
Patient's first name MI 
------- ----

Last name _____________ _ 

Address 
---------------

City ______ State __ Zip. ____ _ 

Phone 
---------------

W o u Id you like appointment reminders? YES NO 

How? Circle one: Emai l Text Phone 

Sex _____ Date of Birth. _____ _ 

SSN(req. if WC). _________ _ 

Today's Date ____________ _ 

Email _______________ _ 

Referring Physician __________ _ 

Next MD Appt ___________ _ 

Primary Physician. ___________ _ 

Reason for today's PT visit. ________ _ 

Date of 1st. Symptom or Injury ______ _ 

Are you or think you may be pregnant? YES NO 

Employment Status: FT PT Retired Student Umpl Do you have a pacemaker? YES NO 

Employer _____________ _ 

Emp. Address (req. if WC) _______ _

Occupation ____________ _ 

Was this an accident? Yes No 

Accident Type: Work Auto Other 

Date of accident ___________ _ 

State in which accident occurred _____ _ 

Have you had any physical therapy this year? YES NO 

Where? 
---------------

How many visits? ___________ _ 

In Case of Emergency, Please Contact: 

Name _______________ _ 

Relationship _____________ _ 

Phone _______________ _ 

Rate your pain level from 0-10. o = No pain 10 = Worst 

Now: ___ At worst: ___ At Best: __ _ 

Medications: _____________ _ 

Surgical History ____________ _ 

Who may we talk to about your care, appointments or 

billing other than yourself? 

Please Provide Insurance cards to Office Staff and fill in information below if the Insured is not SELF.

Primary Insurance Secondary Insurance 

Insurance Co. ____________ _ Insurance Co. ____________ _ 

Insured's Name ___________ _ Insured's Name ___________ _ 

DOB _______________ _ DOB _______________ _ 

Relationship to Patient _________ _ Relationship to Patient _________ _ 

Compassion.  Care.  Respect.  Integrity.  
Outstanding Service.



Compassion.  Care.  Respect.  Integrity.  
Outstanding Service.

Alton Physical Therapy  |  www.altonpt.com




