WEST PHYSICAL THERAPY, P.C.

CASE HISTORY
Name __________________________________________________________________________ Date  ___________________

Address ___________________________________________City______________________State _______ Zip ____________
Telephone _________________ Social Security # ________________________ Drivers Lic # __________________________
Email address ___________________________________________________________________________________________

Age _____________ Birthdate _________________Gender _________ Status  M S W D   No. Children_________________
Place of Work ________________________ Employer ___________________________ Years employed ________________
Employers Address __________________________________ City _________________ State _____ Phone ______________
Spouse’s Name ________________________ Occupation _______________________ Employer _______________________
Person responsible for this account ___________________________________ Referred by ___________________________
EMERGENCY CONTACT  Name: _________________________________________________________________________ 
Number: ______________________Relationship to You: _______________________________________________________
Major complaint/condition: _______________________________________________________________________________

Have you had this or similar conditions in the past? ___NO ____YES.   If so, specify:  ______________________________

_______________________________________________________________________________________________________

OTHER DOCTORS SEEN FOR THIS CONDITION:     MD__________ DC__________ DO_________ DDS___________
Doctor’s Name  __________________________________Diagnosis _______________________________________________

X-rays _____________ Urinalysis ____________ Blood Tests __________________ Other ____________________________

Treatment: Medication________________________________PhysicalTherapy________________________________________
Results __________________________________________ Length of time under care ________________________________
Were you off work? _________ If so how long? _____________ Have you returned to your same job? _________________
If not, why? _____________________________________________________________________________________________
ACCIDENT INFORMATION:

Did your accident occur while at work?Yes____ No____ Were you involved in an automobile accident?Yes____ No ______
Date ___________________ Time ____________________      Injury reported to employer:  Yes __________ No _________

Name of Supervisor ______________________________________________________________________________________
Description of accident ____________________________________________________________________________________
________________________________________________________________________________________________________
Were you injured? _______ How? __________________________________________________________________________
Location ________________________________________________________________________________________________
Were you unconscious?  ___________ Fractures ___________ Cuts___________ Abrasions __________ Bruises _________
Patient taken to ______________________________ Hospital for _______________________________________ treatment.

Confined to Hospital for ________ days ________ hours.  Name of hospital doctor __________________________________
Have you had any other personal injury or accident? Past year______ Past 5 yrs ______ over 5 yrs ______None_________
Describe________________________________________________________________________________________________ 
I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately due and payable.

Patient’s Signature __________________________________________ Date: _______________________________
