
~ VISALIA M r--- ICAL V CLINIC, INC. 

til ,::~~sical Therapy & 
~bilitatiOn Center 

119 N AKERS - VISAUA CA 93291 

PH: 559/739-2010 - FAX: S59/739-2097 

www.vmchealth .com 

, 
PATIENT 

INFORMATION 

Name ______________________________________ __ Age __________ __ 008 ______________ __ 

55# __________________________ _ 

Employer __ ---, ________________________ __ 

Occupation 

Date of Injury or onset of symptoms ________ __ 

Motor Vehicle Accident Oate ______________ __ 

Medical History 

O v O N 
O v O N 
O v O N 
O v O N 
O v O N 
O v O N 
O v O N 
O v O N 
O v O N 
O V O N 
O V O N 
O v O N 

Pacemaker 
Hypertension 
Osteoarthritis 
Cancer 
Diabetes 
Rheumatoid Arthritis 
Fibromyalgia 
Infectious Disease 
Allergies 
Seizures 
Currently Pregnant 
Dizziness 

Previous Treatments 
Location __________________________ _ 

o V O N Acupuncture 
o V O N Massage 
o V O N Chiropractic 
o V O N Epidurals 
o V O N Injections 
O v O N PhysicalTherapy 
Number of Previous episodes 
0 0 0 1-5 0 6-10 0 11+ 
Current Surgery Date ________________ __ 
Type of Surgery ____________________ _ 

Previous Surgeries: 
Date Type ________________ _ 
Date Type ________________ _ 
Date Type ________________ _ 

Homephone ________________________________ __ 

Work Phone __________________ ~--------------

Cell/alternative phone __________________________ _ 

Physician Name _______________ _ 

Surgery Oate, _________________ _ 

General Health 
o V O N Night Pain 
o V O N Unexplained weight loss 
o VON Discomfort with cough 
O v O N Nausea 
o V O N Difficulty with Deep Breath 
o V O N Discomfort with sneezing 
o V O N Lower Extremity Normal 
o V O N Upper Extremity Normal 
o V O N Right hand dominant 
o V O N Left hand dominant 
o V O N Difficulty with swalloWing 
o V O N Sleep disturbed 
Baseline Function 0 Independent 0 Requires Assistance 
General Health 0 Good 0 Fair 0 Poor 
Living Environment 
O v ON Stairs 
o VON Single Story 
o V O N Multi-story 
o V O N Bath/Shower Chair 
o V O N Grab bars in bathroom 
o V O N Toilet Seat Riser 
o V O N Lives alone 
o V O N Lives with adult children 
o V O N Lives with spouse 
o V O N Lives with parents 
o V O N Lives with significant other 
o V O N Lives with friends 
o V O N Assisted living apartment 



( 

PATIENT 
INFORMATION 

119 N AKERS - VISALIA CA 93291 

PH: 559/739-2010 - FAX: 559/739-2097 

www.vmchealth.com 

Medications: 
OV ON None 
o VON Steroids 

o VON Pain Relievers 

o VON Muscle Relaxants 

o VON Anti-coagulants 

o VON Non Steroidals 

Name' ________ ~--------------------------------------
How administered: 
Frequency _______ By mouth _____ lnjected, ___ Topical, ___ _ 
Name ______________________________________________ __ 

How administered: 
Frequency _____________ By mouth __ Injected ___ Topical, ___ _ 
Name' ______________________________________________ __ 

How administered: 
Frequency _____________ By mouth __ Injected __ Topical, ___ _ 
Name ______________________________________________ __ 

How administered : 
Frequency _____________ By mouth __ Injected __ Topical, ___ _ 
Name ______________________________________________ _ 

How administered: 
Frequency ______ ,By mouth ___ Injected __ Topical ___ _ 

o VON Over-the-counter Name ______________________________________________ _ 

How administered: 
Frequency ______ ,By mouth ___ Injected __ Topical ___ _ 

Other ___________________________________ ___ 

How administered: Frequency ____________ B,y mouth _____ Injected ______ Topical ______ _ 

Other ____________________________________ _ 

How administered: Frequency ______ ,By mouth _____ Injected ______ Topical __ __ 

Information on current episode of functional impairment and/or pain 
Dateofonset ________________________________________________________________ ___ 

OV ON Work Related 

OV ON Currently working 

OV ON Retired 

Ov ON Disabled 

OV ON Employed 

OV ON Student 

Ov ON Light Duty (modified) 

/ certify that to the best of my know/edge the above information is correct. 

Signature ________________________________________ Date _____________ _ 



( 
Tony Marciano, D.P.T 
Jim Schroder, P.T. 
Jennifer Elliot, D.P.T. 
119 N Akers Visalia, Ca 93291 

Ph: 559/739·2010 Ext: 5285 

Fax: 559/739·2097 

AGREEMENT TO PAY FOR SERVICES 

Patient Name: _____________ History: _______ _ 

I agree to be financially responsible for all charges denied by my insurance or 

non - covered services. 

• Non - covered services for Physical Therapy 

• Over the limit visits for all insurance 

• Medicare over the 1,850.00 limit 

• Non - covered services through Medical 

• Motor vehicle Accidents, "We do not bill third party insurances" 

Patient Signature: ________________ Date: _____ _ 



~ VISALIA MEDICAL ! V CLINIC, INC. 

Physical Therapy & 
Rehabilitation Center 

119 N AKERS - VISALIA CA 93291 

PH: 559/739-2010 - 'AX: 559/739-2097 

www.vmchealth.com 

( 

Name: ____________________________________ __ 

Date: __________________________________ ___ 

PATIENT PAIN INDICATION SHEET 

To help our therapists better serve you , please take the time to mark the drawings according to the affected 
area and type of pain you have been experiencing, Please use the associated symbols below. 

Numbness = = = = = = 
Burning xxxxxxxxxx 

No 
Pain 

I 
o 

I 
1 

o 

I 
2 

Aching I\I\I\I\,..I\I\IIJ\ 

Pins and Needles 000000000 

3 4 

2 

Moderate 
Pain 

I 
5 

4 

Stabbing /11/11/11/ 

6 7 8 

c~~ 
6 8 

9 

W-orst 
Pain 

I 
10 

C~ ~ 

10 



( ( 

119 N Akers Visalia Ca, 93291 Ph: 559/ 739-2010 Fax: 559/ 739-2097 

To our valued patients, 

We look forward to seeing you on at for our initial 
meeting. We may give you a reminder call the day before, however this not always possible. 

Because of the shortage of specialists in our county, it sometimes takes many weeks for an 
appointment. When a person fails the appointment, it deprives others of the opportunity to 
be seen earlier. Given this, we reserve the right to charge for failed appointments or we may 
decide not offer another appointment. 

My receptionist can be reached at 559/ 739-2010. Should you need to reschedule your 
appointment she will arrange for a more convenient day for you, which will also allow us to 
offer that time to another who needs to be seen earlier. 

Without 24 hour notification the following charges will be made; 
• For our first meeting: $75.00 
• For follow-ups visits: $50.00 
• For a planned procedure: $100.00 

Unfortunately, charges for failed appointments are not covered by the insurance. 
This one time form must be received before your scheduled appointment. 
We appreciate your cooperation in this matter. 
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