TWIN RIVERS PHYSICAL THERAPY       725 6TH Street         Clarkston, WA  99403            509-758-8510

REGISTRATION  FORM 

Account Number _________________________

                    

*******************************************************************************************************************************************PATIENT INFORMATION:

Patient ______________________________________  Birth date _________  Social Security Number  ____________


        Last name                First name                    MI

Sex:   ( Male   (Female                   Marital Status:   ( Married      ( Unmarried      Referring provider:_________________

Patient address: ___________________________________________________________________________________  



        Street                                                                                    City                             State                                     Zip

Home Phone ___________________  Cell ____________________ Email address ______________________________ 

Employer _________________________________  Employer Phone ______________________ Job Title____________
Spouse’s name:________________________________ Spouse’s Employer: __________________ Phone:___________



  Last                     First                           MI​​

********************************************************************************************************************************************

INSURANCE INFORMATION: 

Primary insurance name:____________________________________

Secondary insurance name: _________________________________

Other:___________________________________________________

AS A COURTESY WE WILL BILL YOUR INSURANCE BUT PLEASE BE ADVISED THAT YOU ARE FINANCIALLY RESPONSIBLE FOR ALL CHARGES.    
********************************************************************************************************************************************

COMPLETE IF PATIENT IS A MINOR (UNDER 18)

Parents are:        ( Married           ( Unmarried

Father’s name: ________________________________________________         Home phone:_____________________



       Last                                   First                                 MI

Address: _______________________________________________        Soc. Sec #:  ______________________



   Street                                  City                 State                        Zip 

Employer: ______________________________________________        Emp. Phone: _____________________

Mother’s name: ________________________________________________        Home phone: _____________________



        Last                                      First                                             MI


Address: _______________________________________________        Soc. Sec. #: ______________________



        Street                              City                          State                    Zip


Employer: ______________________________________________        Emp. Phone: _____________________

********************************************************************************************************************************************

IN CASE OF EMERGENCY 

Friend or Relative not living with you:

___________________________________________  Relationship:_________________ Phone: ___________________
               Last                   First                         MI 

*****************************************************************************************************************************************************************************
RELEASE OF INFORMATION

I authorize the doctor or insurance company to release any information required for this claim. 

ASSIGNMENT OF BENEFITS

I authorize the insurance check to be paid directly to Twin Rivers Physical Therapy.  In the event that my insurance does not cover these services, I agree to be financially responsible for all charges. 

____________________________________________

_____________________________________________

Signature  






Today’s date

Patient Questionnaire

Have you been seen for physical therapy at another clinic since January 2010?
 
 � Yes � No

If yes, what clinic where you seen at ________________________ # of visits ____________________
What is your preferred name: ______________________________
Occupation/Work Status_________________________________   � Full time
     � Part time

Out of work since: ______________________________________

Injury/Onset Date:  ______________________________________ 
How did the injury occur: ____________________________________________________________
Was surgery performed? � Yes � No  Date of Surgery___________ Type of Surgery ____________
Were you hospitalized?   � Yes � No  Dates_____________________________________________
Main complaint: (restrictions/pain alleviators): __________________________________________

Do you have a history of falls:  � No Falls      � Once a Month
     � Once a Week
� Once a Day 
Falls Secondary to Dizziness? � Yes
� No


Do you need assistance with any of the following:   

Bathing:   � Yes   � No   

Dressing:  � Yes   � No   
       Housekeeping:     � Yes   � No   

Cooking:  � Yes   � No     

Dining:      � Yes   � No   
       Leisure/Hobbies:  � Yes   � No   
Do you have pain with any of the following:  

Sleep          � Yes   � No   
Lift/carry
� Yes   � No   
Reach/push/pull
  � Yes   � No   

Self care     � Yes   � No  
Sit/stand
� Yes   � No   
Mobility/ambulation
  � Yes   � No     

Bend/squat � Yes  � No   
Activities of daily living   � Yes   � No   Community access   � Yes   � No    

Rate your pain on the following scale:  

Worst pain:
0 ___1___2___3___4___5___6___7___8___9___ 10

Current pain:
0 ___1___2___3___4___5___6___7___8___9___ 10
Best pain: 
0 ___1___2___3___4___5___6___7___8___9___ 10

Pain Description:   Burning ___   Dull/achy___   Throbbing ___   Shooting ___  Numbness/tingling ___
Medical History:    Do you, or have you, had any of the following?
Pacemaker

� Yes     � No


Are you pregnant?


� Yes     � No

Joint replacement
� Yes     � No


Dermatologic (skin) conditions
� Yes     � No
Cancer/Tumor

� Yes     � No


Plastic or metal implants

� Yes     � No
Osteoarthritis

� Yes     � No


Cardiovascular Disease

� Yes     � No
Diabetes Type I or 2
� Yes     � No


Circulatory or vascular problems
� Yes     � No


Increased/decreased sensation to heat/cold

� Yes     � No


History of respiratory (breathing) dysfunction
� Yes     � No
Past Surgical History: _______________________________________________________________

Previous therapy for this specific injury: _______________________________________________

Current Medications:  _______________________________________________________________

Over the Counter Medications:  _______________________________________________________

What are your goals for therapy? _____________________________________________________

NOTICE OF PRIVACY PRACTICES

ACKNOWLEDGMENT

Please see the copy of our Notice of Privacy Practice, available in the lobby, or a copy can be provided on request.  

Signature: _________________________________

Date: _____________________________________
APPOINTMENT 

CANCELLATION 

POLICY

It is the intention of Twin Rivers Physical Therapy to provide quality care to all patients. One aspect of this care is the prompt scheduling and attendance of clinic/pool visits so that other patients will not have to wait. 

As an active participant in your treatment, you are responsible for the following:

1.  Prompt and consistent attendance at your treatment sessions. 

2.  If you need to cancel an appointment please call (509)758-8510 as soon as possible.   (Leave a message with the receptionist or on answering machine). 

WE RECOGNIZE EXTENUATING CIRCUMSTANCES SOMETIMES OCCUR.    HOWEVER, 3 MISSED APPOINTMENTS WITHOUT REASONABLE PRIOR NOTIFICATION WILL RESULT IN REMOVAL FROM THE TREATMENT SCHEDULE. 

I have read this policy and I understand. 

_________________________________

_______________________________

SIGNATURE 





DATE

