
Hands On Physical Therapy 

Myofascial Release, Pain Relief, Headaches,  

Neck/ Back pain, Women’s Health 

PLEASE PRINT AND COMPLETE ALL ENTRIES 

PATIENT INFORMATION 

NAME (LAST, FIRST, MI) ________________________________________________________________________ 

ADDRESS _____________________________________________________________________________________ 

CITY________________________________    ST ___________  ZIP____________________ 

HOME #_________________________   CELL#________________________    WORK#_____________________ 

EMAIL (TO RECEIVE UPDATED EVENTS AND NEWS)_____________________________________________ 

DOB: __________________  SS#________________________   MARITAL STAT      S     M    W     D 

PHYSICIAN NAME ___________________________  ADDRESS/ PHONE# _______________________________ 

EMERG. CONTACT ________________________  PH# _____________________   RELATIONSHIP___________ 

EMPLOYER INFORMATION (OF INSURED PERSON) 

EMPLOYER _____________________________________       PHONE: ___________________________________ 

ADDRESS ___________________________________    CITY_________________    ST_______   ZIP___________ 

INSURANCE INFORMATION 

 

 

INSUREDS NAME _______________________________  DOB ______________  SS#_______________________ 

INSURANCE CO. _______________________________________ PHONE # _______________________________ 

INSURANCE ADDRESS__________________________________________________________________________ 

GROUP#___________________________  ID#_________________________  RELATION____________________ 

301 Hester’s Crossing, Suite #160 Round Rock, TX 78681  Ph:(512) 310-1928  Fax:(512) 310-9180 

 TO ASSURE PROPER FILING OF YOUR CLAIMS, PLEASE PROVIDE YOUR CARD SO THAT WE 

MAY COPY IT FOR OUR RECORDS 











10. For each activity listed below, please note the amount of time in minutes or hours that you can 

perform before you feel that you need to stop because of you symptoms. If you have no difficulty 

with the activity, mark OK. If you are unable to perform the activity, mark UNABLE. If this does 

not apply to you mark N/A. 

   Activity    Tolerance    Activity    Tolerance 

Sitting  Computer work  

Standing  Exercise  

Walking  Writing  

Stairs  (# of stairs)  Shopping  

Driving  Bending  

Sleeping  Reaching   (reps)  

Lifting (pounds)  Carrying (pounds)  

Housework    

11. Please list your SHORT TERM GOALS. 

 

 

 

 

 

 

 

 

 

 

12. Please list your LONG TERM GOALS. 
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