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Welcome!

We are pleased that you have selected Premier physicalTherapy & Sports
Performance (PPT) for your rehabilitative care and physical therapy needs. Our

goal is to have you pain free and functional again in as short of time as possible, but
physical therapy is a process and based upon your diagnosis and current status, this

process may take a few days or a few months. please let us know how we can
serve you best since you are the reason why premier physical Therapy & Sports

Performance was founded. We hope you enjoy your time with us as we dedicate
ourselves to helping you reach your full recovery potential.

Please fill out the attached forms legibly, accurately and completely. This
information will be held in strict confidence in accordance with HIpAA as

amended and is essential to ensure your understanding of our billing
procedures, our determination of your physical therapy diagnosis and

developing your complete, individualized, functional planofcare. you have
access to your records upon request at any time (subject to record retention
regulations). We will require five to ten business days notice to comply with

your request fully.

Thank you !

The ty Premier Physical Therapy Team



Premier Physical Therapy & Sports performance (ppT)
ln Partnershtp with Fallon physical Therapy

Patient lnformation

Last Nanle

DOB n Male D Female

_._,__Apt#_Ciry ST-Zip
Primary Tel€phonc Number (

EmailAddress

I 
- 

cell/ Home

Fi.st Name M

SSf Ioptionall

Relerring Doctorl Phone ( Ncxt follow-up?

Name and phonc # olcontact in case of an emergency:

Havc you receivcd any treatmenLs this ycar, such as chrropractic, physical, occupational, or spcech therapy? E yES r NO

Insurance Information:
Primarv lnsurance

Insurancc Company

Enrploy€r

DOB Relationship to Patient

Insurancc Company

DOB Relationship to Patienr

lniury lnformation:

Is your injury job related? Yf,S NO Dateotinjury

Is your injury duc to a motor vehicle accrdent? YES NO Dateofinjury

Is your injury duc to a Premrses Liabiliry? YIS NO Dareofrnjury

Is your rnjury due to an Assault or Bdneryl y[S NO Dare ol rnjury

Ihcrcby authorize paymcnt ofmedical benefits billcd lo my insurance ro PIL I hcrcby accept rcsponsibility for payment forany
servicc(sl providcd to mc which is not covercd Lry nry insurancc I also accept responsibility lor lccs which exceed payment by my
insurancc ifthc Practicedoes notparticipate with my insurance. I agree to pay al1 copaymcnrs, coinsuranc€, and deductibles ar thc
tinre (he service is rendered

Signaturcof patientorlegal guardian/representative Date



Premier Physical Therapy & Sports I)erformance (ppTl

Please Read & Initial All ..

- 

Cancellation Policv We requcst that whcn possiblc you give us 24-hour noticc ifyou necd !o cancel an
appointment We are flcxiblc and understand that situations bcyond our control do arise. We will work wirh you
to get your appointment reschcdulcd wrthout pcnalty ilyou call us pnor to your appointmcnt time. By injrialing,
youacknowledgethatitisaLourdiscrctiontochargcyoualccof$85ilyou.nocall,noshow,,anappointmenL

- 

Financial Policv I understand that I am financially responsible for all chargcs for services to me, including
the balance remaining after payments olpossible insurancc bencfits I understand that when applicablc, my
paymcnt portion is collected at thc time services arc rcndcrcd Ihcrebyauthorizcpaymenrofmedicalbcneits
billed to my insurancc to qll I hereby acccpt rcsponsibility for paymcnt for any servjce[s] provided to me
rvhich is not covcrcd by my insurancc. I also acccpt responsibilrty for lccs which cxceed payment by my
insurance ifthe Practice does not participate with my insurancc I agrcc to pay all copaymcnts, coinsurance, and
deductibles at thc timc the servrce is rendcrcd

Collection Policvi I undcrstand that any outstanding balancc on my account may bc rclerred to an outside
collection agency or altorncyj if so, a collection fcc of 33olo will bc addcd to thc total balance dLrc at the time my
account(s) are referrcd Mcthods oacontact may includc using prc'rccorded/artificialvoice mcssages and/or use
ofan automatic dialing devrce, as applicablc By initralrng, I havc read this disclosure and agrcc that
PPT/collechon agency/attorney may contact mc as dcscribcd abovc

Assienment of Benefits lauthorizcpaymcntolnredrcal bcncfrts to mc or the names provided lor
prolessional \crvrccs rcndcrcd by PPT

- 

Commitment aqreemcnt I understand the commrtmcnt to the process ol physical therapy I understand to
dedicate mysellto scheduling appointments according to my doctor's prcscription or therapist's discretion Bc
conslstcnt in my attcndancc by nol missinB schedulcd appoin!mcnts. Be dcdjcatcd ro my home exercise program and
sclf-treatment so I can achi€ve the best possiblc rcsults.

- 

Treatment Consent I authorizc any and all physrcal thcrapy rc{.luircd to bc performcd by Prcmler Physrcal
Therapy & Sports Performancc

Minors / Children / Chaperone I rccognrzc that any Minors/Children/Chaperone that may
accompany mc to my appointmcnts will bc my rcsponsibility and I acccpr liability for their actions in
and around the lacility and I release LVPP'l from all rcsponsibility and liability I agrcc to comply with
the requests of the stall il my minor's/childrcn's/chapcronc's actions bccomc drsruptivc I

understand only paticnts arc allowcd in thc trcatmcnt arca lor cvcryonc s salcty, IIowcvcr, my
chaperone may accompany mc to thc trcatment arca if mcdically neccssary

_ Contact You agree in orcler-for PPT/Collection Agcncy to servicc your account, collect any
amounts you may owe or convey any othcr inlormation rcgarding your treatment (including, but not
limited lo, appoinLments, insurance inlormation, health carc rnlormation, surveys, marketing
contenl, and/or balance forwards, etc.), PItT/Collecfion Agcncy may contact you by telcphone at any
tclcphonc numbcr associatcd with your account, including wirclcss tclcphonc numbers which could
result rn charges to you. PPT/Collection Agcncy may also contact you by tcxt mcssagcs or cmails
using any email addrcss or any lclcphonc nunlbor you havc providcd to us at any Lrmc

Signature of paticnt or lcgal guardian/representativc Dat€



Premier Physical Therapy and Sports Performance {PpT)
HIPAA lnformation and Consent Form

The Hcalth Insurancc Portability and Accountability Act ItllPAA) provides sateguards to protectyour privacy. Implementation
of HIPAA rcquirements officially began on April 14,2003 N4anyofthcpolicieshavebeenourpracticeioryearsThisformisa
"iriendly" vcrsron n nrore completc tcxt, as amcndcd, is postcd in thc officc and is available upon requesr

What thrs rs allabout Specifically,therearerulesandrestrictronsonwhonrayseeorbenodnedoiyourProtectedllcalrh
lnfornration(Plll)'lhcscrcstrictjonsdonotincludcthcnormalinterchangcolinformationnecessarytoprovid€youwithotfice
scrvicclttlll)AAprovidcsccrtainrightsandprotcctionstoyouasthcpticntWcbalancethcscnccdswithourgoalolproviding
you with qualily p.ofcssional servicc and care. Additional iniornration, illustrations and che lull complete law, whrch includes
cducalional vidcos, are available from the U S Departmentoilleal!handllumanServices wwwhhs.eov

Wc havc adoptcd thc following policies:

I lraticnt inlornration will be kept confidenrial except as is ncccssary to providc scrvices or to ensurc all administrarivc mattcrs
rclated !o your care are handled appropriately. This spccincally includcs the shanng ol rnlormatron with other healrhcarc
providers,laboratorics, and hcalth insurance payorsas is ncccssaryand appropriate ioryourcare Patient liles may be storcd in
open file racks and will not contain any coding which identjfies a patient's condition or info.marion which is not alrcady a maRcr
olpublic rccord l he normalcourse ofproviding care means that such rccords may bc lelt, at least tcmporarily, in adninistratrvc
arcas such as the lront office, examination room, etc Thosc rccords will not be availabl€ to persons other lhan olncc sra[l You
agrcc to thc normal procedures utilized within the olfice for thc handling of charts, paticnt records, PHI and othcr documcnts

2ltisnotthcpolrcyofthrsoffic€toremindpatientsoftheirappointnrcnts If, however, we choose to do so, we may do this by
telephonr,cmail.USmail,orbyanymeansconvcnientforthcpracliccand/orasrequesledbyyou.Wemayscndyouothcr
comnrunications inlorming you of changes to office policy arrd ncw tcchnology whrch you might nnd valuable or intormativc

3 Thepracticcutilizcsanumberofvendorsintheconductolbusincss ThesevendorsmayhaveaccesstoPHlbutmustagrec!o
abrde by thc confidcntiality ftrles of HIPAA and have bcen oflcrcd Busincss Associate Contracts to execute

4 You undcrstand and agree to random inspections olthc officc and rcview ofdocun€nts which may includc PHI by
governn)ent agcncrcs or rnsurance payors in nornral pcrtornancc o! thcir duties

5 You agrce ro bnng any conccrns or complaints regarding privacy to (hc attention ol the HIPAA Compliancc Officcr or thc
physrcaltheraprst lfyou do not believe your complaints arc bcing heard or acted upon you may contact llllS

6 YoDr confidcntial iniormarion will not be used for the purposes oi nlarkcting or advertising of products, goods

7 Wc agrec !o providc paticnts wrth access to their records in a timely nranner in accordance wilh state and fed€ral laws

8 Wc may changc, add, dclctc or modilyanyolthesc provisions to bctterscrvc thc nceds olboth PPTand the paticnt

9 You havc thc right to rcqucst restrictions in the usc olyoLrr protccted hcalth inlornration and to request changc in certain
policies uscd within thc oliice concerningyour PHI llowcvcr,wcarcnotobligatcdtoalterinlernalpolicicstocontormtoyour

do hereby consent and acknowlcdge my agreement to thc tcrms sct forth
in the HIPAA INFORMATIoN FORM and any subsequcnt changes in office policy. I understand that this
conscnt shall rcmain in forcc from this time forward even thou8h amendments may be enacted.
DATED:



HIPAA Right of Access Form for Family Member/Friend

I, authorize Premier Physical Therapy & Spons
Performance, their billing company(ies), affitiates and/or payers (collectively known as
"Company") to discuss my case/treatment (includinB, but not limited to, appointments,
treatment, biiljng, and/or anything related to my case/treatment) and/or disclose and release
my protected health information described below to:

Na me:

Relationship:

Address:

City, State & Zip:

CellH Home fl: Other:

Health lnformation to be disclosed upon the request of the person named above
(Check either A or B):

A. Disclose my complete health record (including, but not limated to, diagnoses, lab tests,
prognosrs, treatment, appointments, and brlling, for all conditions)

B Disclose my health record, as above/ BL,T do not disclose the following (check as
appropriate):

_Mental health records

Communicable daseases (including HIV and AIDS)

_Alcohol/drug abuse treatment

_Other (please specrfy):

Form of Disclosure: I authonze Company, to disclose mV protected health information verbally,
electronically, through an onhne portal, and/or via hard copy unless another format is mutually
agreed upon between Company and designee.

This authorization shall be effective until (check one).
All past, present, and future periods, OR

Until (date) unless lrevoke it. (NOTE: You may
revoke this authorization in wnting at any time.)

Name of the lndividual GivinB this Authorization Date of birth

SiBnature ofthe lndividual Giving this Authorization Date

HIPAA Authority fo. Right of Access: 45 C.F R



Premier Physical Therapy and Sports
Performance (PPT) Medical History

(Fcderal regulations rcquire a medical history to be included in your medical chart)

Patients Namel

l)o you havc/or ever had any of the lirllowing:

l)rabetes
High Blood Pressure

Heart Disease
Heafl Attack
Pacemaker
Headaches (chronic)
Kidney Problems
Nervous I)isordcrs
Visual/hearing Impairments
Numbncss

Sensitive I Icat4ce
Currently Pregnanl
Other Allergies
Previous Surgery
FIemia
Seizures
Metal Implants
Cancer
I'cripheral Ncuropathy
'J'ingling

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes Ncr

Yes No
Yes No

Ycs No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other health condition(s) past or present:

List Relevant Surgeries I

Date of past Surgcries:_

Medication Name

Are you presently taking any medication? Yes No

Condition

2

3

4
5

6

'fhe above infbrmation is corect and complete to the bcst ofmy knowledge. information and bclief

DatePatient Signature



Patient Health Ouestionnaire

Dete

1. ChiefComplaint

A. Dol/Surgery

L What tests have you had for you symptoms and whcn were they performed?

A. Xrays Date B. MRI Da C CT Scan Date

C. ln general would you seyyour overall health righ! now is,....

l. Excellent 2. Very Good 3 Good 4.Fair 5 Poor

2. How often do you experience your symptolns? Indicate wh€re you have pain or other
symptoms
A Constantly (76-100%
C. Occasionally (26-50%

day) B. Frequenrly (51-75% ofthe day)
day) D.lntermiuently [0-25% ofthe day]

oIthe
ofth€

)$n\t

'{td

.'a:-''-
ii'i"-4\

3. Whatdescribes the nature ofyoursymptoms?
A Sharp B. DullAch€ C Numb D.Shooring E. Burning F Trngling

4. How are yourS'.mptoms Changing?
A Getting Better B Notchanging C. certingWorse

5. During the pas! 4 Weeks, indicate the average intensity of your symptoms?
None Unbearablc

0 1 2 3 3 4 5 6 7 8 I 10


