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trimetrics PATIENT INTAKE FORM

	

	PATIENT INFORMATION

	First Name: 
	Last Name:
	Middle Initial:
	 FORMCHECKBOX 
 Mr.                 FORMCHECKBOX 
 Miss
 FORMCHECKBOX 
 Mrs.                FORMCHECKBOX 
 Ms. 

	Address:
	Birth date:
	Sex:

	City/Province                                                                                                                                                                Postal Code:

	Email Address:

	Home Phone:  
	Cell Phone:
	Work Phone:

	Physician name:
	Occupation:

	Choose clinic because/referred to clinic by (Please check one box):

 FORMCHECKBOX 
 Doctor referral      FORMCHECKBOX 
 Health Plan      FORMCHECKBOX 
 Hospital    FORMCHECKBOX 
 Close to home/work    FORMCHECKBOX 
 Online    FORMCHECKBOX 
 Family   FORMCHECKBOX 
 Friend    FORMCHECKBOX 
 Other
If a friend referred you to us please let us know who so we can thank them:

	Reason for Visit:



	CONdition INFORMATION

	Are you experiencing pain?     FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No

	If you are experiencing pain, is it: Shooting  FORMCHECKBOX 
    Sharp  FORMCHECKBOX 
    Stabbing  FORMCHECKBOX 
    Throbbing  FORMCHECKBOX 
    Achy  FORMCHECKBOX 
    Burning  FORMCHECKBOX 
    Dull  FORMCHECKBOX 


	How would you classify your pain level on a scale of 0 (minimal) – 10 (unbearable)?   0     1     2     3     4     5     6     7     8     9     10

	When did it start? 

	What relieves the condition?

	What aggravates the condition?

	Is the condition getting better?     FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No         FORMCHECKBOX 
  Constant     FORMCHECKBOX 
 Comes and Goes  

	Have you seen a: 
	 FORMCHECKBOX 
 Chiropractor
	 FORMCHECKBOX 
 Massage Therapist
	 FORMCHECKBOX 
 Acupuncturist
	 FORMCHECKBOX 
 Physician
	 FORMCHECKBOX 
 Other

	For what condition and when?

	Have you had any surgery?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	For what part and when?

	Are you presently taking any medication?  FORMCHECKBOX 
Yes FORMCHECKBOX 
No
	If yes, please give name and what it’s for:

	*In consideration of your practiTioners and fellow patients, 24 hrs notice OF AN appointment CHANGE/cancellation IS REQUIRED (or by 12pm on Saturdays for Monday appointments), or THE FULL fee will be charged* 

	COURTESY reminders are provided the day before (not always 24 hours prior to your appointment time), 

and are NOT a substitute for your own record keeping!
Please circle your preference for COURTESY reminders:          Automated E-mail                 Phone Call                     YOUR INITIALS: _____


CONSENT FOR ASSESSMENT AND TREATMENT AND RELEASE OF INFORMATION

I, _______________________________________, consent to undergo such physical therapy, functional and fitness assessments and treatments as are deemed necessary and prescribed by a physiotherapist at Trimetrics Physiotherapy, Suite 307-850 Harbourside Drive, North Vancouver BC, V7P 0A3.  I understand that decisions regarding assessment and treatment will be made in collaboration with me, and that I may choose, at any time, to discuss such decisions with my physiotherapist.

I consent to the sharing of information regarding these assessments and treatments between members of the treatment team and my doctor/specialist, if necessary.
I, furthermore consent to my doctor,____________________,  to release medical information to a physiotherapist regarding my medical history. This included release of x-ray reports, surgical reports, and consultations.

Dated this ____ day of _______, 201_.

Patient signature:____________________________

Witness signature:___________________________
