
Patient Personal and Medical History 

 
Name______________________________________________________________________ 

First   Middle initial    Last 
 
Permanent address______________________________________________________ 
City___________________________________     State_________  Zip____________ 
Phone # (home)______________________ (work)__________________________ 

       (Cell/voice mail)________________________ 
Social Security #_______________________    Date of Birth________________ 
sex________           Age________            weight________           height_________ 
 
 
Professional History: 
Occupation______________________ Employer____________________________ 
 
Employer’s address_____________________________________________________ 
 
Employer’s contact person____________________________________________ 
 
Employer’s phone & fax_________________________________________________ 

 
 
Insurance information: 
Primary insurance company_______________________________________________ 

Policy#_____________________ 
Group#_____________________ 

Secondary insurance company____________________________________________ 
Policy#_____________________ 
Group#_____________________ 

 
 

I authorize the release of any medical information necessary to process this 
claim.  I authorize payment of medical benefits to Performing Arts Physical 
Therapy for services rendered.  The undersigned hereby indicates that I am 
financially responsible for all Physical Therapy charges not covered by my 
insurance company or by my workman’s compensation insurance carriers.  
In addition, I understand that Performing Arts Physical Therapy has a 24 hour 
notice requirement for the cancellation of all appointments.  Should I fail to 
give adequate 24 hour notice, I agree to pay the charges for the missed visit. 
 
_______________________________   ______________ 
patient’s signature     Date  

 
 

please fill turn over and fill out side 2 
 



Medical History: 
 

Do you smoke?             Amount?            Drink Alcohol?             Amount?_____      
Current Medications________________________   Allergies_________________    
Eating habits (vegetarian, etc.)___________________________________________    

                                                                  
 
Menstrual History:  

Age onset                  Date of last period_______                
Regular                    Irregular_______                    
Amenorrhea                   

 
Have you ever had any of the following conditions? Please check all 
that apply. 
Rheumatoid Arthritis:   Diabetes:   Anemia:   
Hypertension:    Epilepsy:   Pregnancy:   
Weight Gain:                             Weight Loss:  Asthma:   
Heart Trouble:                         Dizziness:   Other:  

 
Date of injury                                                    
 
Referring physician_____________________________________________________ 
If other than doctor who referred you to us?_________________________ 
 
Diagnosis__________________________________________________________________ 
Did you have any diagnostic tests (MRI, X-ray, etc.)?                                              
Is this a work related injury?                            Are you in pain now?                     
Do you use assistive devices (i.e. orthotics, braces, etc.)?                                 
Are you currently under a prescription or therapy elsewhere for 
this injury?_______Describe the injury and how it occurred      
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
                                    

 
 

if applicable: 
Type of Performance Training?____________________________________________ 
Age Began                                    Age began pointe work?_______                                
Years of Professional experience          Are you performing now?______      
# of hours of class/rehearsal/performance per day?_______                      
Do you exercise regularly? YES NO 
Amount (hours per week)________                                      
 
 
 
 
 
 
 

 


