AID Performance Physical Therapy
44025 Pipeline Flaza, Suite 200, Ashburn, VA 20147
703-723-6758 www.aidperformancept.com

PATIENT REGISTRATION

PATIENT INFORMATION

Patient Name: DOB: Age:  Sex:__
SSN: Home #: Work #: Cell:

Address: City: State: ___ Zip:
Email:

Responsible Party:

Primary Physician: Office #:

Referring Physician: Office #:

Employer:

Employer Address:

How Did You Hear About Us: 1. Friends/Family 2. Phone Book 3. Health Insurance
4. Internet 5. Outside Physician

INSURANCE INFORMATION

Primary Insurance:

Subscriber: DOB: SSN:

Policy: Group: Employer:

Relationship to Patient: Effective Date:

Secondary Insurance (if applicable|:

Subscriber: DOB: SSN:
Policy: Group: Employer:
Relationship to Patient: Effective Date: 2

EMERGENCY CONTACT INFORMATION

Name: Relationship to Patient:

Home #: Work #: Cell:




To ensure you receive a complete and thorough evaluation, please provide us with the important background information
on the following form. If vou do not understand a question leave it blank and your therapist will assist you. Thank you!

NAME: LEISURE ACTIVITIES:

OCCUPATION:

ALLERGIES: List any medication(s) you are allergic to: __

Are you latex sensitive? Yes No List any other allergies we should know about

Have you declared the Advanced Clinical Directive of Do Not Resuscitate? Yes  No

Please check (V ) any of the following whose care you're under

____ Medical doctor (MD) ____ Psychiatrist/Psychologist Other
___ Osteopath ___ Physical Therapist
___ Dentist ____ Chiropractor

Date of last physical examination

If you have seen any of the above during the past three months, please describe for what reason (illness, medical condition,
physical, etc.):

Have you EVER been diagnosed as having any of the following conditions?

YES NO Cancer. If YES what kind:

YES NO Heart Problems. If YES what kind
YES MO High blood pressure For Office Use
YES NO Circulation problems

YES NO Asthma

YES NO Stomach ulcers

YES MO Chemical dependency (i.e., alcoholism)
YES NO Thyroid problems

YES NO Diabetes

YES MO Multiple sclerosis

YES MO Rheumatoid arthritis

YES NO Other arthritic conditions

YES NO Depression

YES NO Hepatitis

YES NO Tuberculosis

YES NO Stroke

YES NO Kidney disease If YES what kind
YES MO Blood clots

YES NO Osteoporosis ————e e

YES NO Other

During the past month have you been feeling down, depressed or hopeless? YES NO
During the past month have you been bothered by having little interest or pleasure in doing things? YES NO
Do vou ever feel unsafe at home or has anyone hit you or tried to injure you in any way? YES NO

Please list any surgeries or other conditions for which you have been hospitalized, including the approximate date and
reason for the surgery or hospitalization:

SURGERIESHOSPITALIZATIONS INCLUDE DATE AND REASON

l. 2

3 4.




























