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             Patient Information Form     
Patient to fill out highlighted sections 

Appointment Date:    Time:    PT:           NP/ONP Acct #:          
Primary Care Physician:__________________________    Phone#___________________________ 
Referring Physician:              Phone #     _____ 
Date Info Taken:     Emp. Initials:    Fin. Class:    
                

(Patient to fill out.) 

Patient Name: First        MI           Last       
Date of Birth:   Social Security #     Sex:    Marital Status: _____ 
Phone # Home:     Work:          Cell:     
Current Address:          Apt. #:        
City:      State:   Zip:    E-mail    _____   
Permanent Address:              
City:         State:       Zip:     
Employer:       Student:  Full Time     Part Time  _____ 
Emergency Contact:      Relationship:____________   Phone#:    
Auto Related? Yes/No If Yes What State:________________________    Work Related? Yes/No 
Date of Injury/Accident:     Date of Surgery:        Diagnosis: ________________            
(Office use only) 

Primary INS:                Secondary INS:     _____ 
Address:          Address:      _____ 
                 _____ 
Phone #:          Phone#:      _____ 
Cardholder’s Name/DOB/SS# :        Cardholder’s Name/DOB/SS#:  _____ 
                 _____ 
Policy#, Claim#:                 Policy#, Claim#:     _____ 
                 _____ 

Auth#:    Group#:       Auth#:    Group#:  
 _____                        

Benefits:                     Benefits:      _____ 

                

Payor ID: _______________Payment Due:      Payor ID: _______________Payment Due: _____     
Adj./NCM:   Fax#:           Adj./NCM:  ________Fax#:    
Verified By:                        Verified By:     _____ 
Phone:             Phone:         
Date:    Emp.Initials:                            Date:    Emp. Initials:     
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AUTHORIZATION TO RELEASE OR RECEIVE MEDICAL INFORMATION & 

 AUTHORIZATION OF ASSIGNMENT OF BENEFITS 
 

We strongly feel that all patients deserve the very best medical care we can provide.  Further, we feel 
that everyone benefits when definitive financial arrangements are agreed upon.  Accordingly, we 
have prepared this material to acquaint you with our policy.  Our professional services are rendered 
to you, not the insurance company.  Therefore, payment for treatment is your responsibility. 
 
PLEASE READ AND INITIAL THE FOLLOWING: 
• I authorize this office to release or receive any information necessary to expedite insurance 

claims. 
• I hereby authorize this office to bill my insurance company directly for their services. 
• I authorize payment directly to this provider of my insurance benefits otherwise payable to me. 
• In the event I receive payment from my insurance carrier, I agree to endorse any payment over to 

the provider for which these fees are payable. 
• I hereby authorize the above physical therapist(s) to release information regarding services 

rendered by them and allow a photocopy of my signature to be used to file insurance.  I hereby 
authorize the Tallahassee Orthopedic & Sports Physical Therapy to perform any service 
(evaluation, treatment procedures & testing) necessary for my rehabilitation. 

• Tallahassee Orthopedic & Sports Physical Therapy is granted permission to release to the 
insurance carrier, employer, attorney, their representatives or referring physician, any information 
in connection with any treatment rendered to patient or patient’s behalf at any time such 
information is requested. 

• HIPAA – I have received the Practice’s Notice of Privacy Practices and understand that my 
protected health information may be used by the Practice as described in the notice.  

 
I understand that I am directly & completely responsible to this provider for charges not covered by 
my insurance.  I further understand that such payment is not contingent on any settlement, judgment 
or insurance payment by which I eventually recover said fee.  I realize that if my insurance carrier fails 
to pay my balance in full, or there is no payment made within 45 days, it is my responsibility to pay my 
balance directly.  At 90 days, if no payment is made on my account interest will start accruing at 1 ½ 
% per month.  I further understand & agree that if I fail to make timely payments on my account, I will 
be responsible for any & all-reasonable costs of collection including filing fees as well as reasonable 
attorney’s fee. 
 
A Photostat copy of these authorizations and agreements shall be as valid as original. 
 
                
PATIENT OR GUARDIAN (PRINT) PATIENT OR GUARDIAN SIGNATURE  DATE 

 
All students must complete this section with a permanent address & the responsible party’s 
information: 
Responsible Party Name        Relationship      
Address         City/State     Zip     
Employer Name & Address          Phone    
 
Reason why above is responsible             
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Please list any surgeries or other conditions for which you have been hospitalized, including dates: 

 

1. ______________________    2._________________________    3.______________________________ 

What date (roughly) did your present symptoms start?___________________________________________ 

What do you think caused your symptoms? ____________________________________________________ 

My symptoms are currently: ���� Getting Better ���� Getting Worse ���� staying about the same 

I should not do physical activities that might make my pain worse:     ���� Disagree     ���� Unsure     ���� Agree 

Treatment received so far for this problem (chiropractic, injections, etc) ____________________________             

Please list special tests performed for this problem (x-ray, MRI, labs, etc) ___________________________ 

Have you ever had this problem before: ���� Yes ���� No    When__________ Treatment rec’d_____________  

How long did it take for you to feel better? _____________________________________________________ 

Body Chart: 

 

Please mark the areas where you   

feel symptoms on the chart to the right with  

the following symbols to describe your symptoms: 

 

 

↓ Shooting/sharp pain  

ΟΟΟΟ Dull/aching pain 

|||    Numbness 

=    Tingling 

 

 

My symptoms currently:  � Come and go     � Are Constant     � Are constant, but change with activity  
 

Aggravating Factors: Identify up to 3 important positions or activities that make your symptoms worse:  

1.  _____________________________________________________________________________________ 

2.  _____________________________________________________________________________________ 

3.  _____________________________________________________________________________________ 

Easing Factors: Identify up to 3 important positions or activities that make your symptoms better:  

1.  _____________________________________________________________________________________ 

2.  _____________________________________________________________________________________ 

3.  _____________________________________________________________________________________ 

How are you currently able to sleep at night due to your symptoms?   

� No problem sleeping      � Difficulty falling asleep      � Awakened by pain    � Sleep only with medication  

When are your symptoms worst?    � Morning   � Afternoon   � Evening � Night        � After exercise 

When are your symptoms the best? � Morning   � Afternoon   � Evening � Night        � After exercise  
 

Using the 0 to 10 the scale, with 0 being “no pain” and 10 being the “worst pain imaginable” please circle: 

 

Pain right this minute:         0    1    2    3    4    5    6    7    8    9   10       

Worse Pain last 24 hours:   0    1    2    3    4    5    6    7    8    9   10       

Best pain last 24 hours:       0    1    2    3    4    5    6    7    8    9   10 

 

Reviewed by ___________________________________________Date     _ 

                        Therapist    signature 

 

Action needed         Yes         No              Patient referred out    Yes    No           Referred to:        Called physician           Sent to ER                 




