
 
 

 
SARA MIKULSKY WELLNESS PHYSICAL THERAPY, PLLC ENROLLMENT FORM 

 
Name:____________________________________DOB:____________   
 
Address:_____________________________________________________  
 
City:_____________________________ State:___________Zip Code: __________  
 
Home Phone #: ____________ Work Phone #:__________________________________

 
Email:__________________________Employer:_________________________ 

 
Marital Status:_____________________ Student?:  yes/no 
 
 
INFORMED CONSENT FOR SARA MIKULSKY WELLNESS PHYSICAL THERAPY, PLLC 
 
Please read, initial and sign below: 
Physical Therapy involves the use of many different types of physical evaluation and treatment.  
I use a variety of procedures and modalities to help me to try and improve your function. As with all forms of 
medical treatment, there are benefits and risks involved with physical therapy. 
 
Since the physical response to a specific treatment can vary widely from person to person, it is not 
always possible to accurately predict your response to a certain therapy modality or procedure. I am 
not able to guarantee precisely what your reaction to a particular treatment might be, nor can I 
guarantee that our treatment will help the condition you are seeking treatment for.  
There is also a risk that your treatment may cause pain or injury, or may aggravate previously existing conditions. 
 
You have the right to ask your physical therapist what type of treatment he or she is planning based on your history, 
diagnosis, symptoms and testing results. You may also discuss with your therapist what 
the potential risks and benefits of a specific treatment might be.  
 
You have the right to decline any portion of your treatment at any time before or during your treatment session. 
Therapeutic exercises are an integral part of most physical therapy treatment plans. Exercise has inherent physical 
risks associated with it. If you have any questions regarding the type of exercise you 
are performing and any specific risks associated with your exercises, your therapist will be glad to 
answer them. 
 
I acknowledge that my treatment program has been explained.  I also acknowledge all of my questions 
have been answered to my satisfaction. I understand the risks associated with a program of Physical 
Therapy as outlined to me, and I wish to proceed. 

. 
___ I hereby authorize & request Sara Mikulsky, PT to provide such care & administer procedures and treatments                  
as in the judgment of the physical therapists in attendance & deemed necessary & advisable 
___ I understand that payment will be requested after each session and that I am responsible for these costs.                   
However, I may be able to submit these charges to my Non-Medicare insurance company for reimbursement upon                 
request of superbill.  
___ I understand that Sara Mikulsky Wellness Physical Therapy, PLLC does not accept insurance at this time and                  
is not credentialed with Medicare/other commercial insurances.  Sessions fall under wellness treatments. 
___ Medicare Clients Only: I am choosing to forgo using my Medicare insurance and choosing to pay for sessions                   
with Sara MIkulsky Wellness Physical Therapy, PLLC. I refuse submission of my bill to Medicare.  
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Client Signature:_______________________________________________Date:_____________ 
 
 
 
 

CLIENT HISTORY 
Present Status 
What is your chief complaint? 

Rate your chief complaint in order of severity from 0 to 10, 0 being the least and 10 being the most severe: 

                 ____ Pain            ____ Loss of motion            ____ Swelling            ____ Stiffness            ____ Loss of function 

When did the problem begin? (specify date if applicable): 

How did the problem begin? 

 

  
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 

Where is the problem? 

Indicate where your symptoms are 

on the diagram to the left, with the 

symbol indicating the type of pain or 

symptoms you are having: 

 
+  = Numbness/tingling  

#  = Pain  

<> = Other  ______________ 

Circle a number from 0-10 to indicate the severity of your pain 

no pain    =     0        1        2        3        4        5        6        7        8        9        10     =    unbearable pain 

What in particular makes your pain or symptoms worse? 

What, if anything, eases your pain or symptoms? 

Has this problem affected your daily life (job, exercise etc.)? 

Are your symptoms:      O Improving        O Stable        O Worse 

Have you had previous similar occurrences of these symptoms? O Yes      O No    If yes, describe: 

 

What, if any, treatment have you had for this problem?      O Physical therapy      O Chiropractic      O Acupuncture      O Other 

________________ 

Did this treatment help?      O Yes     O No      Explain: 

Have you had any special tests (MRI, x-rays, etc) and what were the results? 

 

Medical History 

Have you been discharged from a hospital or skilled nursing facility in the last 30 days?  O Yes     O No     If yes, date of discharge:  

List any past surgeries you have had: 

List all medications you are presently taking: 

Are you pregnant?   O Yes     O No      If yes, how many months? 

Have you experience or are you currently experiencing? If yes, please circle 

Allergies Diabetes Kidney Disease Pneumonia 
Anemia Difficulty Walking Low Back Pain Rheumatoid Arthritis  
Angina or Chest Pain Difficulty Swallowing Neck Pain Shortness of Breath 
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Arthritis or pain in a joint Emphysema Obesity Stomach Problems 
Asthma Fracture Open Skin Sores Stroke  
Cancer Headaches Osteoporosis Weight change 
Chronic Bronchitis Heart Disease Pacemaker Urinary Tract Infection  
Circulatory Problems Hepatitis Pain with coughing Mental Disorders 
Depression High Blood Pressure or sneezing Vestibular (Inner Ear) 
Other: Signature:                                          Date:____ 
Client Medication List: 
Please list your current medications.  
 

 

 

 

 

 

 
 
 
Client Diet Journal: 
Please make a record of your diet over the next 24 hours. 
 

 

 

 

 

 

 

 

 

  
 
Client Exercise Log:  
Please make record of your current exercise program.  
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