Achieve Physical Therapy

Consent to Receive Medical Care 
I give authorization to Achieve Physical Therapy and/or its staff to evaluate and to provide treatment for me.  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. I assume all risk for any injury and/or damage I may suffer, whether while engaging in physical exercise or use of equipment. Although, Achieve Physical Therapy and its staff take precautions to safeguard my health and safety, serious and potential injuries may occur while participating in physical activity. I feel comfortable with and accept these risks and hereby release Achieve Physical Therapy and its entire staff from any and all liability.
											  
Health Insurance Portability and Accountability Act Release (HIPAA) and Release of Information
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. I authorize Achieve Physical Therapy to release any information acquired during the course of my treatment to my physician, insurance company, and/or other health provider responsible for continuing care, billing, and/or processing claims. 		
								
Attendance Policy
I understand that I am responsible for my appointment times. There is a $25 cancellation fee for less than 24 hour advance notice for cancellation or no show. Being late by 15 minutes may require you to reschedule or wait for the next available opening.  We reserve the right to cancel all further appointments if you miss your appointments without any communication. We reserve the right to discharge you after three late cancels and/or no shows. 

Assignment of Benefits
I hereby assign Achieve Physical Therapy all my rights and claims for reimbursement under my health insurance or Auto policy. I authorize payment directly to Achieve Physical Therapy for services rendered. I certify that the information given regarding my insurance is accurate and correct. 

Financial Responsibility for Payment
I acknowledge that I am financially responsible for payment of my bill. I am responsible for any deductible, co-pay, or coinsurance on the date(s) that services are rendered. Achieve Physical Therapy is not responsible for any misinformation given by your insurance carrier. It is my responsibility to verify my benefits. I am responsible for any outstanding balances, charges not covered or denied by my health insurance or Auto policy. All balances must be paid within 30 days. There is a $35 fee for a returned check.
Please note that refusal to sign this form does not change responsibility for payment in any way. 

May we add you to our mailing list?    Yes  No 

May we add your to our bi-monthly health Newsletter ?    Yes  No

Whom may we thank for referring you to Achieve? _________________________________________________

If you have an attorney:
Attorney’s Name_________________________________________ Phone Number (____) ___________________

If you have an adjuster:
Adjuster’s Name_________________________________________ Phone Number (____) ____________________

 I hereby certify that I have read, understand, and agree to each of the statements above. 


____________________________________________________
PRINTED NAME

____________________________________________________              DATE: ____/____/___
SIGNATURE OF PATIENT OR LEGAL GUARDIAN 




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

	1. What brings you to Physical Therapy?    Neck         Lower back      Middle back                   Balance                                                      (check all that apply)                                           Elbow       Wrist/hand       Shoulder/upper arm       Other (explain):                                                       
                                                                Hip           Knee                Foot/ankle

	               If it is pain,              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 first begin?       _____/_____/20______ (approximate date)

	3.    How did it start?      

	4.    Are symptoms getting?          worse              better             staying the same

	5.    This problem 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                               N/A
          
               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 symptoms 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 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


  
