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Patient Registration 
PLEASE COMPLETE EACH FIELD-VERY IMPORTANT!

                                                                                                                             Appt Date: ________________

PATIENT INFORMATION 

Last name _______________________First Name___________________ Int. ____Phone #________________ 

Home Address_______________________________City_____________________St_____Zip.____________

Soc Sec #____________________Date of Birth _______________Sex_______ Marital Status: M_____ S____

Employer____________________________ Occupation _________________E-Mail (opt)________________

Emergency Contact: __________________________________ Rel. _____________Phone________________

ILLNESS/INJURY

Referring Dr. ___________________________Reason for visit (part of body)___________________________

Date of injury or Onset __________________How did it happen?  __________________________________

Where did it happen?___________________________Comments__________________________________

Please Complete the Applicable Insurance 

Need Copy of Insurance Card (s) 

Insurance Info      ____Private      ____Workers Comp     ____Medicare
___Auto Ins    ___Other

Insurance name: ________________________________________Phone # _____________________________

(Work comp Only) Adjustor: ________________________________

Ins. Person (if other than patient)___________________________________Date of Birth ________________

SS# ____________________

Attorney Info (if applicable)

Attorney Name_____________________________________________Phone#_________________ Address_________________________________________City________________St_______ Zip___________

I hereby assign all medical benefits to which I am entitle to Helse Physical Therapy and Rehabilitation dba MJ Physical Therapy in the event they file my insurance on my behalf. I understand that I am financially responsible for all charges including supplies that are NOT covered by my insurance. I herby authorize assignee to release all information necessary to secure the payment of benefits. I do hereby consent to treatment by Helse Physical Therapy and Rehabilitation dba MJ Physical Therapy.

Patient signature___________________________________________ Date ___________________ 

Parent signature (if patient is a minor)_________________________________Date______________________ 


***Note if a minor please sign a minor’s Consent Form.
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Patient Medical History
Physician ____________________________ Symptoms ____________________________

Date of Injury___________________ Diagnosis___________________________

Have you ever had any physical therapy for this problem before?            _______Yes  
      
_______No

If yes, When? ________________________________________________________How many visits?_______

How was your previous Physical Therapy experience?
 _____Good
     _____Fair 
   
     _____Poor

Do you have any medical implants that may interfere with your therapy?
     _____Yes

     _____No

Are you currently taking any medication FOR THIS PROBLEM?

     _____Yes
    
     _____No

Medications:_______________________________________________________________________________

Have you had any of the following problems



    Yes  
 No 

Heart Problems




     ______
_____

Circulatory problems




     ______
_____

Diabetes





     ______
_____

Dizzy Spells





     ______
_____

High Blood pressure




     ______
_____

Other Illnesses, Explain __________________________________________________________

FEMALE ONLY: Are you pregnant?




     ______
______
______________________________________________________________________________

Please use BODY CHART BELLOW to show exactly where your pain is located
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· Aching/











______________

· Burning

· Numbness










______________

· Pain  











______________

· Swelling











______________

· Muscle Spasms










______________

· Headaches


· Loss of strength

                                                                        R                      L                L                R

· Other










     ___________________
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