
 
ADVANCED PERFORMANCE AND REHABILITATION CENTER 

532 Old Short Hills Road 
Short Hills, New Jersey 07078 

973-467-9011 
 
Name: _________________________________________ Age: _________ Today’s Date: 
___________ Address: 

___________________________________________________________ _________________
                                 Residence and Mailing                                            City                                            State                                    Zip Code 

Home Phone (     ) ______________Work Phone (     ) _____________ Cell Phone (     )_____________ 
Social Security # _____________________________    Male ___ Female ___ Birth Date 
____________ 
Occupation/Employer’s Name & Address __________________________________________________ 
Single ______ Married ______ Divorced ______ Widowed ______ E-mail Address________________ 
Spouse’s Name______________________ Employer____________________ Birth Date___________ 
Who may we thank for referring you to our office? __________________________________________ 

 
PATIENT HEALTH ASSESSMENT 

 
1.  What is your present complaint? ____________________________________________________________ 
___________________________________________________________________________________________ 
 
2.  How would you describe your pain?   
       Sharp     Soreness    Throbbing     Tingling 
       Dull     Stiffness    Spasm     Burning 
       Ache     Weakness    Numbness     Shooting 
 
3.  How would you rate the intensity of your pain? (please circle) 
     0    1   2   3   4   5   6   7   8   9   10 
(no pain)                                                                                                 (terrible/unbearable pain) 
 
4.  How often is the pain present? 
       Constant (80-100%)      Frequent (50-80%) 
       Occasional (25-50%)      Intermittent (25% or less) 
 
5.  When did your problem begin? (give approximate date if possible) _______________________________ 
 
6.  Since your problem began is the pain: 
       Getting worse     Getting better     Staying the same 
 
7.  How did your problem begin? 
       An auto accident     Work related accident    Other type of accident 
       Gradual      Sudden      No specific reason 
 
8.  Describe how the problem began. ___________________________________________________________ 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

 
9.  What makes your problem better? 
         Nothing     Walking    Standing    Sitting 
         Moving around/exercise      Lying down   Inactivity 



 
10.  What makes your problem worse? 
         Nothing     Walking    Standing    Sitting 
         Moving around/exercise      Lying down   Inactivity 
 
11.  What prior treatments have you received for this present condition? 
         Medical     Surgical    Physical therapy 
         Acupuncture     Other _________________________________________________ 
 
       Did the treatment help?    Yes    No 
 
12.  Are you currently taking any medications?    Yes    No 
 
       If yes, please describe.  ____________________________________________________________________ 
 
13.  Were you previously treated for an earlier occurrence of this same condition?   
         Yes      No 
 
       If yes, by whom? 
         MD    Chiropractor           Physical therapist   Other _________________ 
 
       What were the approximate dates, type of treatment and the results?  ________________________________ 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 
 
14.  What is your physical activity at work? 
         Mostly sitting       Light manual labor 
         Moderate manual labor      Heavy manual labor 
 
15.  What general physical activity do you do? 
         No regular exercise          Light exercise         Strenuous exercise 
 
       Describe ________________________________________________________________________________ 
       _______________________________________________________________________________________ 
 
16.  What is your present general stress level? 
         No stress   Minimal stress    Moderate stress     Greatly stressed 
 
17.  Is your problem affecting your ability to work or do other routine daily activities? 
         No effect 
         Need some assistance with daily activities 
         Cannot function without assistance 
         Have some limited physical restrictions, but can function 
         Cannot work 
         Totally disabled 



 
 

Name___________________________________________________Date________________________ 
 

Please mark an X on the figures below where you have pain, numbness or tingling. 
 

 
 

Below is a listing of symptoms, conditions or habits.  Please check the box indicating whether this applies to 
past or present. 
 
Past Present      Past Present 
         Neck pain             High blood pressure 
         Shoulder pain             Heart condition 
         Arm/elbow pain            Respiratory condition 
         Hand pain             Digestive problems 
         Upper back pain           Kidney/bladder problem 
         Lower back pain            Menstrual problems 
         Pain in upper leg or hip           Breast soreness/lump 
         Pain in lower leg or knee           Sinus conditions 
         Pain in ankle or foot           Allergies/asthma 
         Jaw pain             Cancer 
         Swelling/stiffness of joints          Stroke 
         Headaches           Excessive weight loss/gain 
         Dizziness           Skin condition 
         Fainting spells           Arthritis 
         Convulsions            Diabetes 
         General prolonged fatigue         Prostate condition 
         Condition of uterus/ovaries 
 
Past Present      Occasional Moderate Heavy 
               Tobacco use                      
               Alcohol use                      
               Caffeine (coffee, tea, soft drinks)                    
               Pregnancy 
               Surgical Procedures.  Please list:  _______________________________________________ 
        ___________________________________________________________________________ 
        ___________________________________________________________________________ 
 

Patient’s Signature: ___________________________________________Date:____________ 
 
 



FINANCIAL AGREEMENT 
 
Dear Patient: 
 
We will attempt to provide you with information necessary to determine the type of care 
you will require and the financial information you may need to determine how you wish 
to handle your financial obligation to our office.   
 
We wish to make it very clear that your health is the sole responsibility of you, the 
patient, or your guardian. 
 
These policies apply only to the services actually performed and in no way obligates the 
patient to continue the course of treatment recommended.  If care is discontinued, the 
balance due for care received up to that date is due in full within 30 days of 
discontinuance of care.   
 
I have elected to use the following payment method to finance my care at the Advanced 
Performance and Rehabilitation Center: 
 
_____ 1.  CASH – Payment is due at the time of service. 
 
_____ 2.  MEDICARE – The Advanced Performance and Rehabilitation Center will 
complete all necessary Medicare forms on my behalf.  I may be responsible for a co-
payment after Medicare has paid the office. 
 
_____ 3.  PERSONAL INJURY – Although my insurance or lawsuit may eventually pay 
the Advanced Performance and Rehabilitation Center in full for service rendered, I will 
pay this office for any payments not made. 
 
_____ 4.  INSURANCE POLICY COVERAGE – I understand I am totally responsible 
for charges I may incur in this office.  I will initially pay for my yearly deductible and the 
co-payment agreed upon at the time of each visit.  It is my responsibility to know my 
insurance plan and to know if a referral is needed before the start of my care. If my 
insurance fails to pay its share, I will pay the balance in full. 
 
NOTE:   The Advanced Performance and Rehabilitation Center will refund any 
overpayments made to us upon completion of care. 
 
THERE IS A $50.00 ADDITIONAL CHARGE FOR ANY EMERGENCY VISITS 
OR OFFICE VISITS OUTSIDE OUR NORMAL OFFICE HOURS. 
 
 
 PATIENT’S SIGNATURE _________________________________________________ 
                              Date 

 
WITNESS _____________________________________________________________ 

 


