
Oakford	Physical	Therapy	
Mary	Margaret	Oakford,	P.T.,	D.H.S.	
665	W.	Jackson	Street	
Woodstock,	IL			60098	
Office	#	815-334-8850	
Fax	#	815-334-8853	

PATIENT	INFORMATION	
Date	________________	

Name	_________________________________________________________________	DOB	__________________________________________	

Address	_____________________________________________________________________________________________________________	

City	/State	___________________________________________________________________				Zip	__________________________								

Cell	Phone	#	____________________________________________					 Home	Phone	#	_______________________________________	

Email	Address________________________________________________________________________________________________________	

Emergency	Contact	Person	____________________________________________Phone	#	_________________________________	

	

Primary	Care	Physician	___________________________________________________________________________________________	

	Are	you	currently	receiving	Home	Health	services?																														Yes				No																					

Employer	__________________________________________________________________________________________________________			

Is	this	a	Workmen’s	Comp,	Auto	Accident	or	Third	Party	Claim?						Yes							No	

			

Reason	for	your	visit	to	Physical	Therapy	_______________________________________________________________________	

What	do	you	want	to	achieve	with	Physical	Therapy	_____________________________________________________________	

_________________________________________________________________________________________________________________________	

Current	Medications	_______________________________________________________________________________________________	

_________________________________________________________________________________________________________________________	

Allergies	______________________________________________________________________________________________________________		

Past	surgical	procedures	or	medical	conditions	 ________________________________________________________________	

_________________________________________________________________________________________________________________________	

	


