
     
 

NEW PATIENT INFORMATION:    Today’s Date: __________________ 

Patient’s Full Legal Name – please provide a copy of your driver’s license or other photo identification  
 
_____________________________________________________________ Sex: Male ___ Female ___ 
Last    First       Middle Initial   
 
Date of Birth: ___________________    Age ____________     SS#: ___________________________ 
 
Address: ___________________________________________________________________________ 
  Street      City    State   Zip  
 
Home Phone: (       )_______________  Work Phone: (      ) ________________ 
 
Cell Phone (       ) _________________  email : __________________________ 
 
Patient Status:   (check one)        Single: ___          Married: ___      Other:  ___ 
Employment Status: (check one)  Employed: ___    Retired: ___        Full-time student: ___    
 
Employer’s Name and address __________________________________________________________ 
 
Referring Physician___________________________ Physician Phone number ___________________ 
 
Physician address ____________________________________________________________________ 
 
Reason for seeking Physical Therapy (Diagnosis) ___________________________________________ 
 

PRIMARY INSURANCE INFORMATION 

Primary insurance company ______________________ Policy number _________________________ 
Please provide a copy of your insurance card 
 
Name of Covered Employee: ___________________________________________________________ 
 
Employer Providing Primary Insurance: __________________________________________________ 
 
Employer Address: ___________________________________________________________________
   Street       City, State, Zip 
 
Relationship to Patient:  Self ___ Spouse ___  
 
If Spouse, please provide:  Spouse’s name_________________________________________________ 
 
Spouse’s SS# ________________________   Spouse’s Birthday _______________________________ 
 
Secondary insurance __________________________________________________________________ 
 
 

 

Beth Shelly PT 
1634 Avenue of the Cities 
Moline, IL 61265 
563-940-2481 cell phone 
866-761-7464 fax 



Medical history 
 
Please give a brief description of the condition you are coming to physical therapy about.  
How did it start? When did it begin? 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Is your condition: Getting worse _______ Getting better _______ Staying the same _______________ 
 
Past treatment or tests for this condition: __________________________________________________ 
 
What are your goals for therapy? ________________________________________________________ 
  
Current medications:  

Name of drug Reason for taking it Name of drug Reason for taking it 

1.  6.  

2.  7.  

3.  8.  

4.  9.  

5.  Continue on back if needed  

 
Please list all surgeries: ________________________________________________________________ 
 
Allergies: Latex _________________ Rubbing alcohol: __________________ Other: ______________ 
 
Please check all that apply: 

Heart disease  Diabetes  Scoliosis (curve of the spine)  

High blood pressure  Thyroid condition   Back / neck pain  

Pacemaker   Parkinson’s / Alzheimer’s  Broken bones  

Stroke  Cancer  Fibromyalgia   

Lung disease, asthma  Mental illness  Difficulty urinating in public  

Chronic coughing  Kidney disease  Irritable bowel syndrome   

TB  Urinary or fecal leakage  Others, please list:  

Sexual transmitted disease  Painful intercourse    

HIV / AIDS  Sexual abuse    

 
In general would you say your health is – very good  good  fair  poor 
 
Social history 
Do you live: Alone ______________ With a spouse ______________ With others ________________ 
Number of children living with you: _________ Ages _______________________________________ 
Do exercise on a regular basis? What type? ________________________________________________ 
Amount of stress(circle one):  
 At home  low  medium  high   
 At work  low  medium  high  
Do you feel safe in your home? _________________________________________________________ 
We will discuss your history completely during the first visit. Is there any other history you would like 
to tell me about? 
 
Patient signature: ____________________________ Date: ________________________ 



 
Privacy Act: I authorize Beth Shelly PT to release medical or other information necessary to provide 
my treatment and process the claim.  I understand this information will not be shared unnecessarily and 
that my personal information is protected under the Privacy act which this office abides by.  
 
Patient Initials: __________ 
 
Consent to treat: I consent to physical therapy services at Beth Shelly PT. In doing so, I understand that 
such therapy may involve bodily contact, touching and / or direct contact of a sensitive nature.  I 
understand that these procedures will be fully explained before they are provided and that I have the 
right to refuse or stop any treatment at any time without fear of judgment or other repercussions.  
 
Patient Initials: __________ 
 
Attendance policy: Your success in PT is dependent on regular attendance in therapy. Please provide 24 
hour notice if you are unable to attend.  Failed appointments or those cancelled after 24 hours will be 
charged a $25 cancellation fee.  Repeated failures will result in re-evaluation of your need for therapy.  
Emergencies or weather cancellations will not be charged the cancellation fee. Active therapy requires 
visits to be spaced no more than 30 days apart. If you do not attend therapy within 30 days of your last 
visit, you must obtain another referral from your doctor. 
 
Patient Initials: __________ 
 
Billing policy 
� I authorize Beth Shelly PT to bill my insurance company directly for the covered portion of charges, 

and I authorize payment of medical benefits directly to Beth Shelly PT.   
� I understand that I am ultimately responsible for my physical therapy charges and agree to pay my 

deductible, co payment, and any charges not reimbursed by my insurance carrier.   
� I agree to pay flat fee co payments at the time of service. (Percentage co pays will be billed after 

reimbursement has been received) 
� I agree to pay all other charges within 30 days of receiving the bill. Balance remaining 6 months 

after initial statement may be subject to 18% interest  
� I will be paying these changes by 
 ___ Cash   ___ Check made payable to Beth Shelly PT 

 ___ Credit cards or debit cards may be used to pay your bill on line.  
Some health insurance debit cards work also but not always.   

� I understand that some insurance companies require preauthorization, or have reimbursement limits 
on physical therapy.  I understand that I am responsible for knowing and meeting these 
requirements. 

 ___ I have already checked my insurance coverage benefits 
 ___ I will check my insurance benefits myself. 
  
I look forward to working with you, as a partner, to achieve your personal health goals. Please feel free 
to call me at any time with questions or concerns.  563-940-2481 An answering machine is on at all 
times if I am not available. Let me know how I can help you. A copy of this page will be provided at 
the time of your first visit for your future reference.  
 
 
Patient signature: _____________________________ Date: _________________________ 
 


