
COTTAGE GROVE PHYSICAL THERAPY
PATIENT HISTORY QUESTIONNAIRE

PLEASE FILL OUT THIS FORM AS COMPLETE AS POSSIBLE. IT WILL ASSIST YOUR THERAPIST IN DEVELOPING 
A PLAN OF CARE FOR YOU. IF YOU HAVE ANY QUESTIONS, PLEASE FEEL FREE TO ASK FOR ASSISTANCE. 
THIS INFORMATION WILL REMAIN CONFIDENTIAL UNLESS AUTHORIZED FOR RELEASE BY THE PATIENT.

NAME DATE OF BIRTH: 

OCCUPATION HOBBIES: 

DATE OF INJURY PLEASE CIRCLE: SUDDEN ONSET GRADUAL ONSET

HAS THIS INJURY PREVENTED YOU FROM WORKING? YES NO IF YES, HOW LONG OFF WORK

WORK STATUS:  AT THE PRESENT TIME I AM ABLE TO:
Work without restrictions Don’t normally work outside the home

Work the same job with restrictions Homemaker

Work a different job with restrictions Retired

Unable to work due to dysfunction Other

IS AN ATTORNEY INVOLVED WITH THE CASE? YES NO

IF YES, ATTORNEY NAME: PHONE: 

HAVE YOU SOUGHT PREVIOUS TREATMENT FOR THIS CONDITION?
No other treatment Massage Therapy Chiropractor

Physical/Occupational Therapy Psychiatrist/Psychologist Other: 

LIST ALL PRESCRIPTION MEDICATION YOU ARE TAKING (Including injection and skin patches: 

LIST ALL OVER-THE-COUNTER MEDICATIONS YOU ARE TAKING (Including vitamins and supplements):

PLEASE LIST ANY SURGERIES OR OTHER CONDITIONS FOR WHICH YOU HAVE BEEN HOSPITALIZED:

DATE SURGERY/HOSPITALIZATION REASON

ARE YOU CURRENTLY HAVING OR HAVE EXPERIENCED ANY OF THESE SYMPTOMS IN THE PAST 3 MONTHS?
Fever Chills Night Sweats Shortness of Breath

Pins/Needles Numbness Skin Rash Headaches

Vision Problems Hearing Loss Bowel/Bladder Problem



PLEASE CHECK ALL THE FOLLOWING CONDITIONS THAT APPLY TO YOU EITHER PRESENTLY OR IN THE PAST

High Blood Pressure Epilepsy/Seizures Gout Varicose Veins

Chest Pain/Heart Attack Kidney Disease Hepatitis Dizziness/Fainting

Stroke Asthma Arthritis Depression

Heart Disease Emphysema/Bronchitis Tuberculosis Lung Disease

Cardiovascular Disease Hearing Loss Thyroid Problems Diabetes

Emotional/Psychological Problems Chemical Dependency (alcohol/drugs)

Allergies: 

Other: 

HAS ANYONE IN YOUR IMMEDIATE FAMILY (Parents, Brothers, Sisters) EVER BEEN TREATED FOR ANY OF THE 
FOLLOWING?

Cancer Heart Disease Diabetes Tuberculosis Mental Disorder

Arthritis High Blood Pressure Kidney Disease Stroke

HAVE YOU RECENTLY EXPERIENCED ANY SIGNIFICANT CHANGES IN:

Mood Energy level (restlessness, lethargy, or fatigue)

Interest or pleasure in daily activities Recurrent thoughts of death or harming yourself

Loss/Gain of appetite or weight loss/gain Sleeping habits

How many packs of cigarettes do you smoke per day? 

How many days per week do you drink alcohol? How much do you drink at an average sitting?

Are there any other substances that you regularly use?

ARE YOU AWARE OF YOUR CURRENT DIAGNOSIS? YES NO

DO YOU HAVE QUESTIONS REGARDING YOUR 

DIAGNOSIS OR PROGNOSIS YES NO

RATE YOUR AVERAGE DISCOMFORT ON THE SCALE BELOW

0 10

(no pain) (severe pain)

PLEASE MAP YOUR AREAS OF DISCOMFORT OR 

ALTERED SENSATION ON THE BODY MAP:

XXX = Pain 000 = Numb/Tingle *** = Weakness

OTHER COMMENTS OR CONCERNS YOU MAY HAVE:

Form reviewed by therapist:

(PT initials) Date



PATIENT DATA SHEET

PATIENT INFORMATION

NAME:
LAST FIRST MIDDLE

ADDRESS:
STREET CITY STATE ZIP

PHONE:  HOME (           ) WORK (          ) CELL (         )

EMAIL: PREFERRED WAY TO CONTACT YOU: HOME WORK  CELL SEX:MALE  FEMALE      

DATE OF BIRTH:           SOCIAL SECURITY NUMBER: (OPTIONAL)
MARRIED  SINGLE  WIDOWED  SEPARATED OTHER

REFERRING PHYSICIAN: PRIMARY CARE PHYSICIAN:

EMPLOYER NAME/ADDRESS:
STREET CITY, STATE ZIP

EMERGENCY CONTACT: PHONE:
NAME/RELATION

THE ABOVE INFORMATION PERTAINS TO THE PATIENT ONLY.
IF THE PATIENT IS A MINOR, THEN THE RESPONSIBLE PARTY COMPLETES THE NEXT SECTION. IF THE PATIENT IS NOT A MINOR, THEN SKIP THE NEXT SECTION.

RESPONSIBLE PARTY INFORMATION RELATION TO PATIENT MOTHER   FATHER OTHER

NAME: DATE OF BIRTH:
LAST FIRST MIDDLE

ADDRESS:
STREET CITY STATE ZIP

PHONE:  HOME (           ) WORK (          ) CELL (         )

EMPLOYER: SOCIAL SECURITY NUMBER:

EMPLOYER ADDRESS:
STREET CITY STATE ZIP

INSURANCE INFORMATION ARE YOU AWARE OF YOUR BENEFITS FOR YOUR INSURANCE? YES  NO

PRIMARY INSURANCE NAME: INSURED NAME:

PRIMARY INSURANCE ADDRESS: PHONE:

POLICY ID# POLICY GROUP #  SEE COPY OF CARD

SECONDARY INSURANCE NAME: INSURED NAME:

SECONDARY INSURANCE ADDRESS: PHONE:

POLICY ID# POLICY GROUP #  SEE COPY OF CARD
ACCIDENT INFORMATION: Was this injury the result of an accident?  NO  YES DATE OF ACCIDENT/INJURY:
MOTOR VEHICLE ACCIDENT  WORK RELATED OTHER

HIPAA: By signing this form I acknowledge that I have received a copy of the HIPAA “Notice of Information Practices” 
from Cottage Grove Physical Therapy, INC. and understand it completely.
CONSENT: By signing this form, I agree and give my consent for Cottage Grove Physical Therapy Services, Inc. to 
furnish physical therapy care and treatment considered necessary and proper in diagnosing and/or treating my physical 
condition.

Signature Date

Please complete this form in its entirety prior to your first visit. Also, 
please bring your insurance information and/or cards to our office at 
your first visit.  It is the patient’s responsibility to notify our office 
of any changes to your information listed on this form.



Patient Financial Policy

This is an agreement between Cottage Grove Physical 
Therapy, INC. (creditor) and the Patient (debtor) named 
on this form. 

In this agreement the words “you”, “your”, and “yours” mean 
the Patient (debtor). The word “account” means the account 
that has been established in your name to which charges are 
made and payments are credited. The words “we”, “us” and 
“our” refer to Cottage Grove Physical Therapy, INC..

By executing this agreement, you are agreeing to pay for 
all services and supplies that are received.

Monthly Statement: If you have a balance on your 
account, we will send you a monthly statement. It will 
show separately the previous balance, any new charges 
to the account, the finance charge, and any payments or 
credits applied to your account during the month. Unless 
other arrangements are approved by us in writing, the 
balance on your statement is due and payable when the 
statement is issued, and is past due if not paid by the 
end of the month.

Required Payments: Any co-payments or co-insurance 
required by an insurance company must be paid at the 
time of service. We shall have the right to cancel your 
privilege to make charges against your account at any 
time and require that visits must be paid at the time of 
service. 

Contracted Insurance: If we are contracted with your 
insurance company, we must follow our contract and 
their requirements. If you have a co-pay, deductible or 
co-insurance, you must pay that at the time of service. 
As contracted providers with your insurance company, 
we agree to accept the allowable amount (usual and 
customary) established by your insurance company. 
Although we may estimate what your insurance 
company may pay and the patient responsibility portion, 
it is the insurance company that makes the final 
determination of payment and eligibility. 

Non-Contracted Insurance: Insurance is a contract 
between you and your insurance company. It is the 
patient’s responsibility to verify if our office is a 
contracted or non-contracted provider. As a non-
contracted provider, there is no adjustment or write-off 
for the difference between what we charge and what the 
insurance allows. You agree to pay any portion of the 
charges not covered by your insurance. 

Primary Insurance: If possible, we will verify your 
insurance benefits and eligibility prior to your first 
appointment. It is the patient responsibility to be aware 
of your own benefits and eligibility. If your insurance 
company notifies us that they are waiting to receive the 
accident report form from you, the balance is 
automatically patient responsibility and we will begin 
collection procedures. As a courtesy to you, we will bill 
your primary insurance; however, if our office has not 
received payment after 120 days, the balance will 
become patient responsibility unless other arrangements 
are made with us.

Secondary Insurance: As a courtesy to you, we will bill 
your secondary insurance after your primary insurance 
has paid. If our office has not received payment from 
your secondary insurance after 120 days from the date 
first billed to your secondary insurance, the balance will 
become patient responsibility unless other arrangements 
are made. 

Referrals/Prescription/Authorization: If your insurance 
company requires a referral, prescription or pre-
authorization, you are responsible for obtaining it. Failure 
to obtain the referral, prescription and/or pre-
authorization may result in a lower payment, or no 
payment from the insurance company.

Workers Compensation: If your claim is in deferred 
status, we will ask for private medical insurance to bill if 
your claim is denied. We require approval/authorization 
by worker’s compensation carrier prior to your initial visit. 
If your claim is denied and you do not have private 
medical insurance, you will be responsible for payment 
in full. If your claim is in litigation, we do require 
verification of this from your attorney and/or worker’s 
compensation carrier.

Personal Injury /Motor Vehicle Accidents (MVA): If 
you are being treated as part of a personal injury lawsuit 
or claim, we may require verification from your attorney. 
In addition to this verification, we require that you allow 
us to bill your health insurance. In the absence of 
insurance, other financial arrangements may be 
discussed. Payment of the bill remains the patient’s 
responsibility. We cannot bill your attorney for charges 
incurred in a personal injury case. If you have Personal 
Injury Protection (PIP) through your motor vehicle 
insurance, we will bill them as primary insurance and will 
bill your private health insurance when your PIP benefits 
are used up. 

The Financial Policy continues on PAGE 2

INSURANCE BENEFITS:
Patient Responsibility

Deductible Copay / Approximate CoInsurance



Benefit Assignment: You assign all medical benefits to 
us including health insurance, Medicare, auto insurance, 
worker’s compensation or other insurance plans. You 
also authorize Cottage Grove Physical Therapy, INC. to 
release all information necessary (including photocopies 
of medical records) to secure payment (see Notice of 
Privacy Practices). You agree that if insurance pays 
directly to you, this monetary amount is actually due us 
and is patient responsibility.

Billing Information: It is your responsibility to provide 
us with correct information including insurance, 
responsible party, date of injury, type of accident, policy 
and/or group numbers, etc. Should the information 
change, it is your responsibility to update it within a 
timely manner. If you supply us with incorrect 
information, the balance of the account at the last date of 
service will be entirely patient responsibility. We will not 
be responsible for rebilling, appealing or other dealings 
with newly provided insurance company.

Divorce: In case of divorce or separation, the party 
responsible for the account prior to the divorce or 
separation remains responsible for the account. After a 
divorce or separation, the parent authorizing treatment 
for a child will be the parent responsible for those 
subsequent charges. If the divorce decree requires the 
other parent to pay all or part of the treatment costs, it is 
the authorizing parent’s responsibility to collect from the 
other parent. 

Methods of Payment: We accept VISA, MasterCard, 
personal checks and cash. There is a fee of $25 for any 
checks returned by your bank. 

Finance Charge: A finance charge will be imposed on 
each item of your account which has not been paid 
within thirty (30) days of the time the item was paid by 

Past Due Accounts: If your account becomes past due, 
we may need to take necessary steps to collect this 
debt. This may include contacting the person listed as 
the Emergency Contact on your patient data sheet. If we 
have to refer your account to a collection agency, you
agree to pay all of the collection costs which are 
incurred. If we refer your account to a collection agency, 
we will add a surcharge of 30% to your balance. If we 
have to refer collection of the balance to a lawyer, you 
agree to pay all lawyers’ fees which we incur plus all 
court costs. 

Missed Appointment Fee: A $25 fee will be charged for 
missed appointments or appointments cancelled with 
less than 24 hours notice. This fee must be paid before a 
new appointment is scheduled or services provided. This 
fee is not billable or payable by insurance. Patients with 
more than two missed appointments will be discharged 
from therapy and referred back to their physician. We 
understand that emergencies do occur and will attempt 
to make reasonable accommodations for that.

Waiver of Confidentiality: You understand if this 
account is submitted to an attorney or collection agency, 
if we have to litigate in court, or if your past due status is 
reported to a credit reporting agency, the fact that you 
received treatment at our office may become a matter of 
public record.

your insurance company or due by you. The FINANCE
CHARGE will be computed at the rate of one percent 
(1%) per month or an ANNUAL PERCENTAGE RATE
of twelve (12) percent. The finance charge on your 
account is computed by applying the periodic rate (1%) 
to the “past due balance” of your account. The “past 
due” balance of your account is calculated by taking the 
balance owed thirty (30) days ago, and then subtracting 
any payments or credits applied to the account during 
that time. You understand that finance charges are not 
billable or payable by insurance. 

TYPE OF CLAIM
Is this injury due to an accident?

□ Yes □ No Date of accident: 
Was this injury due to a motor vehicle accident 
(either in the past or current)?

□ Yes □ No
Date of injury: 
Did this injury occur on the job?

□ Yes □ No
Do you have an open worker’s compensation 

claim? □ Yes □ No
Date of injury: 

THIS INFORMATION MUST BE COMPLETELY 
FILLED OUT ON THE PATIENT DATA SHEET

I have been informed of my financial responsibility and agree to the terms and conditions as stated on this form.

Patient Name: Responsible Party (if not the patient:):

Signature: Date: 

Cottage Grove Physical Therapy, INC. ♦ PO Box 654  ♦ Cottage Grove, OR 97401 ♦ 541-767-2750


