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NAME_______________________________________DATE OF BIRTH_____________

OCCUPATION________________________________EMPLOYER_________________________

WORK ADDRESS_______________________CITY__________________STATE_______ZIP__________

E-MAIL ADDRESS________________________​​_______PRIMARY PHONE #______________________ 
HOW DID YOU HEAR ABOUT US?_________________________________________________________
HAVING GOOD NUTRITION CAN HELP SPEED UP THE PROCESS OF RECOVERING FOR AN INJURY, ARE YOU INTERESTED IN A NUTRITION ASSESSMENT BY A REGISTERED DIETITIAN?
 ____YES!   ___NO ___MAYBE
ARE YOU INTERESTED IN MASSAGE?

____YES!    ___NO ___MAYBE
ARE YOU INTERESTED IN STRENGTH TRAINING FOR AFTER YOU COMPLETE YOUR PT?

____YES!    ___NO ___MAYBE
ARE YOU INTERESTED IN OUR YOGA FOR BEGINNERS CLASS?

____YES!    ___NO ___MAYBE




    EMERGENCY DATA

IN CASE OF EMERGENCY CONTACT:

NAME_______________________________________ PHONE NUMBER________________________

RELATIONSHIP_______________________________________ (IF THIS PERSON IS NOT LOCAL, PLEASE LIST AN ADDITIONAL LOCAL CONTACT)
I HEREBY AUTHORIZE PAYMENT TO BE MADE DIRECTLY TO Physical Therapy U, Inc., FOR SERVICES RENDERED.  I HEREBY AUTHORIZE Physical Therapy U, Inc. TO RELEASE (OR OBTAIN) INFORMATION REGARDING MY PHYSICAL THERAPY EVALUATION AND TREATMENT AND RELATING BILLING INFORMATION TO (FROM) MY ATTORNEY, OR INSURANCE CARRIER FOR PURPOSES OF PROCESSING THIS CLAIM. 
SIGNATURE______________________________________________________________DATE_____________________________
MEDICAL HISTORY FORM

Name:__________________________________________________ Date of Birth:_____________________
(For Medicare Patients only) Height_______________ Weight_________________
Why are you seeing the physical therapist? 










Location of injury/surgery if applicable: Right____________ Left______________
Current problem is a result of (Check all that apply):
Surgery_____ Injury_____ Work Accident_____ Car Accident_____ Other_________________________________
Rate your pain: Best (0-10) _______ Worst (0-10) ________
Do you have, or have you ever had, any of the following (Check all that apply):
___Asthma, Bronchitis, Emphysema, COPD


___Shortness of Breath





___Vision or Hearing difficulty

___Chest Pain or Angina





___Numbness or Tingling

___Coronary Heart Disease




___Dizziness or Fainting

___Pacemaker and/or Defibrillator




___Osteoporosis
___High Blood Pressure





___Weight Loss/Energy Loss

___Heart Attack/Heart Surgery




___Hernia

___Blood Clot/Emboli





___Epilepsy/Seizures

___Stroke/TIA






___Thyroid Trouble/Goiter

___Allergies/Latex Allergy/Sensitivity



___Incontinence (Bowel/Bladder Problems)
___Pin/Metal Implants- Where?___________


___Neck/Back Surgery/Injury

___Joint Replacement- Where?____________


___Multiple Sclerosis

___Diabetes






___Parkinson’s Disease

___Infectious Diseases- What?_____________


___Pregnant

___Cancer/Chemotherapy/Radiation- Where/Type_____________
___Complicated Pregnancies/Deliveries

___Arthritis/Swollen Joints




___Current Smoker

___Do you exercise?






OTHER (please list):_________________________________________________________________________ __________________________________________________________________________________________
Please list any medications you are currently taking (PTU will take a copy of a list if you have one instead):
____________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________​​​​​​​​​​​​​​___________
________________________________________________________________________________________________
Patient or Patient’s Guardian Signature:________________________________ Date:___________________________
Consent for Treatment

I, the undersigned, a patient at Physical Therapy U, Inc. (PTU), do hereby authorized the licensed physical therapy staff to administer treatment as they deem necessary.  I also certify that no guarantee or assurance has been made to the results that may be obtained.  

I understand and agree that health and/or accident insurance policies are an arrangement between the insurance carrier(s) and me. Furthermore, I understand that Physical Therapy U, Inc. will prepare insurance forms, and will bill, only as a courtesy, my insurance company directly.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  

Cancellation/No-Show Policy

I understand that cancellations should be made at least 4 hours before the scheduled appointment time, unless extenuating circumstances prevent otherwise.  The fee for no-shows or cancelations is $35.00.  An appointment will be classified as a no-show if cancellations are not made prior to appointment time.  

By signing below, you are agreeing to all of the above terms and conditions.  

___________________________________________

______________________________

Patient or Legal Guardian’s Signature



Date
PATIENT REFERRAL AND BENEFIT POLICY

All patients are responsible for contacting their insurance company to find out if they need a referral or authorizations in order for their PT treatment to be covered.  In the case that the patient fails to obtain the necessary authorization the patient will be responsible for payment.  

It is the patient’s responsibility to contact their insurance company to inquire about the out of pocket expenses the patient might incur due to PT treatment.  The amount quoted by the staff at Physical Therapy U is just an estimate based on the type of insurance plan, not a guarantee of benefits.  The patient must call their insurance company to see if a copayment or deductible apply.  Any out of pocket expenses incurred, based on your insurance contract, will be the responsibility of the patient regardless of whether they were aware of the cost prior to treatment.  

Some plans have co-payments, co-insurance or deductibles, while others have a combination of these.  There are also restrictions on the number of visits permitted by the various plans.  It is your responsibility to understand the requirements of your particular plan.  We will work with you to clarify any questions that we are able.  

Any visits that are not covered under your insurance plan will be billed to you at our “payment at time of service” fee of $125 for an evaluation and $80 for a follow up visit.

If the insurance requires a patient to pay a large sum out of pocket and they are having trouble understanding their balance, the patient can contact our office and we will be happy to go over the expenses with you.  If the patient is unable to pay their balance in full we will be happy to work out a payment plan.  

Signature___________________________________________Date______________________________

NOTICE of PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  

UNDERSTANDING THE TYPE OF INFORMATION WE HAVE

We receive information about you during your first visit with us, including, your name, date of birth, gender, ways to contact you, social security number, insurance information and other personal information.  We also collect information regarding your condition, diagnosis, and treatment.  Along with collecting this information from you, we also get enrollment and eligibility status from your health care insurer and medical information from other health care providers.  

OUR PRIVACY COMMITMENT TO YOU

The information we collect about you is private.  We are required to give you an idea of our privacy practices.  Only those individuals who have both the need and the legal right may view your information.  Unless you give us permission in writing, we will only disclose your information for purposes of treatment, payment, business operations, and when we are required by law to do so, or for one of the other reasons listed below.  

· Treatment:  We may use or disclose medical information about you to other healthcare providers who have referred you for services or are involved in your case.

· Payment:  We may disclose medical information to your insurance company so payment can be obtained for services rendered.  

· Health Care Operations:  We may use your medical records to monitor the quality of care being given at our facility or for business planning activities.  

· Exceptions:  For certain kinds of records, your permission may be required.  Even for release of treatment, payment and business operations.  We will provide you with authorization and consent forms for your signature in order for us to release certain information.  

· Telephone messages:  We may contact you via telephone, answering machine or mail to provide you with authorization, referral and billing information including information regarding other services that may be of interest to you.  You many request in writing if you do not wish for this information to be left with a person other than yourself via telephone.  

· As required by Law and for other Government Functions:  We will release information when required to do so by law or for other government functions.  Examples of such releases would be for law enforcement, subpoenas or other court orders, for national security purposes, communicable disease reporting, disaster relief, review of our activities by government agencies, to avert a serious threat to health of safety or in other kinds of emergencies.  

· Public Health and Safety:  We may use or disclose information about you as necessary to prevent or reduce a serious threat to the health or safety of another person or the public.  

· Family and Friends:  We may disclose your information to family members, friends or others you identify to the extent in is relevant to their involvement with your care or payment for care.  

· After Death:  We may disclose your information to coroners or medical examiners and funeral homes after you are deceased.  

· With your permission:  If you provide us permission in writing, we may use and disclose your personal information for the purposes you list.  If you give us permission, you have the right to change your mind and revoke it, but it must be in writing.  We cannot take back and uses or disclosures already made with your permission.  

Our use and disclosure of your personal health information must comply not only with federal privacy regulations but also with applicable Massachusetts’ law.  Massachusetts’ law provides different protection to your personal health information.  

PATIENTS RIGHTS

You have the following rights regarding the health information we have about you.  Your requests must be made in writing to us at:

Physical Therapy U, Inc.

75 Scotland Blvd  Unit A
Bridgewater, MA 02324

We are committed to ensuring that you receive information regarding your rights as a patient here at Physical Therapy U.  

· Your Right to Inspect and Copy:  You have the right to request a copy of your medical record.  You must make this request in writing and we may charge a fee to cover the costs of copying and mailing.  

· Your Right to Amend:  You have the right to request an amendment to your medical record if you believe your record is inaccurate.  This request must be made in writing.  If we disagree with you, we may deny your request in writing with the reason for denial.

· Your Right to a List of Disclosures:  You have the right to ask for a list of certain disclosures made after September 15, 2003.  This list will include the times that information was disclosed for treatment, payment, or health care operations.  The list will include information provided directly to you or your family, or information that was sent with your permission.  It will include information released without your name or other date that would identify you.

· Your Right to Request Restrictions on Our Use or Disclosures of Information:  You can ask for limits on how your information is used or disclosed.  We are not required to agree to such a request, but may if we believe it is reasonable to do so.  

· Your Right to Request Confidential Communications:  You have the right to ask that we share information with you in a certain way or in a certain place.  

CHANGES IN THIS NOTICE
We reserve the right to revise this notice.  A revised notice will be effective for medical information we already have about you as well as any information we may receive in the future.  We are required by law to comply with whatever notice is currently in effect.  If the changes are material, a new notice will be posted.

HOW TO USE THE RIGHTS UNDER THIS NOTICE

If you want to exercise your rights under this notice or have any questions regarding our privacy issues, you may call or write to us at:

Physical Therapy U, Inc.

75 Scotland Blvd Unit A

Bridgewater, Ma 02324

Complaints to us if you believe that your privacy rights have been violated or you wish to express your concern regarding non-compliance of our privacy policies and procedures; you may file a complaint by writing to the above address.  We will require a written complaint; and may further provide you with an official complaint form that you would need to fill out for our records.  You will not be penalized for filing a complaint.  

ADDITIONAL INFORMATION

HIPAA is the Health Insurance Portability and Accountability Act of 1996.  The revised and updated Privacy Rule portion of HIPAA, including many of the policies described in this notice went into effect September 15, 2003.  You may further request the policies and guidelines of HIPAA via the internet.  We will keep a copy of the final Standards for Privacy of Individually Identifiable Health Information at our from desk for patients to view at their leisure.  

A copy of this Notice of Privacy Policies is posted at our office.  You will need to read and acknowledge (via signature) that you have received these privacy policies and procedures.  A copy of the acknowledgement will be filed with your medical record.  

ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that I received a copy of Physical Therapy U, Inc. Notice of Privacy Practices 

Patient Name (please print)______________________________________________________________

Signature____________________________________________________Date_____________________ 
AUTHORIZATION TO RELEASE INFORMATION &
 E-COMMUNICATION POLICY
I hereby authorize the release of any information by telephone or in writing, including reports of diagnosis, treatment, prognosis, recommendations, benefits payable, and any other data pertinent to my treatment, by Physical Therapy U, Inc. to my physician(s) as well as any organization responsible for payment of my account. I authorize my 3rd party payer company to pay medical benefits directly to Physical Therapy U, Inc. in instances where a claim has been filed by Physical Therapy U, Inc. on my behalf. 

I hereby consent to have my physical therapist from Physical Therapy U, Inc. communicate via email, fax or phone with me, my referring physician and my insurance company regarding the following aspects of my medical care: appointments, progression or status of treatment, new or changing symptoms, determination of readiness to return to work, prescriptions, authorization or billing. I understand that email is not a guaranteed confidential method of communication. I further understand that there is a risk that email communications between my physical therapists and me or my referring doctor may be intercepted by third parties or transmitted to unintended parties. I also understand that any email communications between my physical therapist and me or my referring physician regarding my diagnosis or medical care will be made a part of my medical record. I understand that in an urgent or timely situation, or for any scheduling needs, I should call Physical Therapy U, Inc. and not rely on email. 

Preferred method of communication: 

Phone- call/ text (   ) _______________________________________________________________

Email (   ) ________________________________________________________________________

I authorize my therapist to communicate on my behalf with my medical providers for the benefit of my overall success.  I have read and agree with the information mentioned above. 

Name: _______________________________________  
Date: _______________________
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