
Date:  Date:  ___________________ ___________________ Referring Doctor:  Referring Doctor:  ______________________________________________________________________

Patient InformationPatient Information

Last Name: Last Name: _____________________________ _____________________________ First:First: _____________________________  _____________________________ M.I. M.I. ____________

Address:  Address:  ____________________________________________________________________________________________________________________ Apt#:  Apt#: __________________________

City: City: ________________________________ ________________________________ State:State: _______________  _______________ Zip:Zip: ____________________ ____________________

Home Phone: Home Phone: ________________________________ ________________________________ Cell Phone: Cell Phone: ____________________________________________________________

E-Mail: E-Mail: ______________________________________________________  Date of Birth:   Date of Birth: ______________________________________________________________

Sex:  M Sex:  M ________  F   F ________  Marital Status:  M   Marital Status:  M ________  S   S ____  ____  D D ________  W   W ________

Spouses Name: Spouses Name: _________________________________ _________________________________ Phone:Phone: _____________________________ _____________________________

Emergency Contact: Emergency Contact: ________________________________ ________________________________ Phone:Phone: _____________________________ _____________________________

Date of Injury: Date of Injury: __________________________________________  Is this a Work Related injury? Yes    Is this a Work Related injury? Yes  ________  No  No________    

Is this an Auto Accident related injury? Yes  Is this an Auto Accident related injury? Yes  ________  No  No________    

 Attorney Name: Attorney Name:_______________________________ _______________________________ Phone:Phone: ____________________________ ____________________________

Primary Insurance: Primary Insurance: __________________________________________________________________________________________________________________________________________

Secondary Insurance: Secondary Insurance: ____________________________________________________________________________________________________________________________________

I hereby agree and give my consent to medical treatment in treating my physical condition. I authorize I hereby agree and give my consent to medical treatment in treating my physical condition. I authorize 
release of any medical information needed to process my claim. I understand that I am responsible for any release of any medical information needed to process my claim. I understand that I am responsible for any 
charges that are not covered by my insurance carrier. Furthermore, I understand that I am responsible to charges that are not covered by my insurance carrier. Furthermore, I understand that I am responsible to 
inform the office of any changes that occur. I authorize release of payment directly to Eschman Physical inform the office of any changes that occur. I authorize release of payment directly to Eschman Physical 
Therapy, LLC. regardless of participation in or out-of-network. I understand a 24 hour notice should be Therapy, LLC. regardless of participation in or out-of-network. I understand a 24 hour notice should be 
given for cancellations.given for cancellations.

Signature: Signature: ________________________________________________________________________________________ Date:  Date: ______________________________________________________

I acknowledge that I have seen the “Notice of Privacy Practices.” I understand that I may ask questions I acknowledge that I have seen the “Notice of Privacy Practices.” I understand that I may ask questions 
about the “Notice of Privacy Practices” at any time.about the “Notice of Privacy Practices” at any time.

Signature: Signature: ________________________________________________________________________________________ Date:  Date: ______________________________________________________

Eschman Physical TherapyEschman Physical Therapy



Patient Name:  Patient Name:  __________________________________ __________________________________ Date:  Date:  ________________ ________________ Age:  Age:  ______________

Chief Complaint: Chief Complaint: ____________________________________________________________________________________________________________________________________________

Please check below if you have or ever had any of the following:Please check below if you have or ever had any of the following:

_____ _____  Diabetes Mellitus  Diabetes Mellitus __________  Stroke / TIA   Stroke / TIA __________  Pacemaker  Pacemaker
_____ _____  High Blood Pressure  High Blood Pressure __________  Cancer or Radiation   Cancer or Radiation __________  Arthritis  Arthritis
__________  Asthma / Emphysema   Asthma / Emphysema __________  Cardiac Problems   Cardiac Problems __________  Pain in Joints/Swelling  Pain in Joints/Swelling
__________  Infectious Disease   Infectious Disease __________  Sinus Problems   Sinus Problems __________  Thyroid Problems  Thyroid Problems
__________  Epilepsy / Seizures   Epilepsy / Seizures __________  Osteoporosis   Osteoporosis __________  Fractures  Fractures
__________  Dizziness or Faintness   Dizziness or Faintness __________  Chronic Headaches   Chronic Headaches __________  Paralysis  Paralysis
__________  Vision / Hearing Difficulties   Vision / Hearing Difficulties __________  Falls   Falls __________  Currently Pregnant  Currently Pregnant
Are you aware of your diagnosis and prognosis?  Are you aware of your diagnosis and prognosis?  ________  Yes     Yes   ________  No   No 

List any surgeries, including dates:  List any surgeries, including dates:  __________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

List any medications you are presently on: List any medications you are presently on: ____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Are you allergic to any medication?  Are you allergic to any medication?  ________  Yes     Yes   ________  No  If so, please list:   No  If so, please list: ________________________________________________

Have you had any Diagnostic or Rehabilitative Services for this Injury? MRI  Have you had any Diagnostic or Rehabilitative Services for this Injury? MRI  ________  Xrays  Xrays________    

Other: Other: ___________________________________  ___________________________________  Can you bring a copy with you  Can you bring a copy with you  ________  Yes     Yes   ________  No  No

Rate Your pain:  1 2 3 4 5 6 7 8 9 1Rate Your pain:  1 2 3 4 5 6 7 8 9 10
 No Pain         Severe Pain No Pain         Severe Pain 

If you have pain, where is it located? If you have pain, where is it located?  
(Mark with an “X” on the diagram below(Mark with an “X” on the diagram below)

What position or activity worsens your pain?What position or activity worsens your pain?

__________________________________________________________________________________________________

What position or activity eases your pain?  What position or activity eases your pain?  

__________________________________________________________________________________________________

Is your sleep disturbed?  Is your sleep disturbed?  ________  Yes     Yes   ________  No  No

Circle the following regarding your condition: Circle the following regarding your condition: 
{Improving}  {Worsening}  {Staying the Same}{Improving}  {Worsening}  {Staying the Same}

Circle the following to describe your pain:  {Ache}  {Pressure}  {Burning}  {Sharp}  {Numbness/Tingling}  Circle the following to describe your pain:  {Ache}  {Pressure}  {Burning}  {Sharp}  {Numbness/Tingling}  
{Throbbing}  {Shooting}  {Constant}  {Occasional}  {Morning Pain}  {Evening Pain}  {Activity Related}{Throbbing}  {Shooting}  {Constant}  {Occasional}  {Morning Pain}  {Evening Pain}  {Activity Related}

What are you unable to do now, what is difficult? What are you unable to do now, what is difficult? __________________________________________________________________________________________

What do you want to be able to do?What do you want to be able to do? _____________________________________________________ _____________________________________________________

What are your goals for therapy? What are your goals for therapy? ____________________________________________________________________________________________________________________

Medical History FormMedical History Form

Right Side    Back        Front        Left Side
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330••372••5800 • • fax 330••372••5841

Trigger Point Dry Needling (TDN) Consent FormTrigger Point Dry Needling (TDN) Consent Form

Trigger Point Dry Needling involves placing a small needle into the muscle at the trigger point in order to Trigger Point Dry Needling involves placing a small needle into the muscle at the trigger point in order to 
cause the muscle to contract and then release, improving the flexibility of the muscle and therefore cause the muscle to contract and then release, improving the flexibility of the muscle and therefore 
decreasing the symptoms.decreasing the symptoms.

TDN is a valuable treatment for musculoskeletal pain. Like any treatment, there are possible complications. TDN is a valuable treatment for musculoskeletal pain. Like any treatment, there are possible complications. 
While these complications are rare in occurrence, they are real and must be considered prior to giving While these complications are rare in occurrence, they are real and must be considered prior to giving 
consent to treatment.consent to treatment.

Risks of the procedure:Risks of the procedure:

Though unlikely, there are risks associated with this treatment. The most serious risk associated with TDN Though unlikely, there are risks associated with this treatment. The most serious risk associated with TDN 
is accidental puncture of a lung (pneumothorax.) If this were to occur, it may likely only require a chest x-ray is accidental puncture of a lung (pneumothorax.) If this were to occur, it may likely only require a chest x-ray 
and no further treatment. The symptoms of shortness of breath may last for several days to weeks. A more and no further treatment. The symptoms of shortness of breath may last for several days to weeks. A more 
severe lung puncture can require hospitalization and re-inflation of the lung. This is a rare complication and severe lung puncture can require hospitalization and re-inflation of the lung. This is a rare complication and 
in skilled hands should not be a concern.in skilled hands should not be a concern.

Other risks may include bruising, infection and nerve injury. Please notify your provider if you have any Other risks may include bruising, infection and nerve injury. Please notify your provider if you have any 
conditions that can be transferred by blood. Bruising is a common occurrence and should not be a concern conditions that can be transferred by blood. Bruising is a common occurrence and should not be a concern 
unless you are taking a blood thinner. As the needles are very small and does not have a cutting edge, the unless you are taking a blood thinner. As the needles are very small and does not have a cutting edge, the 
likelihood of any significant tissue trauma from TDN is unlikely.likelihood of any significant tissue trauma from TDN is unlikely.

Please consult with your practitioner if you have any questions regarding the treatment above.Please consult with your practitioner if you have any questions regarding the treatment above.

Do you have any known disease or infection that can be transmitted through bodily fluids?Do you have any known disease or infection that can be transmitted through bodily fluids? ___ ___YesYes  ___  ___NoNo

Are you currently taking a blood thinner?Are you currently taking a blood thinner? ___ ___YesYes  ___  ___NoNo

If you marked yes to either of the above, please discuss with your practitioner.If you marked yes to either of the above, please discuss with your practitioner.

Please Print Your Name: Please Print Your Name: ________________________________________________________________________________________ 

Signature: Signature: ________________________________________________________________________________________ Date:  Date: ______________________________________________________

    □  I was offered a copy of this consent and refused.  I was offered a copy of this consent and refused.

Eschman Physical TherapyEschman Physical Therapy
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