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Physical Therapy Registration

Date: _____________

Patient Information (Please Print)

Last name: ___________________________ First Name: __________________________________

Address: _________________________________________________________________________

City: _________________________________State: __________ Zip: ________________________ 

Home Phone: _________________________ Work phone: ________________________________

Cell phone: _________________ E-mail: _______________________________________________                        

Birth Date: __________________Marital Status: __________________ Gender:  FORMCHECKBOX 
Female   FORMCHECKBOX 
 Male

SSN: _________________________________Drivers License #: ___________________________

Occupation: ___________________________ Employer: __________________________________

Employer Address: _______________________________________________________________

Emergency Contact: ___________________________________Phone: ______________________

Referring Physician: ___________________________________Phone: _______________________

Primary Physician: ____________________________________Phone: _______________________

Date of Injury: ______________ Type of injury: __________________________________________

Condition is related to:  FORMCHECKBOX 
 Work  FORMCHECKBOX 
Auto  FORMCHECKBOX 
Home  FORMCHECKBOX 
Sports  FORMCHECKBOX 
 None FORMCHECKBOX 
 Other___________________

Are you currently receiving home care?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

How did you hear about Healthcore? ___________________________________________________

Insurance Information: *Please present your card, co-insurance payments required

Primary Insurance Co: _____________________________________Ins. Phone (___)________________

Group #: ________________________________ Policy I.D. #: ______________________________


  Is patient the subscriber?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                                If NO, then: 

Subscriber Name: _______________________ Relationship: _______________________________

Subscriber Employer: ____________________ Subscriber DOB: ____________________________

Employer Address: ______________________ Subscriber SSN: ____________________________

Secondary Insurance Co: __________________________________Ins. Phone (___)________________

Group #: ________________________________Policy I.D. #: ______________________________

Is patient the subscriber?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                               If NO, then:

Subscriber Name: _______________________ Relationship: _______________________________

Subscriber Employer: ____________________ Subscriber DOB: ____________________________

Employer Address: ______________________ Subscriber SSN: _____________________________

Informed Consent:

I consent to treatment rendered by Healthcore Physical Therapy & Pilates Studio LLC  as ordered or approved by my physician. I agree to participate in Healthcore Physical Therapy & Pilates Studio LLC’s program to the best of my ability to facilitate a rapid and full recovery.

RISKS

 I am aware that there are certain risks involved with a physical therapy program. Every effort is made to minimize my risk by continuous assessments of my condition throughout my treatment.

RESPONSIBILITIES 

I will inform my therapist of any changes in my medical condition, or medications, as they may necessitate change in my therapy program. I will stop any procedure or activity and inform my therapist of any symptoms of pain, fatigue, shortness of breath, dizziness or nausea that may develop during my treatment.

CONSENT FOR RELEASE OF INFORMATION

Insurers may release to Healthcore Physical Therapy & Pilates Studio, LLC any information regarding the extent of my insurance coverage, information concerning the status of claims submitted by Healthcore Physical Therapy & Pilates Studio, LLC, and information regarding payments made directly to me on those claims. Healthcore Physical Therapy & Pilates Studio, LLC may obtain any information and/or medical records pertinent to “treatment” provided from hospitals, physicians, nursing agencies, and other health care providers, pursuant to the privacy rule 45CFR164.501 of HIPAA, “treatment” generally means the provision, coordination, or management of health care and related services among providers or by a health care provider with a third party, consultation between health care providers regarding a patient, or the referral of a patient from one health care provider to another.

________________________________________________________________________________________________Signature of Patient/Guardian





Date

RECEIPT OF PRIVACY PRACTICE NOTICE:

I understand that Healthcore Physical Therapy & Pilates Studio, LLC has provided me with a copy of their Notice of Privacy Practices, which states how my personal health information (PHI) may be used or disclosed and outlines my rights regarding this information. I understand that Healthcore Physical Therapy & Pilates Studio, LLC, Inc. has the right to change this notice at any time and that I must request in writing any objections to any of these “uses” or “disclosure”. I may obtain an additional copy of this notice from this office per my request.

Please check one of the following statements: 􏰁
 FORMCHECKBOX 
 I received a copy of the Privacy Practices
                 FORMCHECKBOX 
 I declined a copy of the Privacy Practices

I have reviewed and understand the Notice of Privacy Practices for Healthcore Physical Therapy & Pilates Studio LLC.

________________________________________________________________________________________________Signature of Patient/Guardian





Date

ASSIGNMENT OF BENEFITS:

I understand that I am ultimately responsible for the charges incurred for my services at Healthcore Physical Therapy & Pilates Studio, LLC whether the benefits are through Commercial Insurance, Workers’ Compensation or a Third-Party Payors (i.e.: auto accident).

I also understand that additional information may be required of me to assist Healthcore Physical Therapy & Pilates Studio LLC in filing such claims.
Healthcore Physical Therapy & Pilates Studio, LLC will file my insurance claims as a courtesy, and understand that any quoted benefits given at the time of service are not a guarantee of payment. I assign all benefits paid by insurance to be paid directly to Healthcore Physical Therapy & Pilates Studio, LLC. By my signature below I acknowledge my responsibility and assign said benefits and verify that I have read and agree to the terms of the Healthcore Physical Therapy & Pilates Studio, LLC Payment Policy.

________________________________________________________________________________________________Signature of Patient/Guardian





Date
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MEDICAL HISTORY

Occupation:________________________ Recreational Activities:_________________________

General Health:  FORMCHECKBOX 
 Excellent      FORMCHECKBOX 
Good      FORMCHECKBOX 
Fair      FORMCHECKBOX 
 Poor

Have you had any medical problems or hospitalizations in the past year?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES please specify:_____________________________________________________________ ________________________________________________________________________________

Are you currently under the care of a physician or specialist?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES please specify______________________________________________________________

Medications:___________________________________________________________________

Present/past medical conditions:

Asthma                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO        

Arthritis                        
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO 

Cancer                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Depression                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

 If YES, Type__________________________          

Diabetes                               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Heart Problems                    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Dizziness or Vertigo           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

High Blood Pressure           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Hernia                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Circulation Problems              
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Emphysema                    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Osteoporosis/Osteopenia      
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Respiratory Problems   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Thyroid Problems               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Tuberculosis                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Multiple Sclerosis               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Parkinson’s                         
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Kidney Disease                       
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Epilepsy                          
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Hepatitis                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Stroke                               
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Allergies                                   
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Neurological Disorder    
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

If YES, LIST___________________________             
Muscular Disease/Disorder
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Fatigue                                     
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Bowel/Bladder Dysfunction
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Weakness                                
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO              
Hearing Loss/Disorder        
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Numbness or Tingling            
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Vision Problems
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Weight Loss or Gain           
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Pregnancy
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Nausea/Vomiting                     
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO                
Chemical Dependency
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Fever/Chills/Sweats                
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Eating Disorder
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Night Pain                              
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO               
Metal/other Implant
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Headache                                 
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO             
Fainting
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO

Other: __________________________________________________________________________

During the past month have you been feeling down, depressed or hopeless?        FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

During the past month have you lost interest or pleasure in doing things?              FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

Tobacco
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO If YES, please specify ppd: _________ years: _____________________

Alcohol
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO If YES, please specify amount: _________________________________

Caffeine
 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO If YES, # drinks per day _______________________________________

Surgical & Hospitalization History:

Date:







Reason:

1. ____________





___________________________________________

2. ____________





___________________________________________

3. ____________





___________________________________________

PAST INJURY:

DATE:


INJURY:





TREATMENT:

1._______________________________________________________________________________

2. ______________________________________________________________________________

3._______________________________________________________________________________

PRESENT INJURY/PROBLEM:

Date of injury/onset: ___________________ Type of Onset:  FORMCHECKBOX 
 Gradual  FORMCHECKBOX 
Sudden

Mechanism of injury/Onset: ________________________________________________________

On a scale from 0 (NO pain) to 10 (severe pain) rate your pain: ___________________________

Please mark below on the diagram where your pain is:

[image: image2..pict]Describe the type of pain you are experiencing:  FORMCHECKBOX 
 Ache  FORMCHECKBOX 
 Burning  FORMCHECKBOX 
 Dull

 FORMCHECKBOX 
Sharp  FORMCHECKBOX 
 Shooting  FORMCHECKBOX 
 Throbbing  FORMCHECKBOX 
 Other

What increases your pain? ______________________________________

What decreases your pain? ______________________________________

Has your condition been getting better or worse? 

______________________________________

What are your goals for Physical therapy?

______________________________________

HEALTHCORE PHYSICAL THERAPY & PILATES POLICIES

Cancellation/ No-show Policy:

Twenty-four (24) hours notice is required for cancellation of an appointment of any type.  Clients who cancel appointments with less than 24 hours notice will be charged for the appointment time.  I am aware that if I must cancel within 24 hours of my appointment or fail to show up, a $50 fee will be applied for Physical Therapy appointments and Pilates appointments will be charged for full class/session.  I am aware that insurance does not cover any late cancellation charges and it must be paid out-of-pocket.  

Appointment/Class Policies:

Please arrive on time.  Healthcore strives to give you the fullest attention during your allotted time.  Your respect of other client’s time is appreciated and sessions will start and end promptly as scheduled.  Late arrivals are responsible for the full fee of the session.

PAYMENT Policy

Payment is due in full at the time of service. Healthcore accepts cash, check, Mastercard and Visa as forms of payment. There are no refunds for any services.

Scheduling Policy

Payment is required to sign-up for future classes and packages are available. Class and private session packages are good for 6 months from purchase date.

I the undersigned do hereby certify that I have completed the Physical Therapy Registration and know it to be truthful and accurate to the best of my knowledge. I have read and agree to all the policies mentioned above.

__________________________________________________________________________________________

Signature of Patient/Guardian





Date
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