Orthopedic & Spine Physical Therapy
Health History Form

Patient Name: Date of Birth:
Medical History — Have you yourself ever experienced any of the following:

Heart Disease OYON Stroke OYDON Osteopenia/porosis O Y ON
Seizures OYON Abdominal Pain OYON Cancer OYON
Shortness of Breath OYON Fatigue OYON Pregnancy (Current) O Y ON
Bowel/Bladder Problem O Y OON Weakness OYON Pacemaker OYON
Headaches OYON Diabetes (Type___)} LJY LIN Unusual Weight Loss [ Y LIN
Numbness OYON Abnormal Swelling OOY LN High Blood Pressure Y LN
Dizziness OYLON Psychiatriclssues [1Y [N Tobacco Use OYON

In the past 3 months, have you experienced any significant changes in your physical or mental health? O Y ON

Surgeries? OJY ON List:

How is your general health: O Poor [OFair [Good O Excellent (check one)
List other health problems:

Current Problem - The problem for which you are seeking Physical Therapy treatment:

What is the main complaint? When did it start?
What started it (Injury, Surgery, Unknown, Work or Car Accident)?
Is it getting: [0 Worse [J Better [J Staying the same (check one)

What treatments have you had so far, and did they help?

Specifically, what makes you feel better?

Specifically, what makes you feel worse?

Is your pain: [0 Constant O Not Constant (check one)
Are you worse in the: [ Morning [0 Afternoon [0 Evening (check one)
Have you had: [0 X-Ray 0 MRI [J CT Scan [0 Nerve Test  (check all that apply)

What diagnosis have you been given by your doctor?

Are you currently working? O Y OON What are your job tasks?

Pain — Based on a 0 — 10 scale (0 is none, and 10 is the most severe), please rate your pain:
Now Highest in the last 72 hours Lowest in the last 72 hours

Current Medications —
Name: Dosage: Frequency: Route:

Emergency Contact Information:

Name: Relationship: Phane:




Orthopedic & Spine Physical Therapy
Consents & Authorizations Form

Assignment of Insurance Benefits

[ authorize that the payment of my insurance benefits, including Medicare and/or other private
insurance companies, be made directly to Orthopedic & Spine Physical Therapy for services rendered. If
tam paid directly, | will promptly pay Orthopedic & Spine Physical Therapy all monies.

Initials
Guarantee of Payment
| understand that payments designated as patient responsibility are due at time of service, and that
payments toward deductible and co-insurance are estimates. The exact amount due will be known after
allinsurance claims process. Any balance remaining on my account will be billed to me monthly, and |
guarantee | will pay the amount due by the billing statement due date. Any overpayment on my
account will promptly be refunded.

Initials
Certification of Information
I certify that the insurance coverage/payment information | have provided to Orthopedic & Spine
Physical Therapy for payment, including but not limited to Medicare, private insurance carriers, or any
other insurance carriers is accurate and truthful. 1 understand that ifatany time during treatment my
health insurance coverage changes, it is my responsibility to notify the office.

Initials
Collection Agency
funderstand that accounts that are delinquent after 90 days will be placed with a collection agency and
assessed a 30% collection fee. This amount will be added to the outstanding balance on my account and
subject to additional administration fees, attorney fees and/or court fees as applicable.

Initials
Cancellation/No-Show Policy
As a courtesy to our staff and other patients awaiting appointment times, | understand that | must
provide 24-hour notice when needing to cancel appointments. | understand that Orthopedic & Spine
Physical Therapy reserves the right to charge a $50 fee for late cancellation or no-show appointments.

Initials
Retuned Check Fee
I understand that in the event of a returned check, a fee of $35 will be added to my account balance.

Initials
Appointment Reminders
| agree to receive appointment reminders via text message to ( ) (mobile number}.
I understand that standard message and data rates may apply.

Initials

Patient Name (printed) Patient Date of Birth

Signature of Patient or Responsible Party Date

updated 1.1/13/2020



850 Walnut Bottom Road, Suite 306
Carlisle, PA 12013

AUSPT

F 717-241-2240 Orthopedic & Spine Physical Therapy

wivww, 0spipa.com

ACKNOWLEDGEMENT OF OUR NOTICE OF PRIVACY PRACTICES

This Notice of Privacy Practices describes how we, our Business Assaociates, and their subcontractors
may use and disclose your protected health informaticn (PHI) to carry out treatment, paymentor
healthcare operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health
information” is information about you, including demographic information, that may identify you and
that relates to your past, present or future physical or mental health condition and related healthcare
services. The Notice of Privacy Practices is NOT an authorization.

Orthopedic & Spine Physicat Therapy has a Notice of Privacy Practices available for you at the front desk,
posted in our waiting room, and posted on our website. Please ask our staff if you have any questions
about this notice or if you would like to have a copy.

Please list the names of any individuals whom you permit to access your protected health information or
make inquiries about your medical condition and treatment at Orthopedic & Spine Physical Therapy (i.e.
spouse, parents, children).

| hereby acknowledge that | have received or have been given the opportunity to receive a copy of
Orthopedic & Spine Physical Therapy's Notice of Privacy Practices.

Patient Name (printed) Patient Date of Birth

Signature of Patient or Responsible Party Date

UPDATED JUNE 12, 2017





