Welcome to

Better Bodies Physical Therapy
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Personal Information
Full Legal Name:  ________________________________________________________________ Preferred Name:  _____________________


      First                                           MI                Last
Mailing Address:  ______________________________________________________________________________

City:  ___________________________________________
 State:  _______
     ZIP + 4:  __________________ SSN:  _________________
Male / Female  (Circle One)     Status (circle one): Single / Married / Widowed / Divorced / Legally Separated / Minor
Primary Language (e.g. English / Spanish):  _____________________           Ethnicity (circle one):  Hispanic or Latino / Not Hispanic or Latino

Race (circle one):  American Indian or Alaska Native / Asian / Black or African American / Native Hawaiian or Other Pacific Islander / White

Date of Birth :  ___________________

Home Phone:  _________________________ Cell Phone:  _________________________  Work Phone:  __________________ ext  ________                
May we text appointment reminders to you? (circle one)   Yes / No
If Yes, who is your cell carrier?  ________________________________

When we need to call you, what are your Primary and Secondary Phone Preferences (e.g. home, cell, etc.)?  1) ____________   2) ___________

Overall, how do you prefer that we contact you?  If Phone, please note which phone.  (Text is an option.)  _______________________________

Email Address:  _________________________________________________________________

How did you hear about us?  _________________________________________________________________

Employer:  _______________________________________       Occupation:  ______________________________
 

Do you have children?  (circle one)   Yes / No
If Yes, how many?  ________

Current Height:  __________
Current Weight:  __________
Do you smoke? (circle one)  Yes / No / Former Smoker

Emergency Contact  
Name  ______________________________________   Relationship:  ________________________   Phone:  ___________________________
Who is your Medical Doctor (PCP)? ______________________________________________
Doctor’s Phone:  _______________________

_________ (Initials)  By initialing here, I authorize Better Bodies Physical Therapy to send my Medical Doctor (PCP) a report of findings from my evaluation at its facility.

PLEASE CONTINUE TO NEXT PAGE.
Insurance Information  (If you have insurance, we must copy your current card and photo ID.)
Insurance Company:  _________________________
  Member ID #: _________________________   Group #: _________________________

Name of Insured (if NOT you):  ___________________________________________     Relationship to Insured:  ________________________
Insured’s DOB (if NOT you):   __________________________ Insured’s Employer:  _______________________________________________

_________ (Initials)  I fully understand that I am solely responsible for any balance not paid by the insurance company.  Co-payment or coinsurance is due at time of service.  
OR

_________ (Initials)  I have no chiropractic insurance coverage and fully understand that I am solely responsible for the balance in full

       at time of service.

Reason for Visit
The reason for this visit is the result of (circle one):   Work / Sports / Auto / Trauma / Chronic
Explain what happened:  ________________________________________________________________________________________________
____________________________________________________________________________________________________________________
When did this condition begin?  ________________________

Is this condition getting worse (circle one)?   Yes / No / Constant / Comes and Goes

Is this condition interfering with your (circle one)   Work / Sleep / Daily Routine / None

     If Yes, please explain:  _______________________________________________________________________________________________

Have you been treated by a Medical Physician for this condition (circle one)?   Yes / No

     If Yes, by whom or where were you treated?  _____________________________________________________________________________

Have you ever been treated by a physical therapist (circle one)?  Yes / No

     If Yes, by whom? _____________________________________
     If Yes, when were you last treated?  ______________________________
 Is there anything else you feel we should know?  ____________________________________________________________________________
PLEASE CONTINUE TO NEXT PAGE.
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