
DIRECT IMPACT PHYSICAL THERAPY 
PATIENT INTAKE FORM 

 
Patient Name: _________________________________  Email:_____________________________________ 
 
Street Address: ______________________________  City:  _________ State: ________ Zip: _____________ 
 
Cell Phone: _________________________________  Home Phone: _________________________________ 
 
Marital Status:  S / M / D / W            Date of Birth: __________________________            Sex:  F / M 
 
Primary Care Physician: ____________________________________________________________________ 
 
     Practice Name: _________________________________  Phone Number: _________________________ 
 
Employer: ____________________________  City/State: _________________________________________ 
 
Date of current injury/onset: __________________________  Work related injury?  Y / N 
 
Please briefly describe what you are seeking treatment for: _________________________________________ 
 
________________________________________________________________________________________ 
 
Previous treatments: Physical Therapy? Y / N  Chiropractor? Y / N  Acupuncture? Y / N  Other? ___________ 
 
Are you represented by an attorney regarding this injury? Y / N  If yes, who? ___________________________ 
 
Emergency Contact/Relationship: ______________________________  Phone: _______________________ 
 
How did you hear about Direct Impact P.T.? 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
 


