
MVA

Status
Please Circle One

N.P. R.T.N.P Date: Time: Provider:

Last Name: First Name: M.I.:

Address: City: State: Zip Code:

Phone # : S.S.#: D.O.B:

Email Address:

Martial Status: Gender:

Employer: Occupation: Phone #:

Emergency Contact: Relation: Phone #:

Referring Dr. : Primary Care Dr. :

Reason For Therapy: Was Surgery Involved: Date of Surgery:

Insurance Information
M.V.A. Insurance

Insurance Co. Adjustor: Phone #:

Policy Holder: D.O.B.

Policy/Claim #: Date of Injury:

Major Medical Insurance

Insurance Co.: Phone #:

Policy Holder: Employer: D.O.B

I.D./Claim #: Group #:

Rice Lake/Turtle Lake/Spooner
 Physical Therapy 



 
 

Clinic: TLPTRS  NP  RTNP Date:  Time:  Provider: EM 

Patient Personal Information 

Last Name:  First Name:  M.I.:  Gender:     male  female 

Address:  City:  State:  Zip:  

Phone #:  SS#:  DOB:  Marital Status:  E-Mail:  

Referring MD:  Phone #:  PCP:  

Employer:  Occupation:  Phone #:  

 Emergency Contact:  Phone #:  Relationship:  

Reason for PT/OT:  2nd Body Part:  New Dx:  DME visit only:  

Injury Type:  WC  MVA  Other:  Date of Injury:  Surgery?  

Primary Insurance 

Ins. Company:  Phone#:  Ext:  

Policy Holder:  Employer:  Phone #:  DOB:  

ID/Claim #:  Group/Site #:  Effective Date:  

Secondary Insurance 

Ins. Company:  Phone #:  Ext:  

Policy Holder:  Employer:  Phone #:  DOB:  

ID/Claim #:  Group/Site #:  Effective Date:  

MVA Insurance 

Ins. Company:  Adjuster:  Phone#:   Ext:  

Policy Holder:  DOB:  

Policy/Claim #:  Date of Injury:  

Attorney:  Phone #:  

Work Comp Insurance 

WC Employer:  

Contact:  Phone#:  

Employer Address:  City:  State:  Zip:  

Ins. Company:  Adjuster:  Phone#:  Ext:  

Policy/Claim #:  Date of Injury:  

    

How did you hear about us?  

























































































































































RICE LAKE PHYSICAL THERAPY & REHAB SPECIALISTS 
 
Today’s Date:_________ Name:__________________________ Birthdate __________ E-mail ______________________ 
CHIEF COMPLAINT: _______________________________________________________________________________ 
How and when did it start? _____________________________________________________________________________ 
___________________________________________________________________________________________________ 
Previous treatment for this problem: _____________________________________________________________________ 

_________________________________________________________________________________________________ 
 

Does your current problem interfere with any of the following? 
( ) Reading                ( ) Lifting a gallon of milk ( ) Sleeping       ( ) Writing a letter 
( ) Combing your hair               ( ) Walking   ( ) Putting on shoes       ( ) Sitting 
( ) Bending over  ( ) Standing    ( ) Reaching overhead      ( ) Dressing 
( ) Climbing Stairs  ( ) Driving   ( ) Other: ________________________________ 
 

Have you EVER been diagnosed as having any of the following? 
( ) Cancer If YES, describe what kind: ___________________________________________________________________  
( ) Allergies, please list: _______________________________________________________________________________ 
( ) Drug reactions, Please list: __________________________________________________________________________ 
( ) Asthma ( ) Hepatitis ( ) Emphysema/Bronchitis ( ) Tuberculosis 
( ) Hearing/Vision Difficulties ( ) AIDS/HIV ( ) Diabetes ( ) Thyroid Problems 
( ) Rheumatic Fever ( ) Seizures  ( ) Multiple Sclerosis ( ) Rheumatoid Arthritis 
( ) Artificial Joints/ Metallic Implants ( ) Dizziness ( ) Osteoporosis ( ) Anemia 
( ) High or Low Blood Pressure ( ) Epilepsy ( ) Stroke ( ) Heart Trouble 
( ) Mental Illness/Depression ( ) Kidney Disease ( ) Pacemaker ( ) Chemical Dependency 
( ) Other ________________________   FOR WOMEN: Are you currently pregnant or think you maybe?   YES  NO 
 
Please list any surgeries or other conditions for which you have been hospitalized. That you think may relate to your current 
probable including the approximate date and reason for the surgery or hospitalization: 
  DATE      REASON FOR SURGERY/HOSPITALIZATION 
1. _______________  _______________________________________________________________________ 
2. _______________  _______________________________________________________________________ 
3. _______________  _______________________________________________________________________ 
Please list any significant injuries for which you have been treated (including fractures, dislocations, sprains, etc.) 
and the approximate date of injury:   
DATE   INJURY                                      DATE    INJURY 
1.  _____________ __________________________          3. ____________       ____________________________ 
2. _____________ __________________________           4. ____________       ____________________________ 
 
Please list any prescription medication have you are currently taking (Including pills, injections and or skin patches):  
1. ___________________  2._____________________      3. ____________________     4. ___________________ 
5. ___________________ 6._____________________       7. ___________________      8.  ___________________ 
 
• How many caffeine-containing beverages do you drink per day? _______ 
• How many packs of cigarettes do you smoke per day? _____ • How many days per week do you drink alcohol? _____ 
 
Please rate your discomfort AT THIS TIME on the below scale, With 0 being no pain, and 10 being the worst pain you can 

imagine.     (none)      (worst)    
                                   0      1       2      3      4     5    6    7     8     9      10   
 
DRAW PRESENT PAIN ON THE BODY CHART: 
Where did it begin? ________________________________________ 
Did it spread? Where to? ____________________________________ 
Nature of pain: (throbbing, sharp/twinges, achy, etc.) 
Pain is______ Constant______Intermittent (pain comes and goes) 
 



 
 
 

Release of Medical Records-  
I hereby authorize Rice Lake Physical Therapy and Rehab Specialists to 

furnish information to insurance carriers concerning illness or accident and 

treatment, and I hereby assign to Rehab Management Solutions all payments for 

Medical services rendered to me or my dependants. I also authorize the release 

of my medical records to the agents of Rice Lake Physical Therapy and Rehab 

Specialists and/or agents so indicated by myself. 

Consent to Treat- 

I give permission/authorization for treatment of services performed by Rice 
Lake Physical Therapy and Rehab Specialists rendered to 
myself or dependant. 
 
The above listed information as provided by __________________________ 
and my insurance carrier, I believe to be true and correct. I agree to the terms 
and conditions of payment fees for services and treatment as presented in this 
document: 
 

Consent to Treat- 
As a customer service to you, Rice Lake Physical Therapy and Rehab 
Specialists verifies benefits prior to your first visit. However, we did not receive 
all of your information at the time of registration; any services rendered will be 
your financial responsibility until the information is obtained. 
 
Signed: ______________________________________Date:___________ 
______________________________________________________________________________________________________________________ 

Rice Lake/Turtle Lake/Spooner
Physical Therapy







 
 
 

 
 
 

Acknowledgement of Receipt of Notice of Privacy Practices 
 
I, _______________________________________, have received the Notice of Privacy 

Practices from Turtle Lake  Physical Therapy & Rehab Specialists. 

 

X Date: ________________ 

 

 

 

 

In lieu of patient signature, I, _______________________________________, a staff 

member 

of Turtle Lake Physical Therapy & Rehab Specialists, state that 

_______________________________________ has been given our current Notice of 

Privacy 

Practices. 

 

X Date: ________________ 
© 2001-2002 On File - p 
 

Rice Lake/Turtle Lake/Spooner
Physical Therapy
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