
PATIENT INTAKE SURVEY      Date:      
 
Patient ID Number:           Age:   
Height:    Weight:        Present Occupation:       

How often have you completed at least 20 minutes of exercise such as jogging, cycling, or brisk 
walking, prior to the onset of your condition? 
  At least 3 times per week    Once or twice a week     Seldom or never 

What is your present employment status? (Mark ONE response only) 

               Employed and presently working full duty at same job 
               Employed and presently working full duty at different job 
               Employed and presently working restricted duty at same job 
               Employed and presently working restricted duty at different job 
               Employed but presently not working due to my condition 
               Previously employed and receiving disability benefits for my condition 
               Unemployed                 Retired                 Student          Self Employed          Other 

Other health problems may affect your treatment. Please check any of the following problems that 
apply to you : 

 

  Arthritis (rheumatoid/osteoarthritis)      Visual Impariment (such as cataracts, 
  Osteoporosis          glaucoma, macular degeneration) 
  Chronic Obstructive Pulmonary Disease (COPD),    Hearing impairment (very hard of 
  Acquired Respiratory Distress Syndrome (ARDS) or   hearing, even with hearing aids) 
  Emphysema         Back Pain (neck pain, low back pain,  
  Angina         degenerative disc disease, spinal 
  Congestive Heart Failure (CHF/ or heart disease)    stenosis 
  Heart Attack (Myocardial infarction)      Kidney, Bladder, Prostate or 
Urination 
  High Blood Pressure        problems 
  Neurological Disease (such as multiple sclerosis or    Previous Accidents 
  Parkinson’s)         Allergies 
  Stroke or TIA         Incontinence 
  Peripheral Vascular Disease       Anxiety or Panic Disorders 
  Headaches         Depression 
  Diabetes Types I and II       Other disorders 
  Gastrointestinal Disease (ulcer, hernia, reflux,    Hepatitis / AIDS 
  bowel, liver, gall bladder       Prior Surgery 
           Prosthesis / Implants 
           Sleep dysfunction 
       Cancer

List all medications you are 
currently taking:             
                     
                     

   OVER  >>>>> 
Are you pregnant? ________   



CLINICAL��QUESTIONNAIRE��
Name_______________________________��Age____��Diagnosis______________________________________������������������������������
What��is��your��primary��complaint?��(how��can��we��help��you?)___________________________________________��
_________________________________________________________________________________________��
How��long��has��this��been��a��problem?_____________________________________________________________��
Is��this��a��work��injury?������Yes��������No��������������date��of��injury:_____________��date��of��surgery��(if��any)__________________����
Describe��your��discomfort��(circle��all��that��apply):������sharp,������dull,������ache,������burn,������tingles,������numb,������no��pain��
Describe��intensity��on��a��0��(no)��to��10��(severe)��scale:����0����1����2����3����4����5����6����7����8����9����10������/����define@��rest,����or��with��activity��
When��is��it��present?��(circle):������������constant,������frequent,������occasional,��������almost��never,��������pain��is��gone��now��
Is��the��problem��changing?��(circle)����getting��better,����staying��the��same,������getting��worse��
What��makes��it��worse?_______________________________________________________________________��
What��relieves��your��symptoms?_________________________________________________________________��
Do��you��understand��your��doctor's��diagnosis?������Yes������No����Somewhat����/����Is��sleep��normal?������Yes������No������Disrupted��������������
Have��any��diagnostic��tests��been��performed?����������X�rray��������CT����������MRI������������Ultrasound������������BoneScan������������BoneDensity��
����������������Results��were:___________________________________________________________________________��
When��do��you��see��your��doctor��again��for��this��problem?��______________________________________________��
What��other��treatments/therapies��have��you��had?__________________________________________________��
What��does��this��keep��you��from��doing?___________________________________________________________����
What��do��you��want��to��get��out��of��physical��therapy?_________________________________________________��
Do��you��have��an��expected��return��to��work��date?����__________________________________________________��
Are��you��pregnant?������Y��������N��������Do��you��smoke,��how��much?_____________________________________________��
Do��you��consume��caffeine,��how��much?��__________________________________________________________����
Are��you��an��exerciser?����Y����N������If��yes,��what��do��you��do?_______________________________________________��

����������������������������������������������
Using��letter��symbols��on��the��body��diagram��below,��please��mark��the��location��and��type��of��discomfort��you��are��
having.����If��there��are��multiple��sites,��please��prioritize��with��numbers.��

AA�rAche��

BB�rBurn�� ��

��

NN�rNumb��

TT�rTingle��

SS�rStab��

XX�rOther��(describe)��
��

I��affirm��this��information��to��be��true��and��correct��to��
the��best��of��my��knowledge.��

Signed:____________________________________��
Date:_________________________����
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Pinnacle Physical Therapy 
 

PATIENT INFORMATION CONSENT FORM 
 
 
I have read and fully understand Pinnacle Physical Therapy’s Notice of Information Practices. I 
understand that Pinnacle Physical Therapy may use or disclose my personal health information for the 
purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided and 
any administrative operations related to treatment or payment. I understand that I have the right to 
restrict how my personal health information is used and disclosed for treatment, payment and 
administrative operations if I notify the practice. I also understand that Pinnacle Physical Therapy will 
consider requests for restriction on a case by case basis, but does not have to agree to requests for 
restrictions.  
 
I hereby consent to the use and disclosure of my personal health information for purposes as noted in  
Pinnacle Physical Therapy’s Notice of Information practices. I understand that I retain the right to 
revoke this consent by notifying the practice in writing at any time. 
 
 
 
 
___________________________________________ 
Patient Name 
 
 
___________________________________________ 
Signature 
 
 
___________________________________________ 
Date 
 
 
 
 
       
 I also authorize Pinnacle Physical Therapy to use my protected health information for outcomes 
reporting and/or solicitation of participation in physical therapy research studies. I understand I have 
the right to copy or inspect any information used for these purposes. I also understand this 
authorization does not affect my consent to use my protected health information for treatment, billing, 
or operations related to treatment and billing. 
 
 ___________________________________________ 
Patient Name 
 
 
___________________________________________ 
Signature 
 
 
___________________________________________ 
Date 



PINNACLE  PHYSICAL THERAPY 
571 STANISLAUS ST., SUITE F 

P.O BOX 637 
ANGELS CAMP, CA 95221 

(209) 736-0956 
TAX I.D. # 20-0997774 

 
CANCELLATION AND NO SHOW POLICY 

 
WE ARE HERE TO HELP YOU, AND REQUEST THAT ALL PATIENTS ACCEPT A 
DEFINITE ARRANGEMENT FOR APPOINTMENTS.  ONCE AN APPOINTMENT IS 
MADE, PLEASE REMEMBER THIS TIME IS RESERVED FOR YOU!!  AT LEAST 24 
HOURS NOTICE MUST BE GIVEN IF CANCELLATION IS ABSOLUTELY NECESSARY,  
OTHERWISE A CHARGE OF $15.00 WILL BE COLLECTED FROM YOU--NOT YOUR 
INSURANCE COMPANY--BEFORE YOU CAN RECEIVE THE NEXT TREATMENT.  
FOR YOUR CONVENIENCE, AN  ANSWERING MACHINE IS AVAILABLE TO YOU 24 
HOURS A DAY. 
 
SIGNED:______________________________________________DATE:_________________ 

 
 

AUTHORIZATION TO RELEASE X-RAYS AND INFORMATION 
                                                                       
I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION (I.E., X-RAYS, OR OTHER 
DIAGNOSTIC REPORTS) WHICH MAY ENHANCE MY  PHYSICAL THERAPY CARE 
PLAN.                                            
                                                                                            
SIGNED:____________________________________     DATE:________________________  
                                                                                           

 
AUTHORIZATION FOR DIRECT PAYMENT & FINANCIAL 

RESPONSIBILITY 
 
I HEREBY AUTHORIZE THE RELEASE OF ANY INFORMATION NECESSARY TO 
SECURE THE PAYMENTS OF BENEFITS.  ALSO, I AUTHORIZE DIRECT PAYMENT OF 
INSURANCE BENEFITS TO THIS MEDICAL OFFICE.  A PHOTO COPY OF THIS 
SIGNATURE IS VALID AS THE ORIGINAL  (UNDER CALIFORNIA STATE 
INSURANCE CODE #10133) .  I UNDERSTAND THAT I AM FINANCIALLY 
RESPONSIBLE FOR ALL CHARGES, WHETHER OR NOT PAID BY INSURANCE.  
 
SIGNED:________________________________________________DATE:_______________                   

 
                   
 
HAVE YOU HAD ANY PHYSICAL THERAPY THIS YEAR?    YES             NO_____ 
 
HOW DID YOU FIND PINNACLE PHYSICAL THERAPY?                                  
 
DOCTOR ________  FRIEND________  PROVIDER MANUAL ________  PHONE BOOK  
 
author.doc revised 07/11/99 
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