
 

Patient  name: ________________________ DOB: __________   Today’s date: _____________ 

What body part/extremity are we seeing you for today? : _______________ Right/ Left/ Both 

Did another doctor refer you to us? Yes/ No. If yes, Who? ______________________ 

If no, how did you hear about us?__________________________________________ 

How did you injury yourself:  

 NO injury, just started hurting 
 Sports (which sport?) ________ 
 Motor vehicle accident 
 Work/Job, is there a work comp claim?   Yes/ No, Date of injury: ______________ 

How long have you had symptoms? ____________________________________________ 

Please describe your symptoms:________________________________________________ 

How would you rate your pain, on a scale 1-10? (10 being the greatest pain) _______ 
Do you have pain at night?  Yes / No 
Does it waken you from sleep?  Yes / No 
Is the pain getting:   Better       Worse        Same 
 

Have you had any of the following imaging studies: 
X-rays  Yes / No Date:_______ 
MRI  Yes / No        Date:_______ 
CT scan         Yes / No        Date:_______ 
 

Past Medical History 

 Anesthetic Complications   Heart Attack    Seizure Disorder  
 Asthma     Heart Disease    Sleep Apnea 
 Bleeding Disorder    Hepatitis     Stroke     
 Cancer     High Blood Pressure   Thyroid Disease  
 Depression     Hyperlipidemia    Ulcers 
 Diabetes     Kidney Stone     
 Emphysema     MRSA     
 Fibromyalgia    Osteoarthritis     
 GERD/Reflux Disease   Phlebitis    
 Gout     Rheumatoid Arthritis    
 

Height: _________                        Weight: __________



List all ALLERGIES to any medications, LATEX or TAPE and the reactions:   

 No Known Drug Allergies 
Medication Reaction 
  
  
  
  
  

 
What is your preferred pharmacy (Please include name and cross streets:  
___________________________________________________________________  

 

CURRENT MEDICATIONS:  (Please include over the counter medication and food supplements.) 
 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
Drug Name: ________________________Dose: ________________How Often: __________________ 
 None 

 
Past Surgical History 

 
Please list all of the SURGERIES you have had: 

Type of Surgery           Year Type of Surgery           Year 
    
    
    
    
    

 
 

Social History 
Tobacco:  Never a Smoker  
Current Smoker: Cigarettes    Yes   No  Amt:_______pck/day  Has been smoking for?  
Smokeless Tobacco:  Yes   No  Amt:_____per day. Cigars:   Yes   No  Amt:_____# week  
  Quit Smoking: Year last smoked _________  
Alcohol use: Yes   No   _____# drinks per day / week / occasional / social 
Exercise:  Yes   No   Times per week: ______ Type of exercise: ____________________ 
 
Occupation: ___________________ 

  



 

***If you are not here for your hip, you can stop here*** 
 

Hip Intake Form 
 
Please check all that apply:    Do you have any of the following: 
 Pain with long sitting?    - Giving way or giving out?  Yes / No  
 Pain with long driving/travel?   - Catching sensation?             Yes / No 
 Cycling?      - Painful popping?        Yes / No 
 Putting on shoes and socks?   - Popping that is not painful? Yes / No 
 Walking? 
 Running? 
 Pivoting/Twisting? 
 Squatting? 

 
Pelvic Floor Questions: 

1. Do you have pain or discomfort from intercourse?  Yes / No 
2. Do you have bladder problems, such as incontinence or urinary urgency? Yes / No 
3. Do you have difficulty or hip pain with bowel movements?  Yes / No 
4. Females: Have you had children:  Yes / No 
5. In addition to your hip pain do you have a deep pain near the sit bone area? Yes / No 

a. To the lower back area? Yes / No 
 
Please circle all the areas where you are having pain: 
 
Groin or bikini line Side of hip       Buttock       Front of thigh      Other:__________ 
 
Have you had any injections: 

1. Into the side of the hip or bursa?  Yes / No 
If yes, how long was it helpful? ______________________ 
What percentage of your symptoms did it take away? ___________________ 

2. Into the joint by using xray?    Yes / No 
If yes, how long was it helpful? ______________________ 
What percentage of your symptoms did it take away? ___________________    

 
Physical Therapy: 
Have you done Physical therapy for this?   Yes / No 
Where did you go? ____________________________________ 
How long did you attend? ______________________________ 
Did it completely fix the problem?  Yes / No      Did it help at all?   Yes / No 
Have you had massage or chiropractic treatment?   Yes / No  If so, where? ______________________ 
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PATIENT INFORMATION 
(Please print – Fill in ALL blanks) 

Patient’s Legal Name:  Last   First   M.I. 
  

Sex: 
 

DOB: 
 

Age: 

Social Security Number: 
 

Marital Status: 
       Single         Married         Widowed         Divorced         Separated 

Patient’s Address: 
 

Employment Status: 
     Employed       Full-time Student        Part-time Student        Retired 

City: 
 

State: 
 

Zip Code: 
 

Email: Referring Physician: 

Home Phone: 
 

Work Phone: Cell Phone: 

Ethnicity: 
      Hispanic       Non-
Hispanic      Declined 

Race:           White           Asian           Black           Pacific            Native 
American           Multiple           Other 

Preferred Language: 

INSURANCE INFORMATION – We will need a copy of your insurance card in order to file a claim 
Name of Primary Insurance Company: 
 
Policyholder Name: 
 

Relationship to Patient: 

Policyholder DOB: 
 

Policyholder SSN: 
 

Policyholder Employer: 
 
Secondary Insurance (if applicable): 
 
Policyholder Name: 
 

Relationship to Patient: 

Policyholder DOB: 
 

Policyholder SSN: 
 

Policyholder Employer: 
 

EMPLOYMENT INFORMATION 
Patient’s Employer: 
 

Phone Number: 
 

Insured Employer: 
 

Phone Number: 
 

If the patient is a minor, please list both parent names and employers 
Mother 
 

Employer: 
 

Phone Number: 
 

Father 
 

Employer: 
 

Phone Number: 

NEXT-OF-KIN INFORMATION 
Nearest relative (or friend, not spouse), not living with you: 
 
Home Phone: 
 

Relationship to patient: 
 

WHO REFERRED YOU TO OUR OFFICE (circle one) 
Adjustor             Attorney             Billboard            Case Manager             Doctor             Employer             Friend             Hospital             Insurance 
Magazine           Neighbor          Phone Book        Physical Therapist        Coach              Radio                   School            Trainer                Other 

THIRD PARTY BILLING (circle one) 
Is your injury work related YES NO 
Is this injury due to an accident YES NO 
If your injury is MVA related have you obtained an accident report? YES NO 
I hereby authorize my insurance to be paid directly to the facility and the physician. I acknowledge that I am financially responsible for non-covered 

services. I also authorize the physician to release my information in the processing of any insurance claims. I acknowledge & agree that I have 
received a copy of the TPG Privacy Notice. 

Signature: 
 

Date: 
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