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Name: 

Last 

Birthdate: 
__/ I 

Address: 

Appointment Reminders: 

□ Email E-mail address:

□ Text Message Cell Phone #: -·•' 

Provider: □ Verizon □ AT&T 

How did you hear about this clinic? 

First 

Age: 

□ Sprint □ T-Mobile

Reason for PHYSICAL THERAPY? (include body part and indicate right or left) 

Describe briefly your present symptoms: 

Have you ever had a similar problem? □ Yes □ No How long ago?

Pain Scale (0-10 level) With O being the lowest and 10 the highest: 

Date that Injury Began? 

Middle 

Sex: □ F □ M 

□ Other

Has the problem been □ Chronic ( 6weks or more) □ Subacute( 2-6 week) □ Acute (less than 2 weeks) 

What makes symptoms better? 

What makes symptoms worse? 

X-RAY or MRI □ Yes □ No Date of Exam: 

Where performed? Phone number: 

·For this injury, did you have surgery? □ Yes □ No Date of surgery:

Hospital/ Surgical Site Name:

Would say your health is: □ Excellent □ Good □ Fair □ Poor

Exercise Habits: 

Are you pregnant? □ Yes □ No Are you nursing? □ Yes □ No 











Provident Physical Therapy 

Designated Individuals Authorization Form 

I hereby authorize one or all the designated parties below to request and receive the release of any protected health 

information regarding my treatment, payment or administrative operations related to treatment and payment. I understand 

that the identity of designated parties must be verified before the release of any information. If you do not authorize any 

parties below, please "x" through section below. 

Patient Name:, _______________________ _ 

Authorized Designees: 

Name: _________________ Relationship: ________ _ 

Name: ____________ _____ Relationship: ________ _ 

Name: _________________ Relationship:, ________ _ 

Name:, ________________ _ Relationship: ______ __ _ 

Acknowledgement of Notice of Privacy Practices 

Provident Physical Therapy reserves the right to modify the privacy practices outlined in the notice. 

( ) I have received a copy of the notice of privacy practices for Provident Physical Therapy. 

Cancellation Policy 

To serve our patients best, we have instituted a cancellation policy. We require 24-hour notice for cancellations. As a 

courtesy, reminder email/ text messages are sent 1 day prior to your appointment to allow you contact us in the event you 

need to cancel or reschedule your appointment. If an appointment is missed, cancelled, or rescheduled without 24-hour 

notice there will be a $25.00 fee billed to the patient. 

□ I acknowledge that I have been notified of the cancellation policy.

Electrical Stirn Pads Policy 

To ensure the highest level of infection control. We are requiring each patient to purchase their own set of electrical 

stimulation pads. The cost for a set is $5.00 and they will be stored at our office in an individually sealed bag and labeled with 

your name. Once therapy is completed, they will be filed to your chart for future use. Staff: Paid (please check) __ _ 

Signature of Patient Date 

(Rect.uired if the patient is under the age of 18 or an adult who is unable to sign this form) 

Signature of Patient Representative 

Relationship to Patient 
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