 PATIENT INFORMATION

Please print and answer all questions completely.  If a question does not apply to you, please put N/A.  WE WILL REQUIRE A COPY OF YOUR DRIVERS LICENSE AND CURRENT INSURANCE CARDS.  WE RESERVE THE RIGHT TO REFUSE TREATMENT FOR FALSE INFORMATION. 
Patient Name: __________________________________________________________   Age: _______



           Last

  
First


    Middle

Address: ___________________________________________________________________________



Street


City


State

Zip Code

Home Phone: _________________Work Phone: _________________Cell Phone: ________________            

Date of Birth: ___________________ Social Security #: __________________________ Sex: ______

Employer Name & Address: ________________________________________Phone:______________

Occupation: ___________________If Minor, Guardian responsible for Account: _________________

Marital Status: ____________Spouse’s Name: _________________Occupation:___________________

Employer Name & Address: ________________________________Phone #:____________________

Referring Physician: ___________________________________ Phone: ________________________

Emergency Contact: ___________________________________ Phone: ________________________

Was this due to a motor vehicle accident? ________________ Do you have an attorney? __________

Attorney name, address and phone: ___________________________________________________

Insurance information for other party if they are responsible: _________________________________

_________________________________________________________________________________

PRIMARY INSURANCE INFORMATION

Insurance Company: _________________________________________ Phone #: _________________
Policy #: __________________________________________ Group#__________________________

Policy Holders Name: __________________ DOB: _______   Relation to Patient: ______________
Policy Holders Employer: ____________________________Employer Phone: __________________

SECONDARY INSURANCE INFORMATION
Insurance Company: _________________________________________ Phone #: _________________
Policy #: __________________________________________ Group#__________________________

Policy Holders Name: __________________ DOB: _______   Relation to Patient: ______________
PATIENT CONSENT FORM


The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal health care information is protected for privacy.  The Privacy rule was also created in order to provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations.


As our patient we want you to know that we respect the privacy of your person medical records and will do all we can to secure and protect that privacy.  We strive to always take reasonable precautions to protect your privacy.  When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment or health care operations, in order to provide heath care that is in your best interest.


We also want you to know that we support your full access to your personal medical records.  We may have indirect treatment relationships with you (such as laboratories, that only interact with health professionals and not patients), and may have to disclose personal health information for purposes of treatment, payment, or health care operations.  These entities are most often not required to obtain patient consent.  


You may refuse to consent to the use of disclosure of you personal health information, but this must be in writing.  Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI).  If you chose to give consent in this document, at some further time you any request to refuse all or part of you PHI.  You may not revoke actions that have already been taken which relied on this or a previously signed consent.  


If you have any objections to this form, please ask to speak with our HIPPA Compliance Officer.


You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice.  


Without notice, this form may be changed as rules and regulations of HIPPA evolve.

Print Name_____________________________________

Signature______________________________________   Date: ___________

PRO – ACTIVE REHAB, INC

Benton Physical Therapy
PATIENT SUBJECTIVE HISTORY

NAME:




 AGE:         DATE:


 REFERRING DR:




To better serve your individual needs please complete the following.  Circle the appropriate choice(s) when indicated.

1)
What is your main complaint or problem?











Date of onset 


  how did it occur










Date of surgery 


  Type











2)
If you have pain, please circle those words which best describe it.

Constant     Intermittent      Sharp      Dull     Burning     Throbbing     Twinge     Ache     Numb     Tingle    Tight     Pulling

3)
Please rate the level of your pain:         (No Pain)    0    1    2    3    4    5    6    7    8    9    10    (Extreme Agony)
4)
When do you feel in the:  Better:      Morning             Afternoon               Evening               Night    






Worse:
      Morning             Afternoon               Evening               Night    

5)
What positions or activities make your pain better?









6)
What positions or activities make your pain worse?









7)
Please indicate painful areas by shading models.
8)  Have you had tests and/or treatment for


[image: image1.wmf]


        this problem?  What were the findings?



    X-ray:_________________________




    MRI: __________________________




    CT Scan: _______________________




    Myelogram: _____________________




    EMG: __________________________




    Other  






9)
What medication(s) are you taking for this problem?  Please List the names of the medications:

	Anti-inflammatory
	Pain killer
	Muscle relaxer
	Other: _____________


10)
What is your occupation?













a)  Working:      Full-time          Part time         Light duty          not working


b)  Physical work requirements:      sedentary            light              moderate            heavy             very heavy 


c)  Job requires prolonged:    sitting       standing       bending       walking        lifting       squatting        driving

11)
What functional activities are you currently having problems with?


Dress/bathe   job duties   housework   cook/eat   walk   stand   sit   drive   sleep   recreation





12)
Do you have any medical problems?


Heart      blood pressure      diabetes      cancer       arthritis      seizures      other






13) Language preferred:


Learning preference: verbal   visual other:



 

14)
If female are you currently pregnant or trying to be?
Yes    No

15)
Do you have another appointment with your doctor?
Yes    No
When






16)
What do you hope to accomplish with physical therapy treatments?





















          













Thank You!
The Modified Oswestry Index:
EVALUATION SCORE

Patient:__________________________
Date:________________

The following questionnaire is a standardized tool that will help us determine your functional level.  This information will be used to determine your progress following your therapy program.  Please follow the following instructions and ask your therapist if you have any questions.
INSTRUCTIONS: Simply answer the below questions by checking the 'best answer' that describes your 'typical' pain and/or limitations within the last week or two. You can only choose ONE answer. If your limitations fall in-between two questions, pick the higher point value question.
This is a confidential questionnaire and will be viewed only by your therapist.
Section 1: Pain Intensity 
	
	0 - I can tolerate the pain I have without having to use pain medication.

	
	1 - The pain is bad but I manage without taking pain medication.

	
	2 - Pain medication gives complete relief from pain.

	
	3 - Pain medication give moderate relief from pain.

	
	4 - Pain medication gives very little relief from pain.

	
	5 - Pain medication has no effect on the pain and I do not use them.


Section 2: Personal Care 

	
	0 - I can look after myself normally without causing extra pain.

	
	1 - I can look after myself normally but it causes extra pain. 

	
	2 - It is painful or difficult to look after myself and I am slow and careful.

	
	3 - I need some help but manage most of my personal care.

	
	4 - I need help every day in most aspects of self care.

	
	5 - I do not get dressed wash with difficulty and stay in bed.


Section 3: Lifting 

	
	0 - I can lift heavy weights without extra pain. 

	
	1 - I can lift heavy weights but it gives extra pain.

	
	2 – Pain or physical limitations prevent me from lifting heavy weights off the floor but I can manage if they are conveniently positioned for example on a table. 

	
	3 – Pain or physical limitations prevent me from lifting heavy weights but I can manage light to medium weights if they are conveniently positioned.

	
	4 - I can lift only very light weights.

	
	5 - I cannot lift or carry anything at all.


Section 4: Walking 

	
	0 - Pain does not prevent me walking any distance.

	
	1 - Pain or physical limitations prevent me walking more than 1 mile. 

	
	2 - Pain or physical limitations prevent me walking more than 0.5 miles.

	
	3 - Pain or physical limitations prevent me walking more than 0.25 miles.

	
	4 - I can only walk using a stick or crutches.

	
	5 - I am in bed most of the time and have to crawl to the toilet.


Section 5: Sitting ("Favorite chair" includes a recliner.)

	
	0 - I can sit in any chair as long as I like. 

	
	1 - I can only sit in my favorite chair as long as I like.

	
	2 - Pain prevents me sitting more than 1 hour.

	
	3 - Pain prevents me from sitting more than 0.5 hours.

	
	4 - Pain prevents me from sitting more than 10 minutes.

	
	5 - Pain prevents me from sitting at all.


Section 6: Standing (Remember, standing is NOT walking.) 

	
	0 - I can stand as long as I want without extra pain.

	
	1 - I can stand as long as I want but it gives me extra pain.

	
	2 – Pain or weakness prevents me from standing for more than 1 hour.

	
	3 - Pain or weakness prevents me from standing for more than 30 minutes.

	
	4 – Pain or weakness prevents me from standing for more than 10 minutes.

	
	5 - Pain or weakness prevents me from standing at all.


Section 7: Sleeping 

	
	0 - Pain does not prevent me from sleeping well.

	
	1 - I can sleep well only by using tablets.

	
	2 - Even when I take tablets I have less than 6 hours sleep. 

	
	3 - Even when I take tablets I have less than 4 hours sleep.

	
	4 - Even when I take tablets I have less than 2 hours of sleep.

	
	5 - Pain prevents me from sleeping at all.


Section 8: Sex Life (by pain = for fear of causing pain) 

	
	0 - My sex life is normal and causes no extra pain.

	
	1 - My sex life is normal but causes some extra pain.

	
	2 - My sex life is nearly normal but is very painful.

	
	3 - My sex life is severely restricted by pain.

	
	4 - My sex life is nearly absent because of pain.

	
	5 - Pain prevents any sex life at all.


**Make an X through this section if it does not apply**
Section 9: Social Life 

	
	0 - My social life is normal and gives me no extra pain.

	
	1 - My social life is normal but increases the degree of pain.

	
	2 - Pain or physical limitations have no significant effect on my social life apart from limiting energetic interests such as dancing.

	
	3 - Pain or physical limitations have restricted my social life and I do not go out as often.

	
	4 - Pain or physical limitations have restricted my social life to my home.

	
	5 - I have no social life because of pain or physical limitations.


Section 10: Traveling 

	
	0 - I can travel anywhere without extra pain.

	
	1 - I can travel anywhere but it gives me extra pain.

	
	2 - Pain or physical limitations are bad but I manage journeys over 2 hours.

	
	3 - Pain or physical limitations restrict me to journeys of less than 1 hour.

	
	4 - Pain or physical limitations restrict me to short necessary journeys less than 30 minutes.

	
	5 - Pain or physical limitations prevent me from traveling except to the doctor or hospital.


RESULTS

	Total Points
	

	Points available
	

	% Score
	


Assignment of Benefits

Authorization to Pay

I herby authorize my insurance company to make payments directly to PRO – ACTIVE REHAB, INC. for any physical therapy benefits allowable and otherwise payable to me by my current insurance policy as payment toward charges for professional services rendered.  This payment will not exceed my indebtedness to PRO – ACTIVE REHAB, INC.  I have agreed to pay in a timely manner any balance of professional services above this insurance payment.

PRO – ACTIVE REHAB, INC. does agree to file charges with the stated insurance company in timely manner.  However, all balances must be paid within 90 days form date of service.  If your insurance company has not made payment at that time, the bill will be considered past due and payment will be expected from the patient.

	Insurance Company
	
	Pro – Active Rehab, Inc.

	
	
	Benton Physical Therapy 2113 Watts Rd.

	
	
	Benton, AR  72015

	
	
	

	
	
	


Patient Signature: ________________________

Insured Signature: _____________________________   
Date: __________________

For Medicare Patients Only

I request that payments of authorized Medicare benefits be made to PRO – ACTIVE REHAB, INC. for any services furnished me at that facility.  I authorize any holder of medical information about me to release to the Center for Medicare Services and its agents any information needed to determine these benefits or the benefits payable for related services.

Patient Signature: ________________________

Insured Signature: _____________________________   
Date: __________________

FINANCIAL POLICY

This document is to familiarize you with our policies regarding your financial responsibility to PRO – ACTIVE REHAB, Inc.  Please understand our mission is to provide you with the best, most efficient care possible.  However as with any business, reimbursement for services rendered is expected.

Please read the following very carefully and if you have any questions, please do not hesitate to ask.

1.
Co-payments for services are due on each visit.  We accept cash, check, MasterCard, 


Visa, or Discover.  If your check bounces, we will assess an additional $20.00 fee, and we will not accept further checks as payment.  Furthermore, no additional treatment will be rendered until the outstanding debt is satisfied.

2.
PRO – ACTIVE REHAB, Inc., will bill your insurance electronically whenever 
possible.  This will expedite payment of your claims.  If your carrier does not allow 
electronic billing, we will submit a paper claim.

3.
Your insurance is a contract between you and your carrier.  We are not a party to that contract.  It is your responsibility to know and understand your benefits.  PRO – ACTIVE REHAB, Inc. is not responsible for any misunderstanding you have or may have regarding your benefits, including out of pocket expense.

4.
Not all services are covered by some insurance companies.  Some insurance companies may arbitrarily select services they will not cover.  These particular services will be your responsibility unless billing the insured is expressly forbidden by PRO – ACTIVE REHAB INC.’s agreement with the insurance company.  

5.
Medicare patients are responsible for the 20% that Medicare does not cover.  It is illegal for us to waive this fee.  If you have a secondary insurance we will file for you.

6.
As of January 1, 2006, Congress as enacted a Medicare outpatient therapy cap in private practice facilities.  This means that you are limited to $1810.00 in benefits per year to be split between physical therapy and speech therapy.  We will do our best to inform you if you are endanger of exceeding your limit.  PLEASE INFORM US IF YOU HAVE RECEIVED PHYSICAL OR SPEECH THERAPY SERVICES AT ANY OTHER FACILITY DURING THE YEAR.
7.
If this is a work related injury, treatment will not be administered until we have received approval from your workers compensation case worker.

8.
For liability cases, where another party is responsible, you need to provide us with all 
billing information.  If you have an attorney, please inform us as there is additional paperwork that must be completed.  It is PRO – ACTIVE REHAB, Inc.’s policy that a lien must be signed by yourself and your attorney.  We will verify representation on your first visit.  If we are unable to do so, initiation of treatment may be delayed.  In addition we will fax the lien to your attorney.  If your attorney does not sign the lien and return it to us within 1 week, your treatment may be terminated and you will be responsible for your account in full.  If you terminate your relationship with your attorney, you will be held responsible for your account in full.

9.
Our office requires a 24 hour notice for cancellation of appointments.  There is a $25.00 charge for missed appointments without notification to our office.
10.
In the event that your account is placed in collections, you will be assessed any collection fees and/or court cost.


Please remember, our relationship is with you, not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered.  We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.

CONSENT FOR TREATMENT

I agree to abide by the above stated financial policy and hereby agree to receive physical therapy treatments from PRO – ACTIVE REHAB, INC., their agents and servants, as prescribed by the referring physician or as recommended by the therapist following evaluation and established plan of care.

Signature: __________________________________________Date:_________________

Witness: ___________________________________________Date:_________________
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