
TODAY'S DATE _____/_____/________

FIRST NAME          MIDDLE INITIAL LAST NAME PATIENT'S BIRTHDATE PATIENT'S SS# GENDER

MAILING ADDRESS CITY, STATE, ZIP CODE

PERMANENT ADDRESS CITY, STATE, ZIP CODE

PRIMARY PHONE SECONDARY PHONE EMAIL ADDRESS (Never given out)

IN CASE OF EMERGENCY CONTACT - NAME, RELATIONSHIP, PHONE #

HOW DID YOU HEAR ABOUT US? □ Doctor □ Friend □ Internet □ Phn book □ Other _______________________

REFERRING PHYSICIAN PRIMARY CARE PHYSICIAN STATUS

□ MARRIED

PROBLEM / COMPLAINT RIGHT LEFT □ SINGLE

□ FULL TIME STUDENT

HOW DID THE CONDITION OCCUR? DATE OF INJURY □ PART TIME STUDENT

 /     / □ EMPLOYED

INSURANCE CARRIER CLAIM NUMBER

ADJUSTER'S NAME & PHONE NUMBER

EMPLOYER & EMPLOYER PHONE NUMBER EMPLOYER ADDRESS

I authorize the staff of PTRC to provide me with treatment as deemed necessary by my Dr. or Therapist.

Physical Therapy & Rehab Concepts
Registration Form for Workman's Compensation Patients

(Please Print)

Patient Information

    /     /    M   F

(    )        - (    )        -

Case Information

Workman's Compensation Information

(    )        -

  (    )        -

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the provider. I 
also authorize Physical Therapy & Rehab Concepts and my insurance company to release any information required to process 
my claims.

X  ________________________________________________________________________________________________________

PATIENT/GUARDIAN SIGNATURE DATE



NOTICE OF PROVIDER PRIVACY PRACTICES 
 
 
 

This notice describes how medical information about you may be used and disclosed an how 
you can get access to this information. Please review it carefully. 
 
 
Physical Therapy and Rehab Concepts (PTRC) must maintain the privacy of your personal 
health information and give you notice that describes our legal duties and privacy practices 
concerning your personal health information. In general, when we release your health 
information, we must release only the information we need to achieve the purpose of the use 
or disclosure. However, all of your personal health information that you designate will be 
available for release if you sign an authorization form, if you request the information yourself, 
to a provider regarding your treatment, or due to a legal requirement.  
 
Again, without your written authorization, we can use your health information for the following 
purposes: 
*Treatment 
*Payment 
*Healthcare operations 
*As required by law 
*To those involved with your care or payment of your care 
 
You have several rights in regard to your health information. You may contact Kim Farmer, 
Privacy Officer. 
You can: 
*Inspect and copy your health information 
*Request to correct your health information 
*Request restrictions on certain uses and disclosures 
*Obtain a copy of this notice 
*Contact Privacy Officer 
 
Effective since 4/14/03 
 
By signing this form, you acknowledge that you have read and understand PTRC's privacy 
practices. A copy is available upon completion of form if requested. 
 
I have read PTRC's Privacy Notice and know that I can discuss my concerns if need be 
regarding the privacy of my health information. 
 
____________________________________           _____________ 
Patient's Signature               Date 



Medical History 
Name: __________________________________________   Date: ___________ 
Reason for referral: ________________________________________________________________ 
Current Condition  
Height: ___ft ___in      List allergies: ________________________ 
Weight: ________lbs      ___________________________________ 
Pregnant? (check one) ___ Yes ___ No   ___________________________________ 
Describe your general health: (check one)   Cardiovascular fitness: (check one) 
___ Excellent ___ Good ___ Fair ___ Poor   ___ Aerobic activities 3-5 days/week for at 
Do you use any assistive devices? (check one)   least ___ minutes 
___ Yes ___ No      ___ Occasional recreational activities at  
If yes, please list devices:      least 4 times a month 
____________________________________________ ___ Sedentary lifestyle 
 
Currently on medications? (check one) ___ Yes ___ No      
Please list all medications and dosages: 

Medication Dosage Medication Dosage 

    

    

    

    

    

    

    

    

    

    

History 
Have you ever had any of the following? (please check all that apply) 
__ Anemia  __ Fractures   __ Insomnia   __ Seizures 
__ Asthma  __ Headaches  __ Kidney problems  __ Shortness of breath 
__ Cancer  __ Heart attack  __ Low back pain  __ Stroke 
__ Chest pain  __ Heart disease  __ Low blood pressure __ Swollen ankles 
__ Diabetes  __ Heart palpitations  __ Metal implants  __ Other (please list):  
__ Dizziness/fainting __ Hepatitis   __ Osteoarthritis  _________________ 
__ Emphysema __ Hernia   __ Pacemaker  _________________ 
__ Fainting  __ High blood pressure __ Rheumatoid arthritis _________________ 
   __ HIV    __ Tuberculosis  _________________ 
Surgical history: 

Type of surgery Date of surgery Type of surgery Date of surgery 
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