
North Area Physical Therapy
New Patient Intake

This form can be downloaded
and �lled out using Adobe Acrobat 



       NAME:_______________________________ 

NORTH AREA PHYSICAL THERAPY & SPORTS CENTER
Richard N. Fike, MS, PT 

Patient Information Part 1 

Date that pain or problem began & brought you here today:_______________________________   

Have you had any previous surgery to this area?_________________________________________ 

If yes, date of surgery:_______________________________________________________________ 

How the injury occurred:____________________________________________________________ 

__________________________________________________________________________________ 

Describe your chief complaint:________________________________________________________ 

What makes your pain/symptoms worse?_______________________________________________ 

What makes your pain/symptoms better?_______________________________________________ 

Has your condition changed since the date of injury?_____________________________________  

Does your condition interfere with your sleep? If so, how many times do you wake & how long 
does it take to go back to sleep?_______________________________________________________ 
__________________________________________________________________________________ 

Please rate your current pain level 0-10 ________________________________________________ 
 (0 = no pain, 10 = most intense pain) 

Are your symptoms:     better     worse     no different     in the am? 

Are your symptoms:     better     worse     no different     in the pm? 

List your activities outside of the workplace:____________________________________________ 
__________________________________________________________________________________ 
  
Have you had an x-ray, lab test, MRI, bone scan, CT-scan for this injury:____________________ 

Have you experienced any loss of balance or falls in the past:      1mo____ 6mo____1 yr____ 

I can tolerate:  Sitting                   hours_________ mins_________ 
   Standing       hours_________  mins_________ 
   Walking               hours_________  mins_________ 

PATIENT SIGNATURE:____________________________________ DATE:__________________ 
  







NORTH AREA PHYSICAL THERAPY & AQUATIC THERAPY
Alexander C. Ray PT, DPT Richard N. Fike MA, PT

PATIENT INFORMATION CONSENT FORM

PATIENT NAME PRINTED

DATE

PATIENT SIGNATURE
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