this problem? ______________________________
What diagnostic tests have been done for this condition? 

X-ray
CT Scan
MRI

Other ______________________________________

What type of work do you do? ________________________Are you on light duty? Yes    No
Have you lost time from work?
Yes
  No
    Off work now due to injury      Retired

REQUIRED: List 3 specific activities you have difficulty performing:       Rate the percentage 
(Examples are dressing, doing dishes, housework, playing sports, gardening,          of function you have 
playing with or lifting your children, specific work duties, sitting or standing for          LOST due to this injury.

more than 10 minutes, unable to walk more than 20 min.) 



     

1.  _________________________________                                                      _________% Loss of 
2.  _________________________________                                                                          function
3.  _________________________________                                                   (0%= NO loss)  

Rate your average pain level on table below (circle one) and mark on the body pain location(s).                                        [image: image1.png]Pain Rating Scale
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List ALL medications you are currently taking : _____________________________________

______________________________________________________________________________

List any allergies you have: ______________________________________________________

List all major surgeries you have had: _____________________________________________

ANY prior PT for ANY condition in last 3 years: YES     NO     Explain: 

Indicate below if you have had any of the following conditions:

AIDS/HIV
Yes  No

Fibromyalgia

Yes  No

Osteoporosis
Yes  No

Anemia

Yes  No

Head Injury

Yes  No

Pacemaker
Yes  No

Appendicitis
Yes  No

Heart Condition

Yes  No

Parkinson's
Yes  No

Arthritis

Yes  No

Hepatitis

Yes  No

Pinched Nerve
Yes  No

Asthma

Yes  No

Hernia


Yes  No

Polio

Yes  No

Bleeding Dis.
Yes  No

Herniated Disk

Yes  No

Prostate CancerYes  No                               Breast Lump
Yes  No

High Blood Pressure
Yes  No

Rheumatoid A.
Yes  No

Bronchitis
Yes  No

High Cholesterol
Yes  No

Skin Disorder
Yes  No

Cancer

Yes  No

Kidney/Liver Disease
Yes  No

Steroid Use
Yes  No

Concussion
Yes  No

Fractures

Yes  No

Stroke

Yes  No

Depression
Yes  No

Lung Condition

Yes  No

Tuberculosis
Yes  No

Diabetes
Yes  No

Migraines

Yes  No

Tumors

Yes  No

Drug Addiction
Yes  No

Multiple Sclerosis
Yes  No

Ulcers

Yes  No

Smoking
Yes  No  

Currently Pregnant
Yes  No

Joint Replaced  Yes  No
High Stress
Yes  No  Reason for stress: _______________________________________________________
