
Dr. Nolan Christopher
Intake Information Form

How did you find out about our facility?
n vo n Friend I previous patient D Insurance Carrier n other:

Patient Information and Billing Information

Ld5 L Fi rst M. Insurance Company Name

Address
Claim/lD Number

city state zip Date of Accident (no-fault and Workers Comp)

Home Phone
Cell Phone

SexMn F!

Date of Birth

Employer
Work Phone

Email Address:
Your e-mail address wiil be used for your Home Exercise prooram

Referring Physician

Patient/Guardian Signature:

Phone # Primary Care Phvsician phone #

Date: _.l hereby Authorize G2 sports and Physicat Therapy Access to my MedicatRecords for the Above physician/,s

ln case of an Emergency, please contact: (list a friend or relative that can be reached during office
nours)

Name:

Phone; Relationship



Dr. Nolan Christopher
Arecurrentsymptomsrelatedto: n AutoAccident;lf so,hastheaccidentbeenreporteaZn ves[ ruo

State ofAccident

! Work Injury; lf so, is there a case manager involved? n yes n ruo
Date of Accident:

Case Manager Name phone # Fax #

Employer Contact/Title: phone # Fax #

Diagnosis (es): Date of last MD Appt: Date of Next MD Appt:

Date of Onset/lnjury:_ Rx Date Surgery: n yes ! t'to Date of Surgery:



Dr. Nolan Christopher

(printed name of patient or personal
representative) acknowledge that I have

received a copy of the Notice of Privacy Practices of Dr. Nolan Ghristophe r f or (check one) _- rnespecify name of individual 
[p/ease print clearly]and agree to the

liability limitations explained therein.

ACKNOWLEDGEMENT OF RECEIPT OF
PRACTICES

NOTICE OF PRIVACY

Signature of Patient or personal Repl€sentati.re Date

Print Name Relationship to patient inot self)

CONSENT TO TREAT
I voluntarily give Dr. Nolan Christopher my consent to receive services which may include diagnostrc

procedures, examinations, and treatment according to the recommended plan of treatment as discussed
with my therapist. I understand that physicaltherapy involves manualtechniques that requrre

appropriate physical contact by the health care provider and staff.
I have read (or have had read to me) the above information and understand the conrcnt.

Patient (or Guardian) Signature Date



.^-_.-
i 

uesclDe Ii e ({;f .enr probiern rrrar brirrgs t;;_,. ril;;,--: .- _I tvhen d,ci yorrr synri)tonts start?
i-j Are your syr]lt)[0r]tst :.t lm{)roviilo ,, riofir,,.,I iprovtnC rt Cettjrrg \rvorse .-. Stayin6 thc lar_neI 

- '""' r|,,p(Jlr). .. ilil[JrOVtilC ]t Lreltjttg \tvOrse .-. Stayin6 thC !ar_ne

J :ave 
you had any tesiing :r X_rays :-,l lv,!Rl l Ffr4G/ N€rve Concjuction Test

j]i'it.,'tnt..se,providereport,orcontactinfotrltilitton|orrr:port|:

i :.:- 
ur: ever hacj rhese symptoms before? it yes ir No Descriprion:

1 
:,:^1"" : :/e 

\urCery for this issue? I yes i: No D6re of Surgery: _
I rt Ves, what procedure clid you have <jone?

Patient Nafite;

INITIAL EVALUATION SUBJECTIVE HISTORY WOR(SHEIT (page 1i

f)ita ^f r.,.r'vsrL vt Lvot,

rt CT Scan il Other :

riave you over had treatnrerlt for these syrnptoms?,l\4ecjjcatir:n: Beneficial? I yes r: No
.r rn.lectl0n Ileneficjal2 lt yes l.; No

Physical Tlrerspy: Benefjcial? u yes , llo
MassageTiChiropfactic: Beneficiall Ye5 L.t No

r: Yes t_. fr]o

Explain

Explain

t xplain

E xplain

It YES, please describe:

Does your pain see'n to be !v'RS[ at a certair] tir.ne of clay-r l.r yes : Nolf Yes, r Morrring : Night ij Otheri
D'esyoirrpainprogressasthe-c,ays";rk"ui.'"-,.. \..,-.- N",f y;r,pleaseexptain: 

=_Do you have ditf iculty sleeping? r I yes .r No tf yes, please explain:Do you r,vake due to pain? .r y.r< ., r\rn i{ v^. ! _.,.

Desc r i b c, s-ylipto r.rt s
* Constant ;rCorne and 60 t.t Ache n Deep
r; 0ther:

5rllutp-t:tl-atElr:

r Superficial l: Dull i:r Sharp r-r Shootin6 il Burning n Numb/Tingling

: Yes I , No If yes, d of tinres per njghr:

presontty Working: f yes t] No lf yes, :l Full Duty I Limited 0uty:fl Da)"s Ofl rrr/ork: job Duties:

What ntakes your pajl B[TT[R?

Occup atrr_rn:

Resl ri t tjo n <

Arc you rtow, 0r have you ever been disabled? ; yes : No lf yes, whe'Z

:il::j:1-:] 
u 

: 
in the past r2 n,onrhs? :,, v., I ruo ,i ,;,, .", _;r r__" 

P,ease exprain:

What js yorr currenr livrng arrangerxcrrtl : {l0ns i rspoirse :l part.er 
" 

, 
j_,,r.t;; r"*, - 

lniuries?

Doesyourh0nlehar,estairs?i..1Ye5:'',N0|rYe5,g0'stairs:q'I'|,yi.jvLt|e';%

i t-:;----: ..-*-

]jtf vouhavepain,*h"tiry*;painre*D -.-l 
Molr4;rfirr'on;f y;tpdlnwlthatl ,,)(.llt

I ] 
,:: *" Pnin, 10 = Extreme pain - circre) | rnonr BA.K

,r 1--1.*--.'-_ | ^

*__ _-T__ FgIg-rqI{ L_Apt!g:.y!1g.115}rttr crr olWhataCtiVtre5orcjUtieSa,eoiirt,ttffiJu,:iffi*toyoUr.onair,onr-_i{ffi:idfr'.,re
i n Dressing/Grooming :-. Drivlng i Srairs i: Reaching :rwork Tasks rrGripping/pinching -, ilr*;ring l pr:sition changes
i .;r:::n,.t ' Clr:aning I Vacuirming u Launrlry r yard Work : Shopping !r exercise:

J'ho,n,.ril\,";rjE,olvoR't? % 
I

I rf yes, c1o vour srairs have a hancJraij? ,: yes :rNo ,, ,rr, ;;;;;,0. ;n" ,tr";;,u*; r*ft ,: BothI uo yor, use an a::1Tl."lTi 
::j:T_:ljaie rwatker irWheetclrajr ir other:



INITIAL EVAIUATION SUBJECTIVE HISTORY W0RKSHFET (Pase 2}

Palient Narle

PREVIOUS MEDICAL HISTORY

I 
Hr;; **i'd y't; rlassrly your general heaith ? Good u Fair ; r Poor

Curferrt l.ierEirt Cufrerrt \fueight

ln terms al your general heolth, pteose check ALL that opply:

Altergie s

Rheurnatoi(j Arll-lritig
Metal lrr'lplants

Recent Headaches

Recent Vision Changes
Sexual Dysfr;nctron

0steoa.thritis
Heart Paipitiltions
Chest pain/Arrgina
Strake /TlA
[)hysical Abnorrnaritics
Hy pogiycenri a

Night Pain

Uine Leakage

F.r0ne,,,ProDierls

ls there any otiicr iriforrnati(ln reg.rrcling y{)ur
rn therapy that !ve slrould krrow aboutl

Liver/Gall blad<ler Problerr:

Fib'romyalgia

Asthnra/Breath ing Diff icu lties
Seizures,/[pilepsy
Recent Dizrlness/ Fainting
Recent Change in Bowel/Bladder Habits
Pain with Cough/Sneeze
Sntoking History
Paceniaker
High/Low Blood pressure

Diabetes I or ll
Unexplained Weight Losl/Gain
Pregnancy {Currently}
Recent Unexplained Fatigue
Numbness/Tingling in Hip/Butt

that mav comniicate vour a[ri]itv re

Anemia
Recent Fever
Ringing of the Ears

Recent Nausea/Vomiting
Heart Attack

Cancer

5kin Abnornr.rlities

Osteopo rosis

Hernia

Depressiort

Surgeries

Policr

I ntol erar.tce to Coldll".leat
Recent Frsctures
Heart Disease

nrecJical history or art !here any factors

Numbness/Tingling in Hip/Buttocks Area
t may complicate your ability to partjcipate

MEDICATIONS
Please llst all of the nredicatiorrs tU,,tt, rrrrc,li
that you 6re currently taking [including ovei'-the-counter, prescriptions, herbals, and vitarnins/mineral{s}l:

of Eval:

Are you (:urrent,y takirrg blood thinrrers/anticoaEulants? yes No
11 yes, how long arrd for lvhat condition

PATI€NT 6OALS FOR THERAPY
What are your goals for

1.

participating in Therapy?

SI6NATURES
To the best of my knowledge I have fufly informed you of the history of my problem and current status,

Patient's Signature:
Therapist's Signature:

Datel

Datel

IH I RAPIST C0 fr4t\,11 NT5:


