
METRO PHYSICAL THERAPY AND SPORTS 

REHABILITATION L.L.P 
 

Dear Patient, 

 
Welcome to METRO PHYSICAL THERAPY AND SPORTS REHABILITATION. 

Thank you for choosing our office for your physical therapy and 

rehabilitation. 

At Metro PT you will meet a team of experienced and qualified physical 

therapists who will help you in achieving your goals. Here we will provide 

you with the most compassionate care to restore movement, function 

and relieve your pain. Our ultimate goal is to provide you with the highest 

quality of care to reach best results possible. We look forward to helping 

you on the road to recovery. 
 
At your first visit (initial evaluation), your PT will discuss his findings based on 

the examination and will design a plan of care for you.  We will provide you 

with proper attire, however you can choose to bring your shorts and or tank 

tops for the exposure of the affected areas. Please arrive 15 minutes earlier 

for your first visit if you are going to complete the intake forms in the office. 

We suggest that you make appointments with 2 weeks lead time to assure 

your preferred time slots. 

 
We absolutely require 24-hours notice in advance should you need to 

cancel or change any of your appointments. This will allow us to 

accommodate other patients. Unfortunately, if you fail to notify us, we will 

have to charge you that session’s full fee. If you call when the office is 

closed, please leave a message with the day and time you called with the 

answering service. 

 
If Medicare is your health provider, you are responsible for having a current 

prescription on file. You are required by federal policy to renew your 

prescription every 30 days. 

 

Some insurance providers require out of network authorization in order for 

you to be treated and reimbursed. Please ask the office manager for help. 

We will make every effort to assist you in obtaining the authorization. 

 
We ask that all payments be made on the day of service. We accept cash, 

Visa, Master card and checks as forms of payment. 

 
I have read the above and understood the information provided. 

Signature:___________________________________ Date:_______________ 

 
 
 
Please print this from and sign in the space above. 



Metro Physical Therapy and Sports Rehabilitation 
 
 

Patient intake form 
 
 
 

Date:    
 
Last name:                                 First name:                                                           

Home phone:                            ____Cell phone:                                                        

Address (City, State/Zip):                                                                                                                 
                                                  ____________________________________________ 
 
E-Mail Address:      

Date of Birth:  Sex: M  F_   

Social Security # (last 4 digits):   

Marital Status:  Spouse’s name:   _ 

Occupation:    Business Phone:  _ 

 
Person to contact in case of emergency:     

Relationship/ phone # :    
 
Referring Doctor:    Phone #:    

Primary Doctor:    Phone#:    

 
 

Insurance company:    
 
Are you a Workers Compensation or No-Fault case?   Yes   No 

 
I authorize the release of any medical information pertinent to my 

examination or treatment. I understand and agree that, regardless of my 

insurance status, I am ultimately responsible for the balance of my account 

for any professional services rendered. 

I have completed the information above and certify that this information is 

true and correct to the best of my knowledge. I will notify you of any 

changes in my health statues or the above information. 
 
 
 

Patient’s Signature:   Date:    
 

 

Please print this from and sign in the space above. 



PATIENT HEALTH QUESTIONNAIRE 
 
 
Name: ____________________________________________ Birth Date: ____/_____/_________ 

Today’s Date: ______/______/________ 

 
Describe your current complaint: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 
Please use the picture below to 

indicate the affected areas. 

 

Describe the nature of your pain: 
 

Dull (pain) Ache Sharp Pain 

Throbbing Shooting 

Tingling Numbness 

Burning   

 

Please circle: 

Current pain level at rest: 

(No pain) 0 1 2 3 4 5 6 7 8 9 10 (Unbearable Pain) 

 
Pain Intensity with movement: 

(No pain) 0 1 2 3 4 5 6 7 8 9 10 (Unbearable Pain) 
 
Aggravating activities________________________________ 

_____________________________________________________ 

Easing activities _____________________________________ 

_____________________________________________________ 
 
 
 

Please list any surgeries or hospitalizations: 

 
Date Surgery/Hospitalization 

 

 
 
 
 
 

Please describe any injuries for which you have been treated (fractures, dislocations, 

sprains etc.) 
 
Date Injury 



Have you been treated for the same problem in the past? Yes  No 

If yes, by whom? 

 
MD Physical Therapist Occupational Therapist Chiropractor 

 
Other   

 
Have you had any of the following? 

 
MRI  X-Ray CT other 

 
 

Please list all prescription and over the counter medication, vitamins and supplements 

you are currently taking. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
 
Have you ever been diagnosed as having any of the following? Please check all that 

apply. 
 
 Heart problems Nervous problems 

 Psychiatric problems  Stomach problems 

 Hypo/Hyper Glycemic  Vascular problems 

Cancer Multiple Sclerosis 

 High blood pressure  Thyroid problems 

 Low blood pressure  Ulcer 

 Stroke  Headaches 

 Tumor Cysts 

Asthma  Hepatitis 

Diabetes  Systemic lupus 

 Epilepsy Arthritis 

Other arthritic condition  Emphysema 

 HIV/AIDS  Tuberculosis 

 Kidney Disease Anemia 

 Seizures Osteoporosis/Osteopenia 

Allergies  Phlebitis 

Drug or Alcohol Dependence  Herpes 
 
Are you currently pregnant? _______________________ 

 

Do you have a pacemaker? 

   

  Do you have any implants ?    

  

_______________________ 

 

_______________________ 
 

 

 



Metro Physical Therapy and Sports Rehabilitation 

 

INSURANCE INFORMATION 

 

 

PRIMARY: 

Carrier: _________________________________________________________ 

ID# _______________________________PH#__________________________ 

Address ________________________________________________________ 

Policy holder name ___________________________DOB_________________ 

SECONDARY: 

Carrier _________________________________________________________ 

ID# _______________________________PH#__________________________ 

Address ________________________________________________________ 

Policy Holder Name___________________________ DOB________________ 

Primary care physician: Name_________________________ 

PH#_____________________________ 

I authorize the release of any information including the diagnosis and records of any 

treatment or examination to third party payers and healthcare practitioners. I authorize 

payment of medical benefits directly to Metro Physical therapy &Sports Rehabilitation, 

LLP and understand I am responsible for payment of all services rendered. If I belong to 

an HMO Managed Care Organization That Metro Physical Therapy&Sports 

Rehabilitation, LLP participated with I agree to be responsible for securing necessary 

referrals and making direct payments as required by my policy (including copays, 

deductibles, coinsurance, and noncovered services). 

I have read this registration form including the office policies and state that all 

information given by me is valid and true. 

Patient/Guardian’s signature __________________________ Date_____________ 

 

 

 

 



METRO P H YSI C AL TH ERAP Y AN D SP ORTS    

REH AB I L I TATI ON  L.L.P  
 
 
 
 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

METRO PHYSICAL THERAPY AND SPORTS REHABILITATION HAS MADE THEIR 

NOTICE OF PRIVACY PRACTICES AVAILABLE TO YOU.  YOUR NAME, SIGNATURE, 

TIME AND DATE ON THIS COVER SHEET INDICATES THAT YOU HAVE 

ACKNOWLEDGED THE AVAILABILITY OF THE METRO PHYSICAL THERAPY AND 

SPORTS REHABILITATION’S PRIVACY PRACTICES AND WERE GIVEN THE OPTION 

TO RECEIVE A COPY FOR YOUR POSSESSION. IF YOU HAVE ANY QUESTIONS 

REGARDING THE INFORMATION SET FORTH IN THE METRO PHYSICAL THERAPY 

AND SPORTS REHABILITATION’S NOTICE OF PRIVACY PRACTICES, PLEASE DO 

NOT HESITATE TO CONTACT THE METRO PHYSICAL THERAPY AND SPORTS 

REHABILITATION ‘S PRIVACY OFFICER: LIOR COHEN TEL: 212-585-4444 OR FAX 

INQUIRIES TO: 212-772-8673 
 
 
 
 
 
 
 
 

ACKNOWLEDGMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 
 
 
 
 
 
 
 
 

I acknowledge that I was provided by Metro Physical Therapy and Sports 
Rehabilitation a copy of the Notice of Privacy Practice, that I have read (or had the 
opportunity to read if I so chose) and understand the Notice. 
 

 

Patient Name (please print)    Date 
 

 

Patent or Authorized Representative (if applicable) 
 
 

Signature 



METRO P H YSI C AL TH ERAP Y AN D SP ORTS 

REH AB I L I TATI ON  L.L.P  
 

 
 C on s en t F or Treatment 

 
I hereby authorize Metro Physical Therapy and Sports Rehabilitation’s health care 
professionals and students to provide such medical care and to administer such 
treatment, necessary to the named patient or me each time I or the named patient 
present to an ambulatory care service. Such procedure and treatments may include, 
Physical Therapy, Occupational Therapy. To the extent possible I have been 
informed of risks and complications that may occur and alternatives that may be 
available.  
 
I acknowledge that no guarantee or assurances have been made to me concerning 
the results intended from my treatment. 

 
 

Em a i l  C on s en t  F orm  
 

 
Metro Physical Therapy offers patients the opportunity to communicate by email.  
This form provides the guidelines regarding email communications and documents 
your consent. 

 
 

 Metro Physical Therapy will use reasonable technical safeguards, but 
cannot guarantee the privacy, security or confidentiality of any email 
messages sent or received. 

 
 Metro Physical Therapy may forward emails for diagnosis, treatment, 

reimbursement and other business practices. 
 

 Metro Physical Therapy will not forward emails to independent third parties 
without the patient’s prior written consent, except as authorized or required by 
law. 

 
 The patient is responsible for informing Metro Physical Therapy of any types 

of information he/she does not want to be sent by email. 
 
 

I acknowledge that I have read and fully understand the information above and 
additionally give consent to Metro Physical Therapy to correspond with me via email. 

 
 
         

Patient Name (please print)    Date 

 

 

Signature 
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