Patient Express                          

Registration                                Achieve Physical Therapy
Patient Info:                         IMPORTANT: Please Fill-out This Form Completely and Legibly
Your Full Name_________________________________________________  Age_______   Gender ____M_____F

Home Address___________________________________________________________________________________

                                                         Street                                                                                       City                       State                          Zip code

Home Phone (_____) ____________________________              Cell (_____) ______________________________

Email __________________________________________               Status ___ Single ___Married ___Widowed

Social Security#_________________________________              Date of birth______/______/__________

Emergency contact Person_______________________________    Phone (_____)________________________

Relationship to you_________________________________ Family MD___________________________________

Whom may we thank for referring you to Achieve? ________________________________________________

Work Status       □ Currently employed     □ Retired    □ Student     □ Disabled

Occupation____________________________________​​​​  Employer Phone(_____)__________________________

Employer Name__________________________________________________

May we add you to our mailing list/email list? □ Yes □ No

Your information will not be sold or released to any other entity other than Achieve Physical Therapy

Payment Information       (Check only one box)

CASH PAYERS (30% Discount)

□ I am paying out of pocket for services. Please give me a 30% discount.

□ I have insurance but want the 30% discount by paying upfront. I’ll get reimbursed from the insurance  

      company own my own.

□ I have an attorney but want the 30% discount by paying up front. I’ll get reimbursed after my case 

      settles.

NON-CASH PAYERS

□ I have insurance and would like you to deal directly with them. I will assign my benefits over to you.

     (must complete “Assignment of Benefits” form”)

□ I have an attorney. Please deal directly with them. 

      My attorney’s name__________________________________  Phone number (_____) ____________________

□ I was injured on the job and my employer will be paying the bills. 

      The adjuster’s name__________________________________  Phone number (_____) ____________________

I authorize the release of information acquired in the course of my treatment, including but not limited to medical records, electronic and oral communications, to my insurance company representatives, employer, primary care physician, referring MD, and/or other third party payer. 

Patient signature required________________________________________________Date______________________

Pre-Exam Questionnaire

In order to evaluate your condition fully, please be as accurate as possible. Thank you.

 1.Where is your pain or problem?       Neck         Lower back         Middle back                    Other:

            (check all that apply)                     Elbow       Wrist/hand           Shoulder/upper arm          

                                                    Hip           Knee                    Foot/ankle

               1a) Is it deep or on the surface?                Deep                 On the surface

               1b) Does it move or stay in one place?

2.When did this problem first begin?       _____/_____/20______ (approximate date)

3. How did it start?      

4. My pain/problem is slowly getting          worse              better             staying the same

5. My pain bothers me       constantly             most of the time             only occasionally           once in awhile       

6. On a scale from 1 to 10, what is the worst your pain has been in the past several days?      ______/10
               Mild discomfort                                                         Moderate                                                                   Unbearable, Severe

              1-----------------------------------------------------------------5----------------------------------------------------------10

7. Do you have any regular numbness or tingling?           Yes            No                          

8.What seems to make your pain worse?



        8a) When it does get worse, how long does it take before calming back down?  ___________                                  

9. What seems to make it feel better?

10. Have you ever had this pain or problem before?                           Yes            No

          10a)  If yes, did you receive any treatments at that time?        Yes            No

          10b)  If yes, where?

11. List the dates and results of any.      X-rays:                

                                                          MRI’s:

                                                         Surgery related to diagnosis



____________________________________                   ______________

     Patient Name                                                                                   Date

Assignment of Benefits to Achieve Physical Therapy

Patient Name:___________________________________________________________________

Insurance Policy #:____________________________________________________________________________________________

Insured Name:_____________________________________________________Insured Date of Birth__________________________

Your relationship to the Insured:     ( Parent          ( Spouse          ( Other:______________________________________________

Claim #________________________________________________________________________

I hereby instruct and direct ___________________ insurance company to pay by check made out and mailed to:


If my/this current policy prohibits direct payment to doctor, I hereby also instruct and direct you to make out the check to me and mail it to the above address for the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance policy as payment toward the total charges for the professional services rendered.

This is a direct assignment of my rights and benefits under this policy.
This payment will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over and above this insurance payment.

(Check each box and sign at the bottom)

· A photocopy of this Assignment shall be considered as effective and valid as the original.

· I authorize the release of any medical or other information pertinent to my case to any insurance company, adjuster, or attorney involved in this case for the purpose of processing claims and securing payment of benefits.

· I authorize the use of this signature on all insurance submissions.

· I authorize Achieve Physical Therapy to deposit checks made in my name.

· I authorize Achieve Physical Therapy to initiate a complaint to the Insurance Commissioner for any reason on my behalf.

· I understand that I am financially responsible for all charges whether or not paid by insurance.

Dated this ______ day of ______________, 20_____.
___________________________________

______________________________

Signature of Policyholder




Witness

___________________________________

Signature of Claimant, if other than Policyholder
Achieve Physical Therapy

Consent to Receive Medical Care

I give authorization to Achieve Physical Therapy and/or its staff and agents to evaluate and treat me during my participation in therapy (this includes immediate First Aid and treatment, physical exam, follow-up care, exercise, and rehabilitation).  I understand that any Achieve Physical Therapy staff has the authority to prevent me from further participation because of an injury and/or because of any undue liability to Achieve Physical Therapy.












    INITIAL:  _________
Health Insurance Portability and Accountability Act Release (HIPAA)

I have read and fully understand the Notice of Privacy Practices.  I may request a copy of the Notice of Privacy Practices at any time and hereby give Achieve Physical Therapy permission to release my medical information for purposes of billing and medical consultation.





INITIAL: _________
Assumption of Risk

I understand that although Achieve Physical Therapy and its staff take precautions to safeguard my health and safety, serious and potentially debilitating injuries can and do occur while participating in physical activity.  I know that it is extremely important that I consider and be ever mindful of the risks that are involved in such activities as Physical Therapy.  I feel comfortable with and accept these risks and hereby release Achieve Physical Therapy and its entire staff from any and all liability.









            INITIAL:  _________
Attendance Policy

I understand that I am responsible for my appointed times and will give 24 hour notice for cancellation or be subjected to a $10 cancellation fee.  Being late by more than 15 minutes may require you to reschedule or wait for the next available opening.  There are no guarantees since openings due to cancellations are unpredictable.  If you fail to show up for an appointment without notice all further appointments are subject to removal and a $10 cancellation fee could be assessed.  

INITIAL: _________
__________________________________________

PRINTED NAME

__________________________________________   DATE: ____/____/___

SIGNATURE
 __________________________________________  DATE: ____/____/___

SIGNATURE OF RESPONSIBLE PARTY OR GUARDIAN 

In case of emergency please contact the following individual:

Name: _________________  Relation: _____________ Phone # ___________

Achieve Physical Therapy


10910 State Road 70 E., Suite 104


(941)727-2667








