
SPORTS ARENA PHYSICAL THERAPY 
Mary Engles, PT, OCS, MS 
4120 West Point Loma Blvd.  San Diego, CA 92110 
619.226.4131  619.226.4124/fax 

PATIENT NAME:  

BODY PART:  DOB:  INSURANCE:  PHYSICIAN:  
 

 

Please  keep  th i s  shee t ! 
 
 

R NOTICE OF PRIVACY PRACTICES (ON CLIPBOARD ς A COPY IS PROVIDED UPON REQUEST) 

 

I understand that Sports Arena Physical Therapy (SAPT) is part of an organized healthcare arrangement that includes Sports Arena 
Physical Therapy and that these providers may share my health information for treatment, billing, healthcare operations, and 
ǎǳōǇƻŜƴŀŜŘΦ L ƘŀǾŜ ǊŜǾƛŜǿŜŘ ŀ ŎƻǇȅ ƻŦ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ notice of privacy practices that describes how my health information is 
used and shared. I understand the organized healthcare arrangement has the right to change this notice at any time. I may obtain a 
current copy by contacting Sports Arena Physical Therapy. 
· By initialing my Registration Form constitutes my acknowledgement that I have been provided a copy of the notice of privacy 

practices for my review. 

R OTHER POLICIES 

 

MEDICAL RECORDS: Authorization is hereby granted for release for any information required to process this claim. A copy of this 
authorization is as valid as the original. Regardless of any claim pending, I will receive periodic statement(s) if my account has an 
outstanding balance. Sports Arena Physical Therapy cannot accept responsibility for collecting my insurance claim or negotiating a 
settlement on a disputed claim. 
Sports Arena Physical Therapy owns my medical records and I may obtain a photocopy for a copy fee. 

 

ADDITIONAL $25 FEE: Late Cancellations (less than 24 hour notice) and/or NO SHOWS; I UNDERSTAND that if I am more than 15 
minutes late for my appointment, I may need to stand by OR may reschedule (late reschedules are considered as a LATE 
CANCELLATION); should I WALK OUT on any scheduled appointment prior or during a treatment will be considered a late 
cancellation. 
· Should my treatments become a ǿƻǊƪŜǊΩǎ ŎƻƳǇŜƴǎŀǘƛƻƴΣ ŀǳǘƻΣ ƻǊ ƭƛŜƴ ŎƭŀƛƳ ǇŀǘƛŜƴǘ I understand it is my responsibility to show 

for my treatments ς I understand that this fee will be billed to me personally and not applied to my claim. 

 
CONSISTENT LATE CANCELLATION and/or RESCHEDULES: I UNDERSTAND that consistent lateness, cancellations, reschedules, 
and/or no shows will result in LOSS OF ALL PREVIOUS SCHEDULED FUTURE APPOINTMENTS and PREFERRED THERAPIST. New 
ŀǇǇƻƛƴǘƳŜƴǘǎ ǿƛƭƭ ōŜ ƻƴ ŀ άŦƛǊǎǘ ŎƻƳŜΣ ŦƛǊǎǘ-ǎŜǊǾŜ ōŀǎŜǎέ ŦƻǊ ǘƘŜ /¦RRENT week only. 

 

THERAPIST OF CHOICE: I UNDERSTAND my therapist of choice is not always available and will concede treatment with the licensed 
therapist provided. A $25 FEE will be applied should I walk out prior or during my appointment. 

¶ I UNDERSTAND Mary Engles, the owner, may at her discretion switch therapist-patient without notice. The above fee will still be 
applied should I walk out at any given time prior or during my appointment. 

 
LATE START: I UNDERSTAND that if my treatment will begin later (due to therapist availability) than my scheduled appointment I 
have the option to wait OR my reschedule without being penalized. 

 

 
 

 
 



SPORTS ARENA PHYSICAL THERAPY 
Mary Engles, PT, OCS, MS 
4120 West Point Loma Blvd.  San Diego, CA 92110 
619.226.4131  619.226.4124/fax 

PATIENT NAME:  

BODY PART:  DOB:  INSURANCE:  PHYSICIAN:  
 

 

PATIENT REGISTRATION 
PLEASE PROVIDE INFORMATION FOR SECTIONS HIGHIGHTED, INSURANCE CARD & PHYSICIAN REFERRAL 

 

PATIENT NAME:  Birth Date:  
Primary Phone:  Cell Phone:  
Current Address:  City-State-Zip:  
Mailing Address:  City-State-Zip:  
Marital Status: Ã Single     Ã Married     Ã Divorce     Ã Other Social Security:  
E-Mail Address:  Gender: Ã MALE       Ã FEMALE 

FOR PATIENT 17 years or younger - Are immunization/vaccination status current?       c YES      c NO 
 

DEDUCTIBLE: Ã is met      Ã has NOT been met AND I would like to be pay the cash benefit towards my deductible instead of the insurance benefit. 

INITIAL CASH BENEFIT - I prefer to pay cash $95 for evaluation AND treatment for my first visit and $85 for each visit thereafter. 

c Refer to insurance card copy 

PRIMARY INSURANCE:  Primary Pays:  
Policy No:  Group No:  
Phone:  Relationship to Policy Owner:  
Policy Owner:  Policy Owner Social Security:  
Address:  City-State-Zip:  

  

SECONDARY INSURANCE:  Secondary Pays:  
Policy No:  Group No:  
Phone:  Relationship to Policy Owner:  
Policy Owner:  Policy Owner Social Security:  
Address:  City-State-Zip:  

 

EMPLOYER OR SCHOOL:  Phone:  
Status:   Occupation:  
Address:  City-State-Zip:  

 

REFERRED BY:  Phone:  
Address:  City-State-Zip:  
E-mail:  Ã cc: Primary Physician all reports 

     

PRIMARY PHYSICIAN:  Phone:  
Address:  City-State-Zip:  
E-mail:  Ã PCP or ICP authorization required  

{thb{hwΩ{ b!a9Υ  Phone:  
Address:  City-State-Zip:  
EMERGENCY CONTACT:  Phone:   

Work Related: Ã YES     Ã NO Auto Injury: Ã YES     Ã NO Reported  to Employer or Auto Insurance: Ã YES     Ã NO  

Initial 

AUTHORIZATION TO TREAT: 
To the best of my knowledge, the information I provided above is complete AND I am consenting to any necessary medical physical evaluation and/or 
treatment. 

  

Initial 

AUTHORIZATION TO PAY: 
I hereby authorize payment directly to Sports Arena Physical Therapy (SAPT), if any, otherwise payable to me for service. I understand I am financially 
responsible for the charges not covered by my insurance. 

  

Initial 

NOTICE OF PRIVACY PRACTICE: 
I understand that Sports Arena Physical Therapy is part of an organized healthcare arrangement that includes Sports Arena Physical Therapy and that these 
providers may share my health information for treatment, billing and healthcare operations. I have been provided ŀ ŎƻǇȅ ƻŦ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ƴƻǘƛŎŜ ƻŦ 
privacy practices that describes how my health information is used and shared. I understand the organized healthcare arrangement has the right to change 
this notice at any time. I may obtain a current copy by contacting Sports Arena Physical Therapy.  

  

Initial 

MEDICAL RECORDS: Authorization is hereby granted for release for any information required to process this claim. A copy of this authorization is as 

valid as the original. Regardless of any claim pending, I will receive periodic statement(s) if my account has an outstanding balance. Sports Arena Physical 
Therapy cannot accept responsibility for collecting my insurance claim or negotiating a settlement on a disputed claim. 

Sports Arena Physical Therapy owns my medical records and I may obtain a photocopy for a copy fee. 
  

My signature constitutes my acknowledgement of the 
information I provided are fact & I understand the authorization 
to treat, to pay, the privacy practice,  medical record , & policies. 

 
 

SIGN (patient or guardian) & DATE 



SPORTS ARENA PHYSICAL THERAPY 
Mary Engles, PT, OCS, MS 
4120 West Point Loma Blvd.  San Diego, CA 92110 
619.226.4131  619.226.4124/fax 

PATIENT NAME:  

BODY PART:  DOB:  INSURANCE:  PHYSICIAN:  
 

 

HEALTH HISTORY AND GOALS ς PART I & PTPN/FOTO DATA 
 

HOME HEALTH CARE PROVIDER 

²ŀǎ άIha9 I9![¢I /!w9έ 
service provided in your home?  

Provider and Address: 

 
aŀǊƪ ŀƴ  ά·έ ǿƘŜǊŜ ȅƻǳǊ ǇǊƻōƭŜƳόǎύ ŀǊŜ 

 

 

 
Home Health Care Discharge Date:  

Home Health Care Contact:  
Home Health Care Phone No.:  

Date of Injury/Onset:  Date of Surgery:  
Reason for Visit:  

Describe pain: 
c sharp   c dull   c throbbing    c numbness    c aching    c shooting 

c burning   c tingling   c cramps    c stiffness   c swelling   c other 

How often?  
Comes and goes?  
Interferes with: c work   c sleep   c daily routine    c recreation   c studies   c other 

Painful to perform: c sitting   c standing   c walking    c bending   c lying down   c other 

R   PRESCRIPTIONS R  OVER THE COUNTER R  VITAMINS / HERBS / MINERAL 

c refer to copy provided c refer to copy provided c refer to copy provided 

   

   

   

tƭŀŎŜ ŀ ƳŀǊƪ ƻƴ ά¸έ όȅŜǎύ ǘƻ ƛƴŘƛŎŀǘŜ ƛŦ ȅƻǳ ƘŀǾŜ ƘŀŘ ŀƴȅ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǘƘŀǘ ǿƻǳƭŘ ŀŦŦŜŎǘ ȅƻǳǊ treatment: 

c Y   Alcoholism c Y   Diabetes I or II c Y   Measles c Y   Scarlet Fever 

c Y   Allergies c Y   Dislocation c Y   Migraine Headaches c Y   STD/STI 

c Y   Anemia c Y   Emphysema c Y   Miscarriage c Y   Sleep Dysfunction 

c Y   Angina c Y   Epilepsy c Y   Mononucleosis c Y   Spinal stenosis 

c Y   Anorexia c Y   Fractures c Y   Multiple Sclerosis c Y   Stroke 

c Y   Anxiety/Panic DO c Y   Gall Bladder c Y   Mumps c Y   Suicide Attempt 

c Y   Appendicitis c Y   Gastrointestinal DO c Y   Neck Pain c Y   Thyroid Problems 

c Y   Arthritis c Y   Glaucoma c Y   Neurological Disease c Y   Tonsilitis 

c Y   Asthma c Y   Gonorrhea c Y   Osteoarthritis c Y   Tuberculosis 

c Y   Back Pain c Y   Gout c Y   Osteoporosis c Y   Tumors, Growths 

c Y   Bladder problems c Y   Goiter c Y   Other disorder c Y   Typhoid Fever 

c Y   Bleeding Disorders c Y   Hearing Impaired c Y   Pacemaker c Y   Vaginal Infections 

c Y   Bowel c Y   Heart Disease c Y   tŀǊƪƛƴǎƻƴΩǎ 5ƛǎŜŀǎŜ c Y   Visual Impairment 

c Y   Breast Lump c Y   Hepatitis/AIDS/HIV c Y   Peripheral Vascular c Y   Urination problems 

c Y   Bronchitis c Y   Hernia c Y   Pinched Nerve c Y   Ulcers 

c Y   Bulimia c Y   Herniated Disk c Y   Polio Prostate Problem c Y   Whooping Cough 

c Y   Cancer c Y   Herpes c Y   Previous accidents Other:    

c Y   Cataracts c Y   High Blood Pressure c Y   Prostate problems  

c Y   Chemical Dependency c Y   High Cholesterol c Y   Prosthesis/Implants  

c Y   Chicken Pox c Y   Incontinence c Y   Pneumonia  

c Y   COPD/ARDS c Y   Kidney Disease c Y   Psychiatric Care  

c Y   DDD c Y   Liver Disease c Y   Rheumatoid Arthritis  

c Y   Depression c Y   Macular Degeneration c Y   Rheumatic Fever  

          Height:    

          Weight:    
    

 

 

 
 

 
 

SIGN (patient or guardian) & DATE 



SPORTS ARENA PHYSICAL THERAPY 
Mary Engles, PT, OCS, MS 
4120 West Point Loma Blvd.  San Diego, CA 92110 
619.226.4131  619.226.4124/fax 

PATIENT NAME:  

BODY PART:  DOB:  INSURANCE:  PHYSICIAN:  
 

 

HEALTH HISTORY & GOALS ς PART II 
Injuries / Surgeries you have previously had that MAY AFFECT MY TREATMENT Date / Description 

Falls:   

Head injuries:   

Broken bones:   

Dislocations:   

Surgeries that would affect your treatment:   

Are you having problems sleeping?  Which side do you normally sleep? 
Normal hours of sleep?  

 
Current hours of sleep?  
 

PREVIOUS DAILY EXERCISE PREVIOUS WORK ACTIVITY CURRENT OR PAST HABITS  

c 3 times or more per week c Sitting c Smoking Packs / Day 

c 1 ς 2 times per week c Standing c Alcohol Drinks / Week 

c Seldom or none c Light Labor c Coffee / Caffeine Drinks Cups / Day 

 c Heavy Labor c High Stress Level Reason 

GOALS 

Interest and/or hobbies:  
Is there anyone who can assist you with doing home exercises or activities if needed?  
What do you want to achieve from having therapy?  
Please include additional information you feel would help improve your care:  
  

  
  

Is there anything that would affect your treatment?  
  

  

  
What would you like to achieve (goals) from treatment?  

  
  

  
  

 
 

  

 
 

 
 

SIGN (patient or guardian) & DATE 



SPORTS ARENA PHYSICAL THERAPY 
Mary Engles, PT, OCS, MS 
4120 West Point Loma Blvd.  San Diego, CA 92110 
619.226.4131  619.226.4124/fax 

PATIENT NAME:  

BODY PART:  DOB:  INSURANCE:  PHYSICIAN:  
 

 

INITIAL EVALUATION REGARDING YOUR INJURY(IES) OR AFFECTED AREAS 
As of TODAY, help us understand whether you are having difficulty with the activities listed below. This information will help us take better care of you. 

Please PROVIDE AN ANSWER FOR EACH ACTIVITY (QUESTION). 

If you do not or have not done an activity, please make your best guess as to which response is most accurate. 
Should you not answer certain questions ς ǿŜ ǿƛƭƭ ŀǎǎǳƳŜ ȅƻǳ ŀǊŜ ƴƻǘ ƘŀǾƛƴƎ ǇǊƻōƭŜƳǎ ƛƴ ǘƘƛǎ ŀǊŜŀ ŀǎ άbƻ 
5ƛŦŦƛŎǳƭǘȅΣ лΣ ƻǊ bƻέΦ 

Yes, Limited A Lot Yes, Limited A Little 
No, Not Limited at 

all (default) 

1. Have you received treatment(s) for this condition before?                   ¡Yes   ¡ No    

2. 
Do you limit yourself in participating in rigorous sports (spin, rock/wall climbing, ironman, running, 
tennis, etc)? 

¡ ¡ ¡ 

3. Do you limit yourself in lifting 100 lbs or more? ¡ ¡ ¡ 

4. 
Do you limit yourself in participating in vigorous activities (running more than 5 miles, cardio exercise 
classes, etc)? 

¡ ¡ ¡ 

5. Do you limit yourself in participating in recreation (swimming, walking, golfing, bowling, curling, etc)? ¡ ¡ ¡ 

6. 
Do you limit yourself in participating in moderate activities (cooking, house cleaning & maintenance, 
gardening, etc)? 

¡ ¡ ¡ 

7. Do you limit yourself in climbing several flights of stairs? ¡ ¡ ¡ 

8. Do you limit yourself in climbing one flight of stairs? ¡ ¡ ¡ 

9. Do you limit yourself in walking more than a mile? ¡ ¡ ¡ 

10. Do you limit yourself in walking several blocks? ¡ ¡ ¡ 

11. Do you limit yourself in walking one block? ¡ ¡ ¡ 

12. Do you limit yourself in walking around a room? ¡ ¡ ¡ 

13. Do you limit yourself in going on vacation? ¡ ¡ ¡ 

14. Do you limit yourself in attending social events? ¡ ¡ ¡ 

15. 
Do you limit yourself in lifting or carrying items (groceries, laptop/briefcase, backpack, duffle/exercise 
bag, large heavy books, etc)? 

¡ ¡ ¡ 

16. Do you limit yourself in lifting your arm overhead (to a cabinet, washing your hair, stretching up, etc)? ¡ ¡ ¡ 

17. Do you limit yourself in gripping or opening a jar or can? ¡ ¡ ¡ 

18. Do you limit yourself in handling of small items (coins, pens, spoon and/or fork, etc.)? ¡ ¡ ¡ 

19. Do you limit yourself while feeding yourself? ¡ ¡ ¡ 

20. Do you have difficulty getting in and out of bed? ¡ ¡ ¡ 

21. Do you have difficulty while bathing or dressing? ¡ ¡ ¡ 

22. Do you limit yourself in bending to the floor? ¡ ¡ ¡ 

23. Do you limit yourself in kneeling to the floor? ¡ ¡ ¡ 

24. Do you have difficulty in controlling of your bladder? ¡ ¡ ¡ 

25. Do you have difficulty in completing your toiletries (grooming & hygiene)? ¡ ¡ ¡ 

26. 
Do you limit the kind of work you spend on work or other regular daily activities as a result of your physical 
health?                                                   

¡ Yes   ¡ No 

27. 
Do you reduce the amount of time you spend on work or other regular daily activities as a result of your 
physical health?                                          

¡ Yes   ¡ No 

28. How much does pain interfere with your normal work (including work outside the home, around the yard, and housework)?                                      ¡ Extreme   ¡ Moderate   ¡ Mild   ¡ None 

29. How much pain had you felt in the past 24 hours?                                                                                                                ¡ Severe   ¡ Moderate   ¡ Mild   ¡ None 

30. Are your currently taking prescription medication for this condition?                                                                                                                              ¡ Yes   ¡ No 

31. How often have you completed at least 20 minutes of exercise (jogging, cycling, brisk walking)?   
¡ At least 3 times a week 
¡ Once or twice a week 

¡ Seldom or never 

32. Indicate the number of surgeries for your primary condition?    
¡ None  
¡ 1 

¡ 2 
¡ 3 

¡ 4 or more 

33. How many days ago did this condition begin?    
¡ 0-7 
¡ 8-14 

¡ 15-21 
¡ 22-90 

¡ 91-6 mo 
¡ more than 6 mo    

34. Do you feel you should not do physical activities which (might) make your pain worse:    
¡ 0 I should do physical activities 
¡ 3 Unsure  
¡ 6 I should not do physical activities 

35. What is your present employment status (mark ONE response only): 
 ¡ Employed & presently working full duty at same position  ¡ Previously employed & receiving disability benefits for my condition 
 ¡ Employed & presently working full duty at different position ¡ Unemployed 
 ¡ Employed & presently working restricted duty at same position ¡ Retired 
 ¡ Employed & presently working restricted duty at different position ¡ Student 
 ¡ Employed but not presently not working due to my condition ¡ Other 

What body part(s) and complaint(s) do you feel your injury(ies) have affected? 
 
 
 
 

 

 
 

 
 

SIGN (patient or guardian) & DATE 


