[image: image1.jpg]C
ommitment Physical Therapy




Screening Form

Patient Information:

Name: (Last) _______________________ (First) ____________________________________

Address: ____________________________________________________________________

City: _______________________State: ______________Zip code ______________________ 

Home phone # (___) _____-_______          Social Security #_______-________-___________

Occupation: ______________Date of Birth: ___/___/___ Age: ___Gender: Female__ /Male__

Name of a friend or relative in case of emergency: ______________Phone: _______________

Visit Information:

Referral: Yes___ No ____ Name of referring Physician________________________________

Workers Comp Case: Yes___ No ___

Date of Injury: ___ /____ /____ (please give approximate date if unknown)

Please describe the injury or onset of the current problem______________________________

____________________________________________________________________________

About your injury or problem: (please check all affected areas)

____Neck       ___Upper back     ___ Forearm    ___Chest     ___ Shoulder          ___Knee

____Elbow     ___Lower back     ___Wrist         ___Hand       ___Finger             ____Hip ____Thigh      ___Upper arm       ___Calf           ___Ankle      ___Foot                ____Toe

Affected Side:     ____Right
            _____Left          _____ both

Dominant Hand: ____Right

_____Left

How long have you had this present condition? ______________________________________

Have you been treated for this condition before? _____Yes

_____No

If yes please list treatment _______________________________________________________

History:

Please list any drug allergies: ____________________________________________________

Do you have any of the following diseases?

Yes
No

Yes
No


Yes
No

___
___Stroke
___
___Heart Attack
___
___High Blood Pressure

___
___Diabetes
___
___Thyroid Disease
___
___Respiratory Disease 

___
___Asthma 
___
___Liver Problem
___
___Stomach Ulcer

___
___Seizure
___
___Heart Problem
___
___Kidney Problem

___
___Cancer
___
___Bleeding Problem


___
___Family History of Anesthesia Problems

___
___Family History of Bleeding Problems

Please list any medications you are taking on the Medication Form Attached to the back of this packet.

Do you Smoke? ____Yes ____ No

Do you drink excessive alcohol? ____Yes ____No

Please list any previous surgeries, hospitalizations, serious injuries or accidents ____________________________________________________________________________ Patient’s Signature: __________________________________ Date: _______/______/______
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11741 Southwest Highway Palos Heights, IL 60463

Phone: 708-361-8052
 Fax: 708-361-8053

Patient Consent Form

I understand that, under the Health Insurance Probability and Accountability Act of 1996 (HIPPA), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third- party payers.

· Conduct normal health care operations such as quality assessments and physician certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I have been given the right to review such Notice of Privacy Practices prior to signing this consent. I understand that this corporation has the right to change its Notice of Privacy Practices from time to time and that I may contact this corporation at the address below to obtain a current copy of the Notice of Privacy Practices.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying on this consent.

A Copy of this consent is to be considered as valid as the original.

By signing of this document, I agree that I have read it, understand it, and agree to be bound by its terms and conditions.

Patient Name: (please print) _________________________________________________
Signature of Insured: ______________________________________ Date: ___/___/____

Signature of patient,

Or parent if minor: ________________________________________________________

Relationship to patient: ____________________________________Date:___/____/____

Pain Chart and Instruction                                  

1 – Body Chart
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Indicate on the body chart below where your pain is located at the present time
2 – Please check significant symptoms of pain:
_____  Aching

_____
Throbbing
_____
Burning
_____
Spasmodic

_____
Periodic
_____
Dull

_____
Sharp

_____
Radiating

_____
Stabbing
_____
Numbness
_____
Soreness
_____
Tingling

_____
Discomfort
_____ After Activity
_____
Pins and Needles

3 – Pain Level:

My current pain level is a #________. (Use pain scale below)

  0
1
2
3
4
5
6
7
8
9
10

__/_____/______/_____/______/_____/______/_____/______/_____/______/__
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11741 Southwest Highway Palos Heights, IL 60463

Phone: 708-361-8052 
Fax: 708-361-8053
Acceptance Form and Payment Policy

ACCEPTANCE OF SERVICES:

I understand by signing this agreement, I authorize provision of products and/or services provided by Commitment Physical Therapy P.C. as out patient physical therapy clinic. I also understand that my physician prescribes the product and/or services provided by Commitment Physical Therapy P.C. and that it is necessary that I remain in the care of my attending physician during the course of my therapy.

RELEASE OF MEDICAL/INSURANCE INFORMATION AUTHORIZATION:

I hereby authorize the release of all my medical history, services rendered, or treatments received from my physician(s) or hospital(s) to Commitment Physical Therapy P.C. in order to process insurance claims. I also hereby authorize Commitment Physical Therapy P.C. to furnish my insurance carrier(s) all information acquired during the course of my examination and or treatment to my employer, prospective employer, and or insurance carrier as required.

FINANCIAL POLICY STATEMENT:

If you have INSURANCE we will bill your insurance as a courtesy to you.  If we participate with your plan, we will collect any co-pay at the time of service. Any deductible, coinsurance or non-covered charges will be due from you upon receipt of Explanation of Benefits.  If we do not participate with your plan, all charges not paid in full by your insurance will be due from you upon receipt of the Explanation of Benefits.  Prior to your first visit, every effort will be made to verify your insurance benefits. While we take reasonable action to provide accurate physical therapy benefit information for your plan, be aware that verification of benefits is not a guarantee of payment from your insurance carrier. Secondary insurance will be your responsibility to file and collect.

I understand that I am financially responsible for, and agree to pay for; any charges relating to services rendered which are not reimbursed under this claim, whether due to denial of payment or partial payment. These charges include, but not limited to, deductibles, co-payments, denials for concurrent care, non-covered services, and insolvency or either inability to pay by a PPO, or insurance company.

ASSIGNMENT OF INSURANCE BENEFITS:

I authorize direct payment of insurance benefits by my insurance company to Commitment Physical Therapy P.C. In the event that my insurance carrier does not accept assignment of benefits, I understand that payments may be sent directly to me and that I am obligated to endorse a direct sent such payment to Commitment Physical Therapy P.C. for payment of my bill.

A copy of this form is to be considered as valid as the original. By signing of this document, I agree that I have read it, understand it, and agree to be bound by its terms and conditions.

Patient Name: (please print) ______________________________________

____________________________

______/_____/_____________
Signature of patient/ guardian



Date
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11741 Southwest Highway Palos Heights, IL 60463

Ph 708-361-8052 Fax 708-361-8053

PROVIDER 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. 

Uses and disclosures of health information: 

We use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that your receive. Continuity of care is part of treatment and your records may be shared with other providers to whom you are referred. Information may be shared by paper mail, electronic mail, fax, or other methods. 

We may use or disclose identifiable health information about you without your authorization for several reasons. Subject to certain requirements, we may give out health information without your authorization for public health purposes, for auditing purposes, for research studies, and for emergencies. We provide information when otherwise required by law, such as for law enforcement in specific circumstances. In any other situation, we will ask for your written authorization before using or disclosing any identifiable health information about you. If you choose to sign an authorization to disclose information, you can later revoke that authorization to stop any future uses and disclosures. 

We may change our policies at any time. Before we make a significant change in our policies, we will change our notice and post the new notice in the waiting area. You can also request a copy of our notice at any time. For more information about our privacy practices, contact the person listed below. 

Individual Rights: 

In most cases, you have the right to look at or get a copy of health information about you that we use to make decisions about you. If you request copies, we will charge you only normal photocopy fees. You also have the right to receive a list of instances where we have disclosed health information about you for reasons other than treatment, payment or related administrative purposes and other than when you explicitly authorized it. If you believe that information in your record is incorrect or if important information is missing, you have the right to request that we correct the existing information or add the missing information. 

Complaints: 

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your records, you may contact the person listed below. You may also send a written complaint to the U.S. Department of Health and Human Services. The person listed below can provide you with the appropriate address upon request. 

Our Legal Duty: 

We are required by law to protect the privacy of your information, provide this notice about our information practices, follow the information practices that are described in this notice, and obtain your acknowledgement of receipt of this notice. 

Patient Name: (please print) ______________________________________

__________________________

______/_____/_____________
Signature of patient/ guardian



Date
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11741 Southwest Highway

Palos Heights, IL 60463

Ph: 708-361-8052 Fax: 708-361-8053

Cancellation and no Show Policy

When an appointment is scheduled, you have a specific time with your therapist. Failure to attend your session hinders your recovery process and disrupts the scheduling for the therapist.

ANY COMBINATION OF THREE CANCELLATIONS AND NO SHOWS WILL RESULT FROM YOUR BEING DISCONTINUED FROM THE PROGRAM AND NOTIFICATION OF THE DOCTOR AND THE INSURANCE CARRIER. TO CONTINUE THERAPY YOU MUST RETURN WITH A NEW PRESCRIPTION.

Workman’s compensation or your primary insurance carrier may interpret missed appointments by believing that the client is better and/or disinterested in recovery.

This will have negative effects on your compensation.

Patient Signature _________________________ Date ____/____/________
Medications I am Currently Taking:

Right 





Left





Left 





Right
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