Patient Questionnaire

Name: _________________________________________ DOB: ______________ Date: _________________________
Primary Physician: _______________________________ Referring Physician: _________________________________
Chief Complaint:______________________________________ D.O.I. ___________MVA [ ] – WC [ ] – Personal Injury [ ] 
What are you hoping to achieve from Physical/Occupational Therapy?_________________________________________
_________________________________________________________________________________________________
Have you ever been treated for this problem or any other problem in the past requiring physical/occupational therapies? _________________________ If Yes, when? ________________ where?______________________

Do you, or have you ever been treated for any of the following conditions (please check yes or no)? 
If yes, please explain in the comments section:
				Yes	  No						Yes	  No
Allergies			____     ____		Major surgeries			____     ____
Asthma				____     ____	             Major illnesses 			____     ____
Cancer				____     ____		Cardiac/respiratory		____     ____
Convulsions/seizures		____     ____		Stroke/head injury		____	____
Diabetes			____     ____		Pregnant			____	____
Communicable disease		____     ____		Metal implants			____	____
High blood pressure		____     ____		Reactions to Sulfur		____	____

Comments:_______________________________________________________________________________________

 *If you discover you have any of the above conditions in your course of treatment as a patient, please notify your therapist.

Person to contact in case of emergency: ________________________________ Telephone: ______________________

Patient Responsibilities:
· Call primary physician to initiate an insurance referral on/or before date of initial evaluation, and verify   benefits.
· Check in at the front desk/receptionist upon arrival for scheduled appointments.
· Follow through with the therapists recommended treatment plan to enhance optimal healing.
· If patient is unable to attend scheduled appointments, he/she will call prior to appointment.

PATIENTS WHO FAIL TO SHOW FOR A SCHEDULED APPOINTMENT WITHOUT 24 HOURS PRIOR NOTIFICATION MAY BE CHARGED A $25 FEE.

Therapist Responsibilities:
· Every effort will be made to begin treatments on time or you will be informed of delays.
· To notify physician of any medical updates regarding current condition.
· To request further referrals for maintaining insurance coverage and inform the patient as necessary.
· To assess the referred medical condition to the best of their ability and devise an appropriate treatment plan.

No Show/Cancellation Policy:  Patient will be discharged from therapy if 3 consecutive no shows/cancellations occur.

In reading the above statements and conditions, I agree to adhere by these conditions as well as give Summit Health NH authorization to evaluate and treat my current condition within the scope of physical/occupational therapy.

Patient Signature: ______________________________________________ Date: _______________________

Therapist Signature: ____________________________________________ Date: _______________________
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