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LINCOLN ORTHOPEDIC PHYSICAL THERAPY, P.C.
Today’s Date: 

PATIENT INFORMATION 
Date of Birth: Last Name: First Name: 

Preferred Name: Middle Name: SSN: 

Gender:   Male     /    Female Employer: 

Patient Mailing Address: City: State: ZIP: 

Home Phone: Work Phone: Cell Phone: 

Email: Would you like appointment reminders? 

EMERGENCY CONTACT INFORMATION 
Name: Relationship: Phone: 

INJURY INFORMATION 
Have you received any Speech, Occupational, or Physical Therapy this year?     Y     /     N 

Have you recently received or are you currently receiving home health care?     Y     /     N 

What are we seeing you for today? Date of Injury: 

Is this related to a Work or Auto accident?    Y   /     N    If yes:    Work      Auto    State of Accident:  

Referring Physician: Surgery Date: 

INSURANCE INFORMATION 
PRIMARY INSURANCE NAME: 
ID#: GROUP#: 

Subscriber Name: Date of Birth: Relationship: 

Subscriber Address (if different from the patient): 

SECONDARY INSURANCE NAME: 
ID#: GROUP#: 

Subscriber Name: Date of Birth: Relationship: 

Subscriber Address (if different from the patient): 

GUARANTOR INFORMATION (person to receive billing statements) 
Guarantor Name: Date of Birth: Relationship: 

Guarantor Address: 

□ No □ Yes – cell phone provider:
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PERSONAL HEALTH HISTORY 
Patient Name: Date: 

Height: Weight: 

Was this injury treated in the Emergency Room?     Y     /  N     Treatment Location: 

Have you had X-rays or MRI’s taken?   Y     /     N   Imaging Location: 

Do you smoke?    Y   /     N    How many packs per day? Alcohol use     :    Never       Occasionally       Frequently 

MEDICAL HISTORY 
Allergies  Yes  No Depression  Yes  No Multiple Sclerosis  Yes  No
Anemia   Yes  No Diabetes  Yes  No Osteoporosis  Yes  No
Anxiety  Yes  No  Dizzy Spells  Yes  No Parkinson’s  Yes  No
Arthritis  Yes  No   Emphysema/Bronchitis  Yes  No Rheumatoid Arthritis   Yes  No
Asthma  Yes  No  Fractures  Yes  No Seizures  Yes  No
Cancer  Yes  No  Gallbladder Problems  Yes  No Speech Problems  Yes  No
Cardiac Conditions  Yes  No  Hepatitis  Yes  No Strokes  Yes  No
Cardiac Pacemaker  Yes  No  High Blood Pressure  Yes  No Thyroid Disease  Yes  No
Chemical Dependency  Yes  No  Incontinence  Yes  No Tuberculosis  Yes  No
Circulation Problems  Yes  No  Kidney Problems  Yes  No Vision Problems  Yes  No
Currently Pregnant  Yes  No  Metal Implants  Yes  No HIV  Yes  No
Describe any other conditions or precautions: 

FALLS HISTORY 

Have you had an injury because of a fall in the last year?    Y   /     N   

Have you had two or more falls in the last year?     Y     /     N  

SURGICAL HISTORY 

Body Region: Date of Surgery: 

Body Region: Date of Surgery: 

Body Region: Date of Surgery: 

Body Region: Date of Surgery: 

CURRENT MEDICATIONS 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 

Drug: Dosage: 
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