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Date: __________________________________________________________________________ 

Patient Name: ___________________________________________________________________  

Date of Birth: ____________________________________________________________________ 

How did you find out about us: ______________________________________________________ 

Address: ________________________________________________________________________  

Parent/Guardian (if patient is a minor): _______________________________________________ 

Occupation/School: _______________________________________________________________ 

Phone: _________________________________________________________________________ 

E-mail: _________________________________________________________________________ 

Referring Dr. (if applicable): _______________________________________________________ 

 

EMERGENCY CONTACT:  

Name: _______________________________ 

Phone: _______________________________ 

Relationship: __________________________ 

 

 

 

 

 

Regarding Insurance:  

! Arrow Physical Therapy Seattle is a fee for service 
business and does not bill health insurance. This 
information is only collected so that we can help 
you in navigating the process of getting reimbursed 
for out of network services.  

! If you use Medicare services, you will not be able 
to submit for reimbursement by Medicare. 

! Arrow Physical Therapy Seattle does accept car in-
surance if the injury is related to an open claim.  
Please provide that information above.  

! It is your responsibility to understand your insur-
ance benefits.  Please use the provided list of ques-
tions to make sure that you understand if you need 
a referral or pre-authorization before coming in.  
Please be aware of expectations for your out of net-
work benefits.  
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Issue(s) you are here to address:  

_____________________________________ 

Date of onset:  

_____________________________________ 

What makes your pain worse:  

_____________________________________ 

What makes your pain better:  

_____________________________________ 

 

DESCRIBE SYMPTOMS:  

Burning 

Sharp 

Dull/Ache  

Throbbing  

Numbness  

Shooting/Tingling 

Vague  

Full 

Tight/stiff 

Constant 

Intermittent 

Other 

 

 

 

Please circle all that apply.

 

 

Diagnostic testing:  

X-ray - CT Scan – MRI- EMG - PET Scan - Ultrasound Other: ____________________________ 

Specific findings/Results: _________________________________________________________ 
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MEDICAL HISTORY:  

Previous therapy or body 
work: __________________ 

Arthritis  

Rheumatoid disease  

Asthma 

Broken bones 

Depression/Anxiety/Bi-polar 

Night pain 

Cancer  

Seizures  

Stroke  

Cardiovascular disease 

Unexplained weight loss  

HIV+/AIDS  

Surgical history  

High/low blood pressure 

Headaches 

High cholesterol 

Joint replacement: 
_______________________ 

Allergies: 
_______________________ 

Osteoporosis/osteopenia 

Diabetes Mellitus type 1  

Diabetes Mellitus type 2  

Multiple Sclerosis 

Thyroid problem  

Dizzy spells  

Lung disease 

Shortness of breath 

Hearing problem 

Vision problem 

Pregnancies: 
_______________________ 

Child births: 
_______________________ 

Bowel/Bladder changes  

Pain with intercourse 

Pain with toileting 

Motor Vehicle Accidents: 
______________________ 

Other: __________________ 

_______________________ 

_______________________ 

 

 

Please mark all that apply
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Surgeries Performed, including date: _______________________________________________  

Current medications/vitamins/supplements: _________________________________________ 

Hours of sleep per night on average: _______________________________________________ 

Stress level on average: _________________________________________________________ 

Dietary habits: ________________________________________________________________  

Do you smoke: Yes/No  

Any History of Falls? Yes/No   

Since the onset of your symptoms, do you have any pain or difficulties with the following?  

Sleep  

Self care  

Activities of Daily Living 

Reaching/Pushing/Pulling 

Lifting/Carrying/Reaching 

Sit to Stand 

Sitting    

Standing  

Walking  

Stairs: up/down/both  

Bending/Squatting  

Running  

Travel  

Work activities 

Bending 

Lying down  

Cough/Sneeze 

Pushing/Pulling 

Sports Activities/ Health and 
Wellness Activities 

Worse in AM/PM? 

 

 

Other _______________________________________________________________________ 

What would you like to accomplish through therapy? i.e. Goals:  

_______________________________________________________________________ 

 

 

The Patient-Specific Functional Scale  
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Please identify 3 important activities that you are unable to do or are having difficulty with as a result of your condition. 
Then rate each activity 0-10.   

0= unable to perform 

10= no difficulty with activity  

Activity Score 

1.    

2.     

3.   

 

 

 

 

 

Print name: _______________________________________________________ 

Sign name: _______________________________________________________ 

Date: ____________________________________________________________ 


