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Personal Information 						    Date _______________

Last Name __________________________ First Name _______________________ MI ______

DOB _________________ Age __________ SSN _____________________________________

Height ________________ Weight ________________ Gender__________________________

Home Address _________________________________________________________________

Mailing Address (if different from above) ____________________________________________

______________________________________________________________________________

Preferred Phone ____________________ Email ______________________________________

Patient Employer _______________________________ Occupation ______________________

Permission to leave a message on answering machine:           Yes                  No

Marital Status:  Single   Married   Divorced   Widow              Are you a Student?:  Full-Time    Part-time

Emergency Contact ________________________________Relationship___________________ 

Emergency Phone ______________________ How did you hear about us? _________________


Insurance Policy Holder (if different than above) 

Last Name __________________________ First Name _______________________ MI ______

DOB _________________ Age __________ SSN _____________________________________

Relationship to Patient ___________________________________________________________

Home Address _________________________________________________________________

Mailing Address (if different from above) ____________________________________________

Preferred Phone ____________________ Email ______________________________________

Employer _____________________________________ Occupation ______________________


Insurance Information (please provide insurance card(s) to front desk staff)




Please answer the following:
Are you currently receiving ANY home health services?				Yes	No
Have you EVER had a WY Workers’ Compensation injury specific to this case?	Yes	No
Have you had PT or Chiropractic care in any other clinics this year? 		Yes	No
Do you exercise regularly?							Yes	No
Do you have a latex allergy?							Yes	No
Do you have an adhesive allergy?		 				Yes	No
Is your injury work related? 							Yes	No
Is your injury related to an automobile accident?					Yes	No
Are you currently taking anticoagulants?						Yes	No
Have you received any medical imaging?					Yes	No
	Please circle: XRAY	MRI	CT Scan	Other: ___________________________
	
Injury Report
Chief Complaint _____________________________ Date of Onset _______________________
Describe accident or injury _______________________________________________________
Was the onset: (circle one)	Gradual 	Sudden
Since onset, my pain is: (circle one)		Better		Worse		Same
Secondary Complaint (if any) _____________________________________________________

[image: ]Please indicate where your pain is located:



















[bookmark: _GoBack]Severity of Pain (circle the number which represents the intensity of your pain)

Current Pain 	0	1	2	3	4	5	6	7	8	9	10

Worst Pain 	0	1	2	3	4	5	6	7	8	9	10


Authorization
I certify that this information is true and accurate. I hereby authorize the release of this form as may be necessary to obtain reimbursement from any insurance company which may request information regarding my injury and the nature of treatment. I also understand that I am responsible for responding promptly to my insurance carrier if they request additional information and that failure to provide any requested information may categorize my treatment as “non-covered” service and may make my personally responsible for the medical charged incurred.

Patient/Guardian Signature ___________________________________ Date _____________


Consent for Treatment (please initial)
________ I grant the providers at In Motion PT, LLC to evaluate, administer treatments, and perform procedures as may be deemed medically necessary in relation to my condition. 

Consent for Treatment of Minor (please initial)
________ I grant the providers at In Motion PT, LLC to evaluate, administer treatments, and perform procedures as may be deemed medically necessary for the patient.

Relationship to the patient ______________________________________ 

Billing and Financial Policy (please initial)
________ I hereby give authorization for payment of insurance benefits to be made directly to the provider for services rendered. 

Cancellation and No-Show Policy (please initial)
________ I acknowledge a charge of $25.00 to my account when a 24-hour cancellation notice is not provided. 

Privacy Statement (please initial)
________ I hereby acknowledge the availability of a printed copy of Notice of Privacy Practices/HIPAA. 

Release of Medical Records
________ I hereby authorize In Motion PT, LLC to release my complete medical record to the  

following: _____________________________________________________________________

For the following purpose: ________________________________________________________

To the following family members or significant others for the purpose or role in my treatment or 

payment services: _______________________________________________________________

Patient/Guardian Signature _________________________________ Date __________________

Printed Name _________________________________ Relationship to Patient ______________


Work Related Injury

Name of Employer ______________________________________________________________

Occupation ___________________________ Employer Telephone # _____________________

Employer Address ______________________________________________________________

Worker’s Compensation Claim # _____________________Injury Date____________________

Case Manager _________________________________Phone #__________________________

Has an attorney been retained? __________ Name of Attorney __________________________

Attorney Telephone # ____________________________





Third Party Liability Settlement

Is there a possibility of a third party settlement? (i.e. auto, homeowners, property)	Yes	No

If yes, complete this section:

Name of Insurance _______________________________ Telephone # ____________________

Adjuster’s Name _________________________________Telephone # ____________________

617 Broadway Suite C                               p 307-382-8661	Rock Springs, WY 82901
                                                                       f 307-382-8662    
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