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PLEASE FILL OUT ALL PAGES!

Date:        Date of injury (or surgery):        

Last Name:       First:       MI:      

Phone:       Cell Phone:        Prefer confirmation by text: |_|  phone call: |_|

Address:       City:      

State:       Zip:       E-mail address:      

Age:       Date of Birth:       

Name of Primary Care Physician:      

Referring Physician:       

Type of Primary Insurance:      

Insured Card Holder’s Name (if different):      

Date of Birth (if different):       

Injury Related to Auto Accident? YES |_| NO |_|  

Injury Related to Employment? YES |_| NO |_| Is this a Liability Injury? YES |_| NO |_| 

If Liability, Attorney Name:       Phone#:       

Emergency Contact Name:       Phone#:       

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS: My physician/ physical therapist is authorized to provide to my referring physician, insurance company or their representatives, or my attorney information they may require regarding my condition while under their treatment or observation, including but not limited to history obtained, medical history, physical findings, diagnosis, prognosis and treatment recommended. 

FINANCIAL AGREEMENT: In consideration of the services rendered by my physical therapist at my request and direction, I understand I am responsible for, and agree to pay in full all charges incurred for services rendered. I further understand that in the event that special arrangement have been made to have payment made through my insurance company, and the carrier elects not to cover any or all of the claim, I am responsible for the balance in full. I further agree to pay lawful and reasonable interest charges after thirty (30) days from date of billing on any unpaid balance. I understand that I am responsible for contacting my insurance to understand my benefit coverage for physical therapy, including co-pay or co-insurance.

HIPAA:  I have received and read a copy of the McVay Physical Therapy HIPAA privacy notification (see at end of form). 

Photo release: Photographs may be taken of me in relation to my condition (permission will be asked before you are photographed).  I agree to use of these for promotional use only.
Check if you elect NOT to have photos used for promotion: |_|  

SIGNATURE OF PATIENT: By typing my name here I electronically sign and agree to the above:       Date:      

History of problem:

Dominant hand: Right |_| Left |_| Ambidextrous |_|

What brings you here today and how did your problem start?      

Please state the reason you are here and any goals you wish to accomplish in therapy:      

Please state any other treatment you have tried or are trying:      

What is your occupation/job duties?:      

What are your recreational activities/sports/hobbies?      

Please list all medications you are currently taking:      
Please list all ALLERGIES (Latex, medication…):      

Please list any instructions from your doctor related to the condition you are here for:      

On a scale of 0-10, please rate your CURRENT pain level:
(no pain) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)

What is your pain at its LEAST level over the last two weeks?
(no pain) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)

What is your pain at its WORST level over the last two weeks?
(no pain) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)

Have you ever had or been diagnosed with any of the following (OVER):
Broken bones/fractures	|_| Yes |_| No	   Comments:      
Dislocations			|_| Yes |_| No	   Comments:      
Heart disease			|_| Yes |_| No	   Comments:      
Asthma/lung disease		|_| Yes |_| No	   Comments:      
Neck pain			|_| Yes |_| No	   Comments:      
Back pain			|_| Yes |_| No	   Comments:      
Diabetes			|_| Yes |_| No	   Comments:      
High blood pressure		|_| Yes |_| No	   Comments:      
Cancer				|_| Yes |_| No	   Comments:      
Circulation problems		|_| Yes |_| No	   Comments:      
Numbness/tingling		|_| Yes |_| No	   Comments:      
Dizziness/ Lightheadedness	|_| Yes |_| No	   Comments:      
Recent weight loss/gain	|_| Yes |_| No	   Comments:      
Surgeries (please list/date)	|_| Yes |_| No	   Comments:      
Depression			|_| Yes |_| No	   Comments:      
Balance problems/Weakness	|_| Yes |_| No	   Comments:      
Pain/blood with bowel 
movement/urination 		|_| Yes |_| No	   Comments:      
Pain with coughing/sneezing	|_| Yes |_| No	   Comments:      
Open wounds			|_| Yes |_| No	   Comments:      
Skin rashes/conditions	|_| Yes |_| No	   Comments:      
Swelling/edema		|_| Yes |_| No	   Comments:      
Metal implants		|_| Yes |_| No	   Comments:      
Thyroid problem/disease	|_| Yes |_| No	   Comments:      
 Fever                                      |_| Yes |_| No	   Comments:      
 Chills                                      |_| Yes |_| No	   Comments:      
 Chest/Abdominal Pain	|_| Yes |_| No	   Comments:      
 Joint Pain                               |_| Yes |_| No	   Comments:      
 Recent Vomiting/Diarrhea    |_| Yes |_| No	   Comments:        
Any other medical problem that we should be aware of?      
Describe your current mattress and pillow:      

Dizziness/ Lightheadedness |_| Yes |_| No	   Comments:      

If you have dizziness:

On a scale of 0-10, please rate your CURRENT dizziness level:
(no dizziness) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)

What is your dizziness at its LEAST level over the last two weeks?
(no dizziness) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)

What is your dizziness at its WORST level over the last two weeks?
(no dizziness) |_| 0 |_| 1 |_| 2 |_| 3 |_| 4 |_| 5 |_| 6 |_| 7 |_| 8 |_| 9 |_| 10 (need to go to the hospital)


There is a $50 cancellation fee if less than 24 hour notice is given.


HIPAA 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. If you have any questions about this notice, please ask.

Our Obligations: 
We are required by law to: 
•Maintain the privacy of protected health information (PHI) 
•Give you this notice of our legal duties and privacy practices regarding health information about you 
•Follow the terms of our notice that is currently in effect PHI includes information that we create or receive about your past, present, or future health or condition, the provision of health care to you, or the payment for health care provided to you. In general, we may not use or share any more PHI than is necessary to accomplish our purpose. 

How We May Use and Disclose Health Information: 
Described as follows are the ways we may use and disclose health information that identifies you (“Health Information”). Except for the following purposes, we will use and disclose Health Information only with your written permission. You may revoke such permission at any time by writing to our Office Manager. 
• Treatment. We may use and disclose PHI for your treatment and to provide you with treatment-related health care services. For example, we may disclose PHI to doctors, nurses, technicians, or other personnel, including people outside our office, who are involved in your medical care and need the information to provide you with medical care. 
• Payment. We may use and disclose PHI in order to bill and collect payment for the treatment and services provided to you. For example, we may share PHI with your health plan to get paid for the health care services we provided to you. We may also share PHI with billing companies and companies that process our health care claims. 
• Health Care Operations. We may use and disclose PHI for health care operation purposes. These uses and disclosures are necessary to make sure that all of our patients receive quality care and to operate and manage our office. For example, we may use and disclose information to make sure the obstetric or gynecologic care you receive is of the highest quality. We may also share information with our accountants, attorneys and others in order to make sure we are complying with the laws that affect us. 
Other Uses of PHI 
• Reports required by law. We may report PHI when the law requires us to give information to government agencies and law enforcement about victims of abuse, neglect, or domestic violence; when dealing with gunshot and other wounds, or when required in a legal proceeding. 
• Public health. We may report PHI about births, deaths, and other diseases to government officials in charge of collecting that information. We may provide PHI relating to death to coroners, medical examiners, and funeral directors. 
• Health oversight. We may report PHI to assist the government when it investigates or inspects a health care provider or organization. 
• Organ donation. We may notify organ banks to assist them in organ, eye, or tissue donation and transplants. 
• Research. We may use PHI in order to conduct medical research. 
• To avoid harm. We may report PHI to law enforcement, in order to avoid a serious threat to the health or safety of a person or the public. 
• Other government functions. We may report PHI for certain military and veterans’ activities, national security and intelligence purposes, protective services for the President of the United States, or correctional facility situations. 
• Workers’ compensation. We may report PHI in order to comply with workers’ compensation laws. 
• Appointment reminders and health-related benefits or services. We may use health information to give you appointment reminders; or give you information about treatment choices or other health care services or benefits we offer. 
• Inmates or Individuals in Custody. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release Health Information to the correctional institution or law enforcement official. This release would be made necessary if: 1.) for the institution to provide you with health care, 2) to protect your health and safety or the health and safety of others, or 3) for the safety and security of the correctional institution. Your Rights: 
You have the following rights regarding Health Information we have about you: 
• Your right to request limits on our use of PHI. You may ask that we limit how we use and share your PHI. We will consider your request but are not legally required to agree to it. If we agree to your request, we will follow your limits, except in emergency situations. You cannot limit the uses and reports that we are legally required or allowed to make. To request a restriction, you must make your request, in writing to the Office Manager. 
• Right to Request Confidential Communication. You have the right to request that we communicate with you about medical matters in a certain way or at a certain location. For example, you can ask that we contact you only by mail or at work. To request confidential communication, you must make your request in writing to the Office Manager. Your request must specify how or where you wish to be contacted. We will accommodate reasonable requests. 
• Your right to view and get a copy of your PHI. You may view or obtain a copy of your PHI (except for mental health notes.) Your request must be in writing. We will reply to you within 30 days of your request. If you request a copy of your PHI, we may charge a fee. Instead of providing the PHI you requested, we may offer to give you a summary or explanation of the PHI, as long as you agree to that and to the cost in advance. 
• Your right to a list of the reports we have made. You have the right to get a list of the parties to whom we have reported your PHI. The list will not include reports for treatment, payment, or health care operations; reports you have previously authorized; reports made directly to you or to your family; reports made for national security purposes; reports to corrections or law enforcement personnel; or reports made before April 14, 2003. We will respond to your request within 60 days. We will include the reports made in the last six years unless you request a shorter time. The list will include the date of each report, the identity of the person(s) receiving the report, the type of information reported, and the reason for the report. We will not charge you for the list. If you make more than one request in the same year, however, we may charge you a fee for each additional request. For a list, you must make a request in writing to the Office Manager. 
• Your right to correct or update your PHI. If you feel that there is a mistake in your PHI, or that important information is missing, you may request a correction. Your request must be in writing and include a reason for the request. Your request must be made to the Office Manager. We will respond within 60 days of your request. We may deny your request if the PHI is 1)correct and complete, 2) not created by us, 3) not allowed to be shared with you, or 4) not in our records. If we deny your request, we will inform you of the reason for the denial. You may then file a written statement of disagreement, or you may ask that your original request and our denial be attached to all future reports of your PHI. If we agree to honor your request, we will change your PHI, inform you of the change, and tell any others that need to know about the change to your PHI. 
• Your right to a paper copy of this notice. You can ask us for a copy of this notice at any time. 
• Person to contact for information about this notice or to file a complaint about our privacy practices. If you have any questions about his notice, wish to file a complaint about our privacy practices, feel that we may have violated your privacy rights, or disagree with a decision we made about access to your PHI, please contact our Office Manager. You may also send a written complaint to the Secretary, U.S. Department of Health and Human Services, 200 Independence Ave. S.W., Washington, D.C. 20201. Your complaint will not alter or affect the care we provide to you. 
• If you agree to have your picture taken in this facility, we reserve the right to use it, without contacting you for promotional uses only (without printing your name).  
• Effective Date of this notice. This notice is in effect as of April 14, 2003. 
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