Active Life & Sports
Patient Information Form
Please Print

Patient Name:

Address/City/State: ‘ Zip

Phone: ; Sex: Marital Status

Date of Birth: Patient’s Social Security #:

Employer: : Employer Phone:

INSURANCE #1:

Insured Name: Felationship to Patient:

Date of Birth: ' Policy is Through:

(Employer or Self)
INSURANCE #2:

Insured Name: Relationship to Patient

Date of Birth Policy is Through:

(Employer or Self)

Referring Physician Name:

Primary Care Physician Name:

Emergency Contact Name: Phome:

Relationship to Patient:

INJURY/DIAGNOSIS:

Are your injuries the result of an auto accident? Yes or No If yes, when did the accident occur?
Date What state did the accident occur?

—

Are your injuries work related? Yes or No = If yes, when did your injuries occur?

If not anto or work related when did your injury/surgery occur?

I agree to receive or give permission for myself or the above-named minor to receive Physical Therapy services appropriate for this
condition. Iauthorize the release of any information necessary for care and to process insurance claims. I authorize direct payments
to be made to Active Life & Sports Physical Therapy for physical therapy services and I understand that I am responsible for any
amount not covered by my insurance company. I have read and understand the Active Life & Sports Physical Therapy privacy policy.

SIGNATURE ' DATE

Active Life & Sports PT 4337 Ebenezer Road Phone 410-529-3303
Michael D. Wah, PT, OCS Nottinghar, MD 21236 Fax 410-529-7980



Active 1ife Sports

THERAPY FIT FOR YOU

MEDICAL SCREENING FORM

Name: Please List your current medications:
Sex: M F  Age: o
Height: Weight:
Circle YES or NO...
Have you ever been told you have: What is your primary reason for coming to
Cancer? Yes...No Physical Therapy?
Diabetes? Yes...No
High blood pressure? Yes...No
Heart disease? Yes...No Are you scheduled to return to the doctor who
Angina/chest pain? Yes...No referred you to Physical Therapy? If so,
Stroke? Yes...No when?
Osteoporosis? Yes...No
Osteoarthnitis? Yes...No Please list any diagnostic tests regarding your
Fheumatoid arthnitis? Yes...No current injuries (MRI, Xray, EMG, CAT
scan)
Do you have a history of:
Allergies/Asthma? Yes...No
Headaches? Yes...No Please indicate the degree to which your
Bronchitis? Yes...No condition limits you from performing the
Kidney disease? Yes...No following activities:
Rheumatic fever? Yes...No 0= no limitation 10=completely limited
Ulcers? Yes...No ___Dressing ~ Sleeping
Sexually transmitted disease? Yes...No __Toileting ___Hobbies
Seizures? Yes...No ___ Driving ___Stairs
___ Bathing ___Job duties
Exercise/Sports House chores
In the past 3 months have you had or do you i :;ﬂmjon -
experience: RE
A change in ‘.KF)UR health? Yes...No Are you currently:
Nausea/Vomiting Yes...No Preenant? Yes. No
Fever/chills/sweats? Yes...No D o
: : . epressed? Yes...No
Unexplained u.ffelgl?t change? Yes...No Under stress? Yas . No
Numbness or tingling? Yes...No Smokine? Yes.. No
Changes in appetite? Yes...No Igf s PP T
Difficulty swallowing? Yes...No Gl i
Changes in bowel or Are your symptoms: (check one)
bladder function? Yes...No O Getting Worse O The Same O Improving
Shortness of breath? Yes...No Do you have a problem with?
Dizziness? Yes...No O Hearing [ Speech O Vision
Upper respiratory infection? Yes...No
Uﬁﬂ&]’}' tract infection? Yes...No Patient Signature:
Date: Reviewed by:

Active Life & Sports Physical Therapy 4337 Ebenezer Road Perry Hall, MD 21236
phone: 410-529-3303 Sfax: 410-529-7980 www.activelifesports.com






