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Rehabilitatior&yVellness



P2149 Electric Road, Suite 10
Roanoke, VA 24018

Phone: 540-774-9000

Fax: 540-774-6666

Patient Profile and Insurance Information

Patient Name:
Date of Birth: 


Address: 


City: 
State:
Zip Code: 


Home Phone:
Cell Phone:
Work Phone


SSN:
Email:


Male:
Female:
Marital Status:


Emergency Contact Name & Phone:
Relationship:


Primary Care Physician:
Referring Physician:

Employer:
Occupation:


Please check appropriate box:

Employment
( Working full-time    ( working part-time

( homemaker
( Student
( Retired
( Unemployed

Not working due to injury     ( Yes  ( No
Light duty due to injury?     ( Yes  ( No

Primary Insurance

Insurance Company:
 ID number:
 Group number:

Insured’s Name and Date of Birth
Relationship to Patient:


Secondary Insurance

Insurance Company:
 ID number:
 Group number:


Insured’s Name and Date of Birth
Relationship to Patient:


Please read and INITIAL the following statements on the back of this form.
Please read and initial the following statements. Then sign and date the bottom.
Consent to Treatment: I consent to rehabilitation and related services at RRW. 



Liability: I know and agree that RRW is not responsible for loss or damage to personal valuables.



Authorization of Payment: I hereby assign all benefits directly to RRW and also authorize release of any medical records necessary to process medical claims. I understand fully that in the event my insurance company does not pay for services I receive, I will be financially responsible for payment.



Policies and Financial Agreement: I have received a copy of the RRW policies and financial 

agreement and I agree to the stated terms.



Notice of Privacy: I acknowledge receipt of Privacy Practices.


Appointment Notification: I choose the following method of appointment reminder: 



PLEASE CIRCLE:
Telephone/Voice Message              Email               Text Message via carrier___________________
                                                                                                                                                  List carrier
Patient Signature:
 Date:


Parent/Guardian Signature:


Reviewing staff member signature:
 Date:


How did you hear about our practice?

( Physician    ( Friend/Relative    ( Employer    ( Yellow Pages   ( Other 


Thank you for placing your trust in us. To be able to evaluate your condition thoroughly, please answer the questions on the following pages 

Patient Profile and Medical History
Patient Name: 
 DOB: 


Current Condition(s)/Chief complaint(s)

Describe the problem(s) for which you seek physical therapy?

_________________________________________________________________________________________________
When did the problem(s) begin (date)?


What happened?

_________________________________________________________________________________________________
Within the past year, have you had any diagnostic testing done?  ( Yes     ( No

     ( X-ray     ( MRI     ( other                Facility name:  ____________________________________________________
Have you ever had the problem(s) before?     ( Yes       ( No

If yes, what did you do for the problem?


Did the problem(s) get better?      ( Yes     ( No
About how long did the problem(s) last?


How are you taking care of the problem now?

What makes the problem(s) better?

What makes the problem(s) worse?

What are your goals for physical therapy?

Are you seeing anyone else for the problem(s)?

( Chiropractor
( Dentist                                                     ( Podiatrist
( Massage Therapist
( Neurologist                                             ( Rheumatologist
( Ob/Gyn
( Occupational Therapist                        ( Primary Care Physician
( Orthopedist
( Speech                                                     ( Other:

Does your home have:
( Stairs; no railing
( Stairs; w/railing
             ( Ramps
                 ( Elevator

( Uneven terrain
 Assistive devices (eg: bathroom)
 Any obstacles?



Do you use:

 Cane                            Manual Wheelchair       Motorized Wheelchair

 Standard Walker       Rolling Walker                Glasses/Hearing aids

 Other


Where do you live:

 Private Home
 Private Apartment

 Rented Room
 Homeless (with or without shelter)

 Assisted living/Group home
 Other:


With whom do you live:

 Alone                                     Spouse & Children
 Child

 Other relative(s)                  Group Setting                                           Personal care attendant
 Other _________________________________

General Health Status

Please rate your health:

 Excellent
 Very good
 Good
 Fair
 Poor

Have you made any major life changes during the past year? (eg: new baby, job change, death of family member, etc.)

 Yes       No  if YES: _____________________________________________________________________________
Social/Health Habits

Smoking:  Currently smoke tobacco?  (  No        Yes:
 Cigarettes: No. of packs per day




 Cigars/Pipes: No. per day

Currently use smokeless tobacco:       (  No       Yes
Smoked in the past?
 Yes   Year quit________

Caffeine: How many cups of caffeinated beverages (coffee, tea, soda, chocolate) do you drink each day?  _____________
Water:  How many 8 oz glasses of water do you drink in a day?  _____________
Alcohol: How many days per week do you drink beer, wine, or other alcoholic beverages on average?


If one beer, one glass of wine or one cocktail equals one drink, how may drinks do you have on an average day?


Exercise: Do you exercise beyond normal daily activities and chores:   Yes     No
Describe the exercise:  


On average, how many days per week do you exercise or do physical activity?


For how many minutes on an average day?


Have you ever been diagnosed as having any of the following conditions?

	( Cancer                                                                               
	( Diabetes:  type 1  (  type 2  (
	( Stroke (or TIA’s, mini strokes)

	( Pneumonia
	( Multiple sclerosis
	( Anemia/low blood levels

	( Bone or joint infection
	( Rheumatoid arthritis
	( Asthma

	( Pelvic inflammatory disease
	( Osteoarthritis
	( Emphysema/COPD

	( Kidney infection
	( Gout
	( Depression

	( Defibrillator
	( Ankylosing spondylitis
	( Thyroid   ( low,  ( high

	( Pacemaker
	( Hepatitis
	( Chronic urinary/bladder infection

	( Heart Attack
	( Stomach/Duodenal ulcers
	( Urinary incontinence

	( Heart Valve Problems
	( Epilepsy/Seizures
	( Osteoporosis

	( Arterial blockage of legs
	( Headaches; more than 1 per wk
	( Head Injury

	( High blood pressure
	( Endometriosis
	( Hypoglycemia

	( Parkinson’s
	( Skin Diseases
	( Implants

	( Dementia/ Alzheimer’s
	( Abdominal Mesh
	( Stimulators (Bone/Pain)

	( Pacemaker
	( Bladder Stimulator
	( Other infections:  ____________


Symptoms within the past year:
	( Chest pain
	( Coordination
	( Difficulty sleeping

	( Heart Palpitations
	( Weakness in arm/leg
	( Loss of appetite

	( Cough
	( Loss of balance
	( Nausea/vomiting

	( Hoarseness
	( Difficulty walking
	( Difficulty swallowing

	( Shortness of breath
	( Joint pain/swelling
	( Bowel problems

	( Dizziness or blackouts
	( Headaches
	( Weight ( loss/ ( gain


Have you ever had ANY fractures, dislocations, or sprains? ( No ( Yes, dates:__________________________________

__________________________________________________________________________________________________
Have you ever had ANY surgeries? ( Yes (  No (includes appendectomy, carpal tunnel, c-section, tonsillectomy, gallbladder, etc)
if Yes, please describe and include dates: ________________________________________________________________

__________________________________________________________________________________________________
Has anyone in your immediate family (parents, brothers, or sisters) ever been treated for any of the following?
	( Anemia
	( Heart Problems

	( Arthritis
	( High/Low Blood Pressure

	( Cancer
	( Kidney Disease

	( Diabetes
	( Stroke

	( Epilepsy
	( Tuberculosis

	( Headaches
	( Mental Illness

	( Chemical Dependency
	( Other: 


Please list any allergies (medications, food environmental) that you have:
HAVE YOU HAD TWO OR MORE FALLS IN THE PAST YEAR, OR ONE FALL THAT RESULTED IN AN INJURY? IF YES, PLEASE EXPLAIN.


Patient Signature:
 Date:
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