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Confidential Medical Information
Please state current problem(s):    __________________________________________________________

Please mark on this line an X at the point that corresponds to your average pain over the last few days
No Pain     I          I          I          I          I          I          I          I          I          I          I     Worst
Are you currently being treated by:


Another Therapist      
_____ Yes  _____ No  

Or in the past  

_____ Yes  _____ No

Chiropractor

_____ Yes  _____ No  

Or in the past  

_____ Yes  _____ No

Home Health Agency    
_____ Yes  _____ No  

Or in the past  

_____ Yes  _____ No
Major surgeries that affect exercise:_____________________________________________________________

Allergies:                                         _____________________________________________________________
List current medications:                 _____________________________________________________________
Check if you currently have or previously had any of the following


( Arthritis 




( High Blood Pressure


( Asthma




( Gout


( Cancer




( Seizures


( Circulation Problems


             ( Stroke


( Diabetes




( Ulcers


( Heart Problems



( Other Illnesses 


Specify:  _____________________      

Specify: _______________________


_____________________________      

______________________________

The above information is true and accurate to the best of my knowledge.  I hereby authorize the release of any medical information necessary for processing insurance claims and payment of medical benefits for myself or the party who accepts assignment of benefits. 
Signature    
_____________________________________________     Date   __ __ / __ __ / __ __ __ __ 

                                                    (patient/guardian)
I have read Cancellations and No Shows policy and understand that I will be billed a $25.00 fee if I do not give 

24 hours notice of a scheduled appointment.

Signature    
_____________________________________________     Date   __ __ / __ __ / __ __ __ __ 




     (patient/guardian)

Signature below is acknowledgement that I have read the Notice of Privacy Practices (HIPAA).
Signature    
_____________________________________________     Date   __ __ / __ __ / __ __ __ __ 




     (patient/guardian)

I have read and understand the Consent for Care Treatment form.  I give permission for Labell & Associates Physical Therapy LLC to furnish medical care and treatment to the patient which is considered necessary and proper in the diagnosing or treating of the physical condition. 

Signature    
_____________________________________________     Date   __ __ / __ __ / __ __ __ __ 




     (patient/guardian)

I have read and understand the Benefit Assignment/Release of Information form and authorize Labell & Associates Physical Therapy LLC to assign and release my medical information.
 Signature    
____________________________________________     Date   __ __ / __ __ / __ __ __ __ 




     (patient/guardian)

I have read and understand the Financial Policy Statement and I accept the terms and conditions stated and will be responsible for the payment of my account.
Signature    
____________________________________________     Date   __ __ / __ __ / __ __ __ __ 




     (patient/guardian)
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