
Travel/Illness History Questionnaire 

If any of your answers have an * next to it, PLEASE LET US KNOW IMMEDIATELY! 

 

1. In the past 14 days, have you:                                                                                                        *YES      NO 
a. traveled internationally or flown domestically?  
b. traveled to any known COVID hot spots?   
c. had close contact with a college student who was sent home due to a COVID outbreak? 

If you responded yes above, have you self-isolated or quarantined for 14 days?                     YES      *NO 

2. Have you had close contact with anyone (family, close relationships, coworkers, etc.) who has 
travelled by air or to any of the COVID hot spots in the past 14 days?                             *YES      NO  
 

3. Have you OR a family member experienced any of the following symptoms or have you OR a family 
member been exposed to anyone who has had any these symptoms in the past 14 days?  

**Fever, chills, generalized muscle aches/pains, cough, sore throat, shortness of breath, loss of 
smell or taste, new onset of unusual fatigue, headache that is unusual for you, diarrhea, nausea, 
abdominal pain, acute confusion, hives, redness in toes.                                                      *YES      NO                                                                                                                                                                                                                                                                      

4. Have you or anyone in your household had any known exposure to the Corona Virus?  

                                                                                                                                                             *YES     NO 

5. Are your currently taking any medications to suppress a fever?                                             *YES     NO 
 

6. Do you, or does anyone in your household work in a hospital, urgent care or primary care 
physician’s office, daycare or in a setting, such as a restaurant or fitness center, where customers 
typically do not wear masks?                                                                                                         *YES      NO 

                                                                                                                                                                                                                                

7. Are you wearing a mask when out in the public or socializing indoors, practicing social distancing, 
avoiding gatherings of groups of 10 or more, and attempting to maintain 6 feet of distance between 
yourself and other people?                                                                                                                              

      YES     *NO 
 

I understand that it is my responsibility to immediately inform Progress Physical Therapy, LLC  if I 
develop any of symptoms noted above**, have had close contact with anyone else with these 
symptoms or diagnosed with Corona Virus, or if I have been advised to self-quarantine.  I also 
understand that, if any of my answers have a * next to them, special accommodations may be made, 
my appointment may need to be re-scheduled or virtual visits will be offered, if appropriate to 
maintain the lowest possible risk of the spread of COVID at our office.  I understand that Progress 
Physical Therapy, LLC has a strict policy that all who visit will wear a mask (no valve on mask) that 
covers their nose and mouth for the entire time visiting our office, even when social distanced from 
others.  I will call 804-270-7754 and let Progress Physical Therapy, LLC know if I am unable to follow 
this policy before arriving at the clinic. 

Name (Print) _________________________ Signature ___________________________ Date ______ 
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Medical History Questionnaire 
Dba Progress Physical Therapy, LLC/Progress Rehabilitation Network, LLC (“Progress”) 

 
 

 

 
Patient Name ____________________________________ Subscriber ID # ______________________ DOB _____________ 
Are you currently working?      տ  Yes տ  No  տ  Retired  If Yes, what is your occupation? ___________________________ 
Why did you select our facility? տ Medical Provider Referral տ Returning Patient տ Family/Friend տ Web/Internet                     
տ Workshop/Discovery Visit  տ Newsletter տ Other ____________ 
Describe your current problem and how it began ___________________________________________________________ 
Onset or Surgery Date _________________ 
List any diagnostics/tests you have had due to your current condition___________________________________________ 

 

How often are your symptoms present throughout the day?                                Indicate below where you have pain or other symptoms 

�տ Constantly (76-100% of the day) տ Frequently (51%-75% of the day)  

 տ Occasionally (26%-50% of the day)   տ Intermittently (0%-25% of the day) 

Describe the nature of your pain տ Sharp տ Dull Ache տ Numbness տ Shooting տ Burning տTingling 

How is your condition changing? տGetting Better տ Not Changing տ Getting Worse 

Today’s pain level:  No Pain < 0------1------2------3------4------5------6------7------8------9------10 > Unbearable Pain 

In the past week, how much has your pain interfered with your daily activities (work, social, household)? 

No interference < 0------1------2------3------4------5------6------7------8------9------10 > Unable to carry out daily activities 

Check all that apply   տ Pain unrelieved by rest   տ Pain at night   տ Dizziness/Fainting     տ Recent Infection/Fever  
           տ Fall with or without injury  տ Pregnant/ # weeks ____________    

In general, how is your overall health? տ Excellent տ Very Good տ Good տFair տ Poor 

Who have you seen for your current problem before today? տ No-One տ Doctor տ Chiropractor տ Physical Therapist 

 տ Acupuncturist տ Occupational Therapist տ Other: ________________ 

� �

>>>If you are a returning patient, your therapist will review your previous medical history with you. Be sure to discuss all 
changes in your medical condition with them <<< 

CONSENT FOR CARE AND TREATMENT 
I, the undersigned, give my consent for “Progress” to furnish medical care and treatment considered necessary and proper in 
diagnosing or treating patient’s physical condition.             
    
PRIVACY NOTICE/ HIPAA 
A copy of our Privacy Notice was given to you, which describes how your personal medical information will be used or 
disclosed.   PLEASE REVIEW IT CAREFULLY. 

HIPAA allows us to speak with family and friends involved in your care.  Is there anyone specific you would like us to
 list by name?  _________________________________________________________________________________ 

Is there anyone that you do NOT want us to speak with? ________________________________________________ 
CANCELLATION - Kindly provide at least 24-hours notice if you are unable to keep an appointment so that we may offer that time 
to another patient. Missed appointment fees may apply if proper notice is not provided.  
�
Patient/Guardian Signature _____________________________________________________   Date ___________________ 

Printed Name ________________________________________________________________   PT Initial/date ____________ 
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Medical History Questionnaire 
Dba Progress Physical Therapy, LLC/Progress Rehabilitation Network, LLC (“Progress”) 

 
 

 

FAMILY HISTORY 
Please check if anyone in your immediate family (parents, brothers, sisters) have ever been treated for any of the 

following: 

 
 Diabetes                                                                                    Cancer 

 Heart Disease                                                                           Inflammatory Arthritis (Rheumatoid, Ankylosing) 

Kidney Disease                                                                          Stroke 

Chemical Dependency (i.e. Alcoholism)                                     Depression 

 Ehlers-Danlos Syndrome                                                           Osteoporosis 

 Other  

 

Please check any of the following that apply to you:  
 Pain                                      High Blood Pressure                 High Cholesterol                        Diabetes  

 Numbness/Tingling              Circulation Problems                 Blood Clots                                 Ehlers-Danlos Syndrome 

Osteoarthritis                        Osteoporosis                             Rheumatoid Arthritis                   Other Arthritic Conditions 

 Multiple Sclerosis                 Epilepsy                                    Stroke/CVA  (Date) _______      MRSA                                 

 Asthma                                 Emphysema/Bronchitis             Tuberculosis                              Hepatitis                                             

 Dizziness/Fainting                Recent Fever                             Stomach Ulcers                         Depression 

 Alcohol/Drug Dependence 

 Cancer                    If Yes, describe what kind & treatment _________________________________________________________ 

 Heart Problems       If Yes, describe what kind & treatment _________________________________________________________ 

 Kidney Problems     If Yes, describe what kind & treatment _________________________________________________________ 

 
 

OTHER CONDITIONS 
 

Please check any of the below that you have experienced in the last 12 months? 

 Easy Bruising                                               Joint/Muscle Swelling                                   Skin Rash 

 Nausea/Vomiting                                         Excessive Bleeding                                      Problems Sleeping 

 Fatigue                                                         Difficulty Breathing                                       Sexual Difficulties 

Weakness                                                     Regular Cough                                             Urinary Incontinence 

 Fever/Chills/Sweats                                     Arm/Leg Swelling                                         Problems Urinating 

 Stress at Home or Work                               Heart Racing in your Chest                         Fecal Incontinence 

 Tremors                                                        Difficulty Swallowing 

 Seizures                                                      Heartburn/Indigestion 

 Double Vision                                              Constipation/Diarrhea 

 Loss of Vision                                               Blood in Stool 

 Eye Redness                                                Blood in Urine 

 
How much caffeinated coffee or other caffeinated beverages do you drink per day?    

 
How many days per week do you drink alcohol?    

 
If one drink equals one beer or one glass of wine, how much do you drink at an average sitting?    

 
Are you now, or have you ever been, a smoker?    Yes    No  If Yes, how many packs of cigarettes do you smoke a day?   ___________ 

 

Have you ever taken an anticoagulant?                                                                                                       Yes       No 

 
Do you have a pacemaker?                                                                                                                          Yes       No 

Have you ever taken steroid medications for any reason?                                                                          Yes       No 

During the past month, have you been feeling down, depressed, or hopeless?                                          Yes       No 

During the past month, have you been bothered by having little interest or pleasure in doing things?       Yes       No 

Do you ever feel unsafe at home or has anyone hit you or tried to injure you in any way?                         Yes       No 

Are you currently pregnant or think you might be pregnant? If Yes, estimated delivery date?                    Yes       No 

If Yes, estimated delivery date _________________________________ 
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Medical History Questionnaire 
Dba Progress Physical Therapy, LLC/Progress Rehabilitation Network, LLC (“Progress”) 

 

 

PROCEDURES / SURGERIES:           ��  NONE    �  BELOW      
 
 

DATE TYPE DATE TYPE 

    

    

    

    

    

 
 
CURRENT MEDICATIONS:           �  NONE    �  BELOW     �   LIST ATTACHED   
    
Please list ALL medications that you are currently taking or attach a copy of your own list. (Include prescription, over-the-counter, 

and vitamin/nutritional supplements). For each medication, list the name, dosage, frequency and route (mouth, inhaler, 
intravenously, topically, etc).   
   

MEDICATION DOSE FREQUENCY ROUTE 

    

    

    

    

    

    

 
I certify to the best of my knowledge, the above information is complete and accurate. I agree to notify this provider/practitioner 
immediately whenever I have changes in my health condition. I understand that this provider/practitioner may need to contact my 
physician if my condition needs to be co-managed. 
 
  
Patient/Guardian Signature ___________________________________________________________   Date _______________ 
 
Printed Name ________________________________________________ PT Initial Review (Date & Initial) ________________ 
 
PT Updated (Date & Initial) ____________ PT Updated (Date & Initial) ___________ PT Updated (Date & Initial) ___________ 
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MEDICARE SECONDARY PAYOR (MSP) QUESTIONNAIRE 
 
   
Patient Name __________________________ Progress Physical Therapy Acct # _____________ 
 
Medicare # (exactly as on Red-White-Blue Government Medicare Card) ____________________�
 
Please read and respond to each of the following: 
 
1. Have you had any Home Health Care visits from any Home Health provider in the past 60 

days?    Yes or NO 
          
  If yes, please provide the name and phone number of the Home Health Agency: 
 

 Home Health Agency Name: _____________________________________ 
 
 Home Health Agency Phone Number: _____________________________ 
 

2. Was your illness/injury due to any of the following:  Yes or No      If yes, please indicate. 

�    Work-Related    

�    Automobile Accident    

�    Accident on Property (other than your own)  
(Example:  store, restaurant, etc.) 

 
3. If Medicare coverage is due to age or disability, do you have group insurance coverage 
through another family member’s current employer? 
 
 � Yes – the group insurance will be primary 

 � No   – Medicare will be primary 
  
 
4. Do you have any benefits through TriCare (formerly Champus)?  Yes or No  
 
 
If you answered yes to questions 2 or 3 there is a second form to be filled out. 
 
 
 

Patient’s Signature _________________________________ Date ______________ 

 

Thank You 
 
 

���
�	�������������	����������



Progress Rehabilitation Network, LLC & Affiliates 
 

 Off. Form: CX/NS Policy – B  08/2019  

 
 

Dba Progress Physical Therapy, LLC 
 

Cancellation/ No Show Policy 
 
  

You and your Physical Therapist will develop a treatment plan to maximize your 
progress in physical therapy in order to help you achieve your goals as efficiently as 
possible. In order to accomplish your treatment goals, adherence to that plan and your 
attendance to all scheduled appointments is essential.  

 
We understand that normal life events may sometimes interfere with your 

treatment plan. If you need to cancel, please call us at least 24 hours before your 
appointment so that we can reschedule you as needed, and offer your original 
appointment time to another patient waiting for an appointment. There will be a $50 
missed appointment fee for cancelling an appointment with less than 24 hours notice, or 
for missing an appointment without notice (No Show). 
 
 We appreciate your commitment to this process, and your consideration for other 
patients. If you No Show two (2) appointments, and do not respond to our attempts to 
contact you, we will interpret that as your decision not to continue therapy. If this occurs, 
we reserve the right to cancel any a future appointments you may already have on the 
schedule; and to inform your physician of record that you have discontinued physical 
therapy. 
 

If you need to cancel or change an appointment, please call us at 804-270-7754 at least 
24 hours before your scheduled appointment time. 

 
I have received a copy of this statement and understand this policy. 
 

   
Patient/Patient’s Guardian Signature: ________________________ 
 
Dated: ________________________ 
 


