Klaes Clinic Physical Therapy 

Megan Blomenberg, MPT

Meagan Wessel, PTA

New Patient Intake Form

Date: ____/____/____

Employee #________Medical Record#________

Please allow our staff to copy your driver’s license and all available insurance cards.

Name:__________________________________________________         Age:_______

          First                                 MI                              Last

Street Address:___________________________________________________________

                                                                                       City                 State             Zip 

Home Phone:____________________________        Cell Phone:___________________

DOB: ______________      SSN:____________________________
Gender:_____    Race:______   Referring Doctor:_______________________________

Place of Employment:_____________________________________________________   
Job Title:_________________________________ Years on Job:__________

Insurer:___________________  Workers Comp:___   Personal Injury: __  Self-Pay:___
Have you had PT within the last 6 months?______ If so, where and how long?_________

Do you use:  Cane: ________   Walker:_______ Wheelchair:________ Orthotics:______

Any bracing: _________  

Safety Measures:   Check if you have or have had the following:  Seizures:____

Cancer:_____  Pregnant:____ Pacemaker:_____ Osteoporosis: _____

Concerns that lead you to Physical Therapy: ____________________________________

Medical /Surgical History:  Please check if you have ever had the following:

· Arthritis


       

· Broken Bones/fractures

· Osteoporosis

· Blood Disorders

· Circulation/Vascular problems

· Heart problems

· High Blood Pressure

· Lung problems

· Stroke

· Diabetes/High Blood Pressure

· Low Blood Pressure

· Head Injury

· Multiple Sclerosis

· Muscular Dystrophy

· Parkinson’s Disease

· Seizures/epilepsy

· Allergies

· Growth problems
· Thyroid problems

· Cancer
· Infectious Disease (Hepatitis)

· Kidney problems

· Repeated infections

· Ulcers/stomach problems

· Skin diseases

· Depression

· Other:________
Within the past year have you had any of the following symptoms?  
Check all that apply.

· Chest pain

· Heart palpitations

· Cough

· Shortness of breath

· Dizziness or blackouts

· Coordination problems

· Weakness in arms or legs

· Loss of balance

· Difficulty walking

· Joint pain or swelling

· Pain at night  

· Difficultly sleeping

· Loss of appetite

· Difficultly Swallowing

· Bowel problems

· Weight loss/gain

· Urinary problems

· Headaches

· Hearing problems

· Vision problems

· Men only: Prostate Disease

· Women only: Pregnant or might be Pregnant

· Women only: Pelvic inflammatory disease

· Other:_____________

Have you ever had surgery?   Yes_____     No_____

If yes, please describe and include dates:

_________________________________________________________  Date__________

_________________________________________________________  Date__________

_________________________________________________________  Date__________

_________________________________________________________  Date__________

Medications:  

Do you take prescription medication?  Yes____   No____

If yes, please list:__________________________________________________________
________________________________________________________________________

Do you take any non prescription medication?  Check all that apply.

· Advil/Ibuprofen
· Aleve/Naproxen

· Tylenol

· Aspirin

· Herbal supplements

Are you taking any medication for this condition for which the physical therapist is seeing you for?  Yes_____   No_____ If yes, please list:__________________________

Special Tests: Please check all that you have had within the past year.

· MRI

· CT-Scan

· X-ray

· Arthroscopy
Knowledge of Exercise:   Good_____    Fair______   Poor______

Frequency of Exercise per week:   >3 times _____     3 times_____    <3 times____

Reported eating habits:   Good_____ Fair _____ Poor______

Reported sleeping habits:  Good_____ Fair _____ Poor_____

Functional Status/Activity Level:  List any activities that you have difficultly doing at home:______________________________________________________________

With whom do you live?

· Alone

· Spouse only

· Spouse and others

· Child(not spouse)

· Other relatives

· Personal care attendant

Pain Assessment:

Where is your pain?   
Site #1:___________________________

How would you rate your pain at rest? (0-10 with 10 being the worst):________

How would you rate your pain with activity?  _______________

Describe the pain: (check one) Dull/achy___ sharp/shooting____ Burning____ Cramping____ Electrical______

Is the pain localized to one spot_____ or going down leg(s) or arm(s)?______

Is the pain constant______ or does it come and go? _______

What makes the pain better? __________________________________________
What makes the pain worse? ___________________________________________

Where is your pain?   

Site #2:___________________________

How would you rate your pain at rest? (0-10 with 10 being the worst):________

How would you rate your pain with activity?  _______________

Describe the pain: (check one) Dull/achy___ sharp/shooting____ Burning____ Cramping____ Electrical______

Is the pain localized to one spot_____ or going down leg(s) or arm(s)?______

Is the pain constant___________or does it comes and go?________

What makes the pain better? __________________________________________

What makes the pain worse? ___________________________________________
Describe the problem(s):
________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

When did the problem begin?

Month________   Date________   Year________

What happened?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had the problem before?

· Yes

· What did you do for the problem? ___________________________________
· Did the problem get better?   Yes____   No___
· No
**Notice*

Physical Therapy Patients

As of October 1, 2005, we are requiring a prior 24 hour notice of any cancellations or changes regarding your physical therapy appointments.  If you have not notified us within the 24 hours, you will be charged a missed appointment fee of $50.00.

If you have any questions or concerns, please ask the therapist.  

Thank you for your cooperation.  
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KLAES CHIROPRACTIC CLINIC, INC.

Christopher J. Klaes, D. C., DABCN

Marian Klaes-Lanham, D. C., CCSP

Megan Blomenberg, M.P.T.

1400 West Second Street

Seymour, Indiana 47274

(812) 522-2240

Fax (812) 522-9582

INFORMED CONSENT TO PHYSICAL THERAPY

Patient:  Please discuss any questions or concerns with the Physical Therapist before signing this consent.  

I have read through and completed the patient material and certify it to be true and accurate to the best of my knowledge and belief and hereby authorize Megan Blomenberg, M. P. T., to do whatever is necessary, in accordance with state statutes, for care and management of my condition or complaints.  

I have been referred by my chiropractor/medical doctor for physical therapy as further treatment of my condition.  I hereby request and consent to the performance of physical therapy and other physical therapy procedures, including various modes of physical therapy modalities, stretching, therapeutic exercise, functional training, on me (or on the patient named below, for whom I am legally responsible) by the physical therapy department.

I have had the opportunity to discuss with the physical therapist the purpose and benefits of the physical therapy and other treatments.  Alternatives to treatment have been reviewed.

Though physical therapy is usually beneficial and seldom causes any problem, I understand and am informed that there are some risks to treatment.  Risks include, but are not limited to muscle soreness and fatigue, skin irritation, sensitivity reaction to heat/cold, and/or developing a problem or dysfunction.

I acknowledge that no guarantee or assurance has been made by anyone regarding the physical therapy that I have requested and authorized.  I have had the opportunity to read this form and ask questions.  My questions have been answered to my satisfaction; I consent to the proposed treatment.  

Signature of Patient:__________________________________  Date:________________

Signature of Parent/Guardian:____________________________ Date:_______________

    (If patient is a minor)

Witness Signature:_____________________________________ Date:_______________

