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5975 Roswell Road, Suite C-333

Sandy Springs, GA  30328

Today’s Date:  ________________________

Patient/Client Name: ______________________________________________________

Address: ________________________________________________________________

________________________________________________________________________

Phone: __________________ home


__________________ mobile


__________________ work

Email address: ____________________________________________________
At which number(s) shall we contact you?  ______________________________

Date of Birth: __________________

Referred By:  ________________________________________________

Occupation:  __________________

Hobbies:  _______________________________________________________________

Emergency Contact:  ___________________________________________

Phone Number:  _______________________________________________

Relationship:  _________________________________________________

HEALTH/MEDICAL HISTORY

Are you currently receiving medical treatment (include medical from physician, naturopathic, chiropractic, alternative, etc.)?  If yes, please indicate type and practitioner’s name and contact information.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Condition(s) for which you are receiving treatment:

________________________________________________________________________________________________________________________________________________

Date of injury/onset:  ______________________________________________________

Have you had a related surgery:  Y      N

Have you experienced these symptoms before   Y   
 N

Date of next physician’s visit________________________________________________

Please indicate below where your symptoms are located:
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If you are having pain, please rate the intensity of your pain on a scale of 0 to 10, with 0 being no pain and 10 being the worst pain possible_______________________________

Do you currently have or have you ever had any of the following conditions?  Please explain any items checked below:

□
Arthritis (osteo/rheumatoid) ___________________________________________

□
Osteoporosis_______________________________________________________

□
High/Low Blood Pressure (circle one) __________________________________

□
Allergies/Asthma___________________________________________________

□
Spine conditions____________________________________________________

□
Neurological/Seizures_______________________________________________

□
Heart condition/heart attack/stroke history________________________________

□
A pacemaker_______________________________________________________

□
Diabetes___________________________________________________________

□
Cancer____________________________________________________________

□
Other, please list: ___________________________________________________ ________________________________________________________________________

Have you ever had any accidents or injuries?  If yes, please explain.  Please include approximate dates and brief description.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you suffer from any chronic injuries or pain?  If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking medication:  If yes, please list medication and condition for which you are being treated. Include herbs and supplements.

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What specific goals do you hope to achieve through your participation in physical therapy or Pilates? ________________________________________________________________________________________________________________________________________________

List current physical activities ________________________________________________________________________________________________________________________________________________

How did you hear about Stability Pilates and Physical Therapy:  ________________________________________________________________________________________________________________________________________________

WOMEN:  Are you pregnant? _______________ Due Date: _______________________


	Pilates Clients Only:
CANCELLATION POLICY:

We respectfully require 24-hour advance notice for any cancellations. Any late cancels/no-shows will be charged the full amount of the service.

Unlimited mat class package: Any late cancels/missed classes will be subject to a $5 fee. This must be paid prior to attending your next class.
Signature____________________________________________________Date______​_______

__
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PARTICIPANT RELEASE/WAIVER OF LIABILITY

I, _________________________, wish to participate in the exercise/pilates/yoga/physical therapy program offered by Stability Pilates and Physical Therapy of Atlanta.  I understand there are inherent risks in participating in a program or strenuous exercise.  I am aware of my responsibility to consult with my personal physician regarding my medical fitness level to engage in strenuous exercise.  I do hereby intend to be legally bound for myself and waive release of any and all right and claims for damages I may have against the participating facility and the fitness/wellness/healthcare professional for any and all injuries while following the training program provided me.  I agree that Stability Pilates and Physical Therapy of Atlanta shall not be liable or responsible for any injuries to me resulting from my participation in the exercise program (whether at home, corporate, commercial residential or other fitness facility); and I expressly release and discharge Stability Pilates and Physical Therapy, its owners, employees, agents and/or assigns, from all claims, actions, judgments and the like which I or my heirs, executers, administrators, or assigns may have or claim to have as a result or any injury or other damage which may occur in connection with my participation in the fitness program.

I have read and understand this term: _________ (initial)

I understand that it is my responsibility to inform my instructor/trainer of any conditions of changes in my health, now and ongoing, which might affect my ability to exercise safely and with minimal risk of injury.

I have read and understand this term: _________(initial)

I understand that Stability Pilates and Physical Therapy of Atlanta works on a scheduled appointment basis and thus requires that I provide 24 hours’ notice when cancelling an appointment.  NO charge will be levied should I cancel with more than 24 hours’ notice. Should I cancel a session with less than 24 hours’ notice, I will then be charged for that session.  Should I arrive late there is no guarantee I will receive the full session with my instructor/trainer.  

I have read and understand this term: _________ (initial)

5975 Roswell Road, Suite C-333, Sandy Springs, GA, 30328

KEY


Numbness		==========


Pins and Needles	00000000000


Burning Pain		XXXXXXXX


Stabbing Pain		/////////////////////





Physical Therapy Patients Only: 





CONSENT TO TREATMENT 


	


I understand that I have been referred for rehabilitative treatment and care to Stability Pilates and Physical Therapy of Atlanta, LLC.  My treatment plan will be explained to me by the treating therapist.  I understand that I have the right to ask and have any questioned answered prior to receiving any treatment including any risks or alternatives to the treatment plan that has been prescribed for me.  Be signing this agreement, I consent to have this facility provide treatment and care as prescribed by my physician and/or recommended by my therapist.








INSURANCE POLICY:





Due to the face that we deliver one-on-one care, we are only able to treat patients as an out-of-network provider. Payment is due upon service. We will, as a courtesy, file your insurance for you and your insurance company will reimburse you based on your out-of-network benefits.





CANCELLATION POLICY:





We respectfully require 24-hour advance notice for any cancellations. Any late cancels/no-shows will be charged $90. A credit card on file is required at your first physical therapy visit.


           





Signature____________________________________________________Date____________














