
Advanced Rehabilitation Services, LLC 
Specializing in Vestibular, Spinal, Orthopedic and TMJ Physical Therapy 

Tim Gibbs, PT, OCS, Cert. MDT, CCTT · Brian Miller, PT, MS, OCS 
Lynnell Finley, PT · Tracie Schroeder, PT, DPT, ATC 

PATIENT INFORMATION FORM 

PLEASE PRINT AND COMPLETE ALL ENTRIES  

Patient Name (First, Middle, Last)                   Date of Birth       /    /          

Street Address          Email Address       

Mailing Address                        Home Phone         

City      State    Zip Code   Cell Phone     

Social Security Number       Marital Status     Age     

Employer       Occupation        

Employer Address         Business Phone Number     

Spouse’s Name       Phone     Employer      

Accident Related?     Nature of Accident         

Date of Injury       /    /           Nature of Problem            

Primary Care Physician       Referring Physician       

Emergency Contact      Relationship    Phone     

RESPONSIBLE PARTY INFORMATION (i.e. parent or guardian) 

Name         Date of Birth       /    /           Phone     

Address (if different)           S.S. #       

Employer      Employer Address        

ACCOUNT TYPE (select):   

      Self Pay           Health Insurance           Workman’s Comp           Veteran’s Administration           Auto Insurance           Legal  

      Medicare (Have you had a recent Home Health Care visit?     Yes     No)        Medicaid (Passport Provider Name)    

Primary Insurance        Policy #     Group    

Secondary Insurance        Policy #     Group    

Co-Pay Amount     Has your deductible been met for the year?      Yes      No   

ACCIDENT INFORMATION (If applicable) 

Insurance Company we will be billing:       Policy/Claim #       

Address        Adjuster     Phone     

 
PAYMENT IS DUE AT THE TIME OF SERVICE.  Co-payments are expected at the time of service in accordance with your health insurance policy and 
benefits.  There will be a 1.5% per month (18% APR) charge on any unpaid balance. 
 
NOTICE OF PRIVACY PRACTICES OF MY PROTECTED HEALTH INFORMATION: 
I have been offered and/or given a copy of this notice and have had a chance to ask questions about how my personal health information will be used.  I 
know that I can contact the Privacy Official, Jolene Gibbs, at (406) 752-7250 if I have further concerns.     

 
Initials       Date       /    /  
 

AUTHORIZATION:  I authorize the release of any information acquired in the course of my treatment to my insurance carrier and physician.  I authorize 
payment of medical benefits directly to Advanced Rehabilitation Services, LLC for services rendered.  I accept full responsibility for payment of services 
not covered by my insurance.  I understand that if my account is not paid in full, I am subject to be charged for any additional fees incurred by Advanced 
Rehabilitation Services, LLC to collect my balance. 
 

Signature         Date       /    /  

Glacier Neuroscience Building · 200 Commons Way Suite B · Kalispell, MT  59901 
Phone (406) 752-7250 · Fax (406) 752-6250 
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VESTIBULAR HEALTH QUESTIONNAIRE 

 
Name                                Today’s Date        /        /        Date of Birth         /        /         Age   

Occupation         Referring Physician      

Dominant Hand (check one):      Right handed   Left handed 

Alcohol:  How many drinks do you have each week?   

Exercise:  How many times a week do you exercise?    Type of exercise      

Living Situation: (check one)          Live alone           Live with family/caregivers 

Type of Home (House, Condo, Apt, etc.)           Do you have stairs in your home?             Yes      No 

PAST MEDICAL HISTORY:  Please check yes if you have ever been diagnosed with the following. 

#* Condition/Disease YES  #* Condition/Disease YES 
1. Cancer of Any Type   16. Anemia or other Blood Disorders  
2. Diabetes   17. Depression, mental health concerns  
3. Hypoglycemia (low blood sugar)   18. Neurological Disease  
4. High Blood Pressure   19. Fainting/Seizures  
5. Heart Disease, chest pain, angina   20. Migraine Headaches  
6. Shortness of Breath   21. Osteoporosis or Osteopenia  
7. Stroke   22. Broken Bones  
8. Lung Disease   23. Arthritis or Gout  
9. Kidney Disease/stone   24. TMJ (Jaw) Disorder  
10. Urinary Tract Infection   25. Night Pain  
11. Asthma, hay fever   26. Trauma to the head  
12. Rheumatic/Scarlet Fever   27. Vision or Hearing Problems  
13. Hepatitis/HIV/AIDS or Liver Disease   28. Dizziness  
14. Ulcers or stomach problems   29. Falls  
15. Endocrine Disease   30. Other:  
* Please explain any necessary details for each health concern noted above (example: #1 – skin cancer) 

               

               

                

List any Surgeries and Dates            

                

List Medications (we can make a copy if you have a list with you)        

               

               

                

 



Advanced Rehabilitation Services, LLC 
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HISTORY OF YOUR CURRENT CONDITION 

Reason for you referral              

                

 

Which of the following best describes your symptoms?  (Please check all that apply) 

    Difficulty walking       Headaches        Pain in ears 

    Imbalance        Pain in neck region       Ringing in ears 

    Staggering        Lightheadedness       Hearing loss 

    Sense of leaning/tilting      Disorientation        Blurry/jumping vision 

    Vertigo (spinning events)      Weakness        Poor concentration/memory 

    Other:        

 

When did you first notice the symptoms (please give a specific date if possible)?      

                

 

Was the onset of your symptoms gradual or sudden?          

 

Since the onset, are your symptoms getting (please check one):        better       worse     not changing 

 

Are your symptoms:       constant       provoked by head movement or activity     spontaneous 

 

What aggravates your symptoms?     lying down           going from sitting to standing   walking  

     riding in or driving a car    visual motion            medication       Other       

 

Have you had any falls in the past year? If yes, describe the fall and frequency      

                

Have you had any vestibular testing? If yes, please list          

                

List activities you do not do because of your symptoms          
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