
New Patient Intake Form 
A. Patient Information
Name: __________________________________________  Date:______________________
Address: ______________________________________________   Zip: ________________
Phone: _________________________ Email: _____________________________________
Date of Birth: ____________________________ Legal Sex: __________________________
Who referred you? ____________________________  Primary Care Provider? (Y/N)

Emergency Contact 
Emergency Contact Name: ________________________ Relationship: _________________ 
Emergency Contact Phone: ________________________ 

Do you have/had any of the following conditions (check all that apply) 
⃞ Heart Attack / Stroke 
⃞ Congenital Heart Defect 
⃞ Alcohol / Drug Abuse 
⃞ HIV+ / AIDS 
⃞ Frequent Neck Pain 
⃞ High / Low Blood Pressure 
⃞ Severe / Frequent Headaches 
⃞ Fainting / Seizures / Epilepsy 
⃞ Diabetes / Tuberculosis 
⃞ Lower Back Problems 
⃞ Heart Surgery / Pacemaker 
⃞ Mitral Valve Prolapse 
⃞ Venereal Disease 
⃞ Shingles 
⃞ Emphysema / Glaucoma 
⃞ Psychiatric Problems 

⃞ Kidney Problems 
⃞ Sinus Problems 
⃞ Difficulty Breathing 
⃞ Artificial Bones / Joints 
⃞ Heart Murmur 
⃞ Artificial Valves 
⃞ Hepatitis 
⃞ Cancer 
⃞ Anemia 
⃞ Rheumatic Fever 
⃞ Ulcers / Colitis 
⃞ Asthma 
⃞ Chemotherapy 
⃞ Arthritis 
⃞ Other: ______________________ 
⃞ None of the above

Are you Pregnant? (Y/N) Months? _______________________________________________ 
Do you take supplements or vitamins? ____________________________________________ 
Do you exercise?  What is typical? _______________________________________________ 
Are you on a special diet? ______________________________________________________ 
Do you smoke? (Y/N) If yes, frequency: ___________________________________________ 
List any previous serious injuries, surgeries or procedures: 
___________________________________________________________________________ 



Medications 

Medication Name Dose Frequency

*THE SECTION BELOW IS NOT REQUIRED FOR PERSONAL TRAINING CLIENTS*
B. Employment
Employment Status:     ⃞ Full-time       ⃞ Part-Time       ⃞ Unemployed       ⃞ Retired
Employer: __________________________________________________________________
Employer Phone: ________________________________

Primary Insurance  
Insured’s Name: ____________________________________ Date of Birth: ______________ 
Relationship: ______________________________ Employer: _________________________ 
Insurance Company: 
___________________________________________________________ 
Insurance Policy Number: ___________________ Insurance Member ID: ________________ 

Secondary Insurance  
Insured’s Name: ____________________________________ Date of Birth: ______________ 
Relationship: ______________________________ Employer: _________________________ 
Insurance Company: 
___________________________________________________________ 
Insurance Policy Number: ___________________ Insurance Member ID: ________________ 

Reason For Visit 
Injury or Major Complaint: 
_______________________________________________________ 
Start Date: __________________________ Cause: _________________________________ 
Location of Injury: ____________________________________________________________ 
How would you describe your pain?: 

⃞ Sharp ⃞ Shooting ⃞ Dull ⃞ Sore ⃞ Stiff 

What is the current pain rating? (0-10):  ________ 
What is the worst pain rating? (0-10): ________ 
What is the best pain rating? (0-10): ________ 
Have you been treated for this injury by (check all that apply) 

⃞ Doctor ⃞ Chiropractor ⃞ Acupuncturist ⃞ Massage Therapist ⃞ Other__________ 

Your injury interferes with (check all that apply) 
⃞ Work       ⃞ Sleep       ⃞ Daily Routine   ⃞ None of the above 



CONSENT FOR TREATMENT

I consent to have OrthoSport Hawaii, LLC (OSPT) and/or its affiliates to provide the treatment and care prescribed by my phy-
sician(s). I understand this consent may be revoked by me at any time.

AUTHORIZATION TO RELEASE MEDICAL RECORDS and ASSIGNMENT OF 
INSURANCE BENEFITS

I authorize OrthoSport Hawaii LLC, or its legal representative, to release to my insurance company or it representative any in-
formation including the diagnosis and the records of any treatment or evaluation rendered to me during the period of such care. 
I hereby authorize payment of medical benefits to which I am entitled to OrthoSport Hawaii, LLC (OSPT) for medical services 
rendered.

FINANCIAL AGREEMENT and PAYMENT POLICY

I understand that I am financially responsible for all charges whether or not paid by said insurance.  These include de-
ductible, co-payment, cost-share, and/or non-covered benefits.  In the event of default, I shall be responsible for all costs of col-
lection and reasonable attorney fees.  Furthermore, I authorize payment of medical benefits to which I am entitled, to Or-
thoSport Hawaii, LLC for medical services rendered.  I understand that payment is due at the time of service. We accept credit 
cards, cash, or personal checks.  

APPOINTMENT CANCELLATION POLICY & CANCELLATION FEE SCHEDULE

We require 24 hours advance notice for any RESCHEDULE or CANCELLATION of scheduled appointments. This 
allows us reasonable time to offer your scheduled appointment time to other clients that may be on a wait list. We do have 24 
hour answering machines for your convenience during non-working hours, weekends, and holidays.

I certify that the information I have provided above is correct.  I permit a copy of this authorization to be used in place of the 
original.  I authorize OrthoSport Hawaii LLC to send me text/email reminders unless I decline this option verbally or in writing.
This authorization is valid until revoked by me in writing.

Patient / Parent / Guardian Signature Relationship to Patient Date

• Physical Therapy patients will be charged a $50 fee for each “no show” or appointment canceled with less
than 24 hours’ notice. (More than 15 minutes late to your appointment is considered a “No Show”)

• Medical Gym clients will be charged the full session for missed appointments and late cancellations.



Authorization to Share Health Information
with Family Members or Friends 

(This form does NOT authorize release of copies of the medical chart)

Patient Full Name: ____________________________________________ Date of Birth: _____/______/______
(First) (Middle)   (Last)

Many of our patients allow family members such as their parent(s), grandparents, guardians or others to call and 
discuss their medical/billing information, request prescriptions; vaccine information, medical records and 
results of tests also pick up forms, etc. Under the requirements of HIPAA we are not permitted to release this 

released to family members or friends, you must sign this form. 

I decline to have my medical information discussed with family and friends.

I give permission to to discuss my health information listed above to the
following individuals:

Name ____________________________________________Relationship______________________________

Name ____________________________________________Relationship______________________________

Name____________________________________________ Relationship______________________________

Name____________________________________________ Relationship______________________________

I understand I must sign a separate authorization form releasing copies of my medical record to another
individual.

I understand I have the right to revoke my permission at any time except where has
already made disclosures in reliance upon this requests. I understand this this permission remains in effect
until the time I revoke in writing.

________________________________________________ _____________________________________
Signature of Patient/Person Representative Date

________________________________________________
Personal Representative/ Relationship to patient

___________________________
Staff Member Signature



Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about 
you. The Notice also contains a patient rights section describing your patient rights under the law. You have a right to review 
this notice before signing the consent. The terms of the notice may change, and if this should occur, you may receive a revised 
copy by contacting the office.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment,
or healthcare operations. You have a right to revoke this consent in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in relation to you on your prior consent. The practice provides this form to 
comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

1.
2.
3.
4.

5.

1. Patient information will be kept confidential except as necessary to provide services or to ensure that all administrative
matters relating to your care are handled appropriately.  This specifically includes the sharing of information with other
healthcare providers and health insurance payers as is necessary and appropriate for your care. The normal course of
providing care means that such records may be left, at least temporarily, in administrative areas such as the front office,
examination room, etc. Those records will not be available to persons other than office staff. You agree to the normal
procedures utilized within the office for the handling of charts, patient records, PHI and other documents or information.

2.

I have read and consent to the assumption of risk and release and the HIPAA practices adopted by OrthoSport Hawaii 
LLC. 
I understand that non-identifying patient data may be used in research and/or publication and consent to such use. 

Patient / Parent / Guardian Signature Relationship to Patient Date 
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