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19 North Main Street, Suite 1A
Sherborn, MA , 01770
p. 508. 545. 2352
f. 508. 545. 2354
PLEASE PRINT CLEARLY AND COMPLETE ALL ITEMS FOR PROPER PROCESSING OF YOUR CLAIM
SEC 1

NAME

SEX
FIRST

MI

STREET

APT.#

M

F

LAST

ADDRESS
#
PHONE

CITY

STATE

MOBILE

ZIP

D.O.B.

EMAIL
EMERGENCY CONTACT

PHONE

HOW DID YOU HEAR ABOUT US?

SEC 2
MD REFERRED

MD REFERRAL LIST

INSURANCE CO. WEBSITE

PHYSICAN'S NAME
SIGN/DRIVING BY

FORMER PATIENT
PATIENT NAME

FACE BOOK/ NEXT DOOR

INTERNET SEARCH ENGINE (GOOGLE, YELP)

HEALTH COVERAGE

SEC 3
PRIMARY INSURANCE

PCP

(PRIMARY CARE PHYSICIAN)

(NAME)
SUBSCRIBER
SEC 4

PCP TOWN

TYPE OF INJURY

IS THIS INJURY RELATED TO AN ACCIDENT AT WORK? OR AN AUTO ACCIDENT?

YES

NO

PROTECTED HEALTH INFORMATION CONTACT CONSENT
I CONSENT TO RECEIVE APPOINTMENT REMINDERS VIA TEXT AND EMAIL, AND OTHER HEALTHCARE COMMUNICATIONS/
INFORMTION AT THE EMAIL ADDRESS AND/OR PHONE NUMBERS PROVIDED ABOVE

PATIENT INITIALS

SEC 5
CONSENT FOR TREATMENT
I THE UNDERSIGNED, A PATIENT OF BACK TO YOU PHYSICAL THERAPY & SPORTS MEDICINE INC., DO HEREBY CONSENT TO
TREATMENT AS PRESCRIBED BY MY PROVIDER, A LICENSED PHYSICAL THERAPIST IN THE STATE OF MASSACHUSETTS.
I HAVE READ AND UNDERSTAND THE CONSENT FOR TREATMENT
SEC 6

PATIENT INITIALS

HIPAA NOTICE OF PRIVACY PRACTICES

WE ARE REQUIRED BY LAW TO MAINTAIN THE PRIVACY OF OUR PATIENTS, AND PROVIDE INDIVIDUALS WITH A NOTICE OF OUR
LEGAL DUTIES AND PRIVACY PRACTICES WITH RESPECT TO PROTECTED HEALTH INFORMATION. YOUR SIGNATURE BELOW IS TO
ACKNOWLEDGE THAT YOU HAVE BEEN GIVEN A NOTICE OF OUR PRIVACY PRACTICES.
PATIENT SIGNATURE

DATE

PATIENT HEALTH QUESTIONNAIRE
Name:________________________________ Date of Birth:_______________Age:_____________Right / Left Hand dominant
Please shade in areas on body diagram below to indicate current areas of pain:

What is the reason for your visit? __________________________________
Have you had Physical Therapy in last 12 months? YES or NO How many visits? _____
Have you had Home Care? YES or NO
Are your symptoms:
Height ______________

If YES, what was Discharge date ___/___/____

□ Improving □ Getting Worse (Evolving and/or Changing) □ Staying the Same □ My pain is
different depending on the activities □ My pain (fluctuates in intensity and duration, is unpredictable)
Weight __________________

Have you had x-rays, MRIs, or other special tests performed for your current problem? Yes / No Please give dates and results.
______________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Are you currently pregnant? Y / N Do you have allergies/latex sensitivity? ________________________________________
Medical History (check conditions that may apply)
___ Arthritis
___ Low blood sugar/hypoglycemia
___ Broken bones/fractures
___ Head injury
___ Osteoporosis
___ Multiple Sclerosis
___ Circulation/vascular problems
___ Bowel or Bladder problems
___ Heart Problems
___ Parkinson’s Disease
___ High blood pressure
___ Seizure/epilepsy
___ Pacemaker/Defibrillator
___ Developmental/growth problems
___ Stroke
___ Thyroid problems
___ Diabetes
___ Dizziness
___ Headaches
___ Cancer (type) _________________
___ Lung problems
___ Other:_____________________

___ Tuberculosis
___ Hepatitis, HIV+, infectious disease
___ Shortness of breath/chest pains
___ Unexplained weight loss/gain
___ Ulcers/stomach problems
___ Vision problems
___ hearing problems
___ Balance problems, history of falls
___ Nausea/vomiting
___ Depression

List all past surgeries (month/year)_________________________________________________________________________________
_____________________________________________________________________________________________________________
List all medications you are currently taking__________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Patient Signature:_____________________________________________________________Date:__________________________
19 North Main Street, Suite 1A, Sherborn, MA, 01770
p. 508. 545. 2352
f. 508. 545. 2354
www,backtoyoupt.com

Patient Subjective
Patient Name: ___________________________
1) Are your symptoms:

DOB: ______________________

□ Improving
□ Getting Worse (Evolving and/or Changing)
□ Staying the Same □ My pain is different depending on the activities
I perform (fluctuates in intensity and duration, is unpredictable)

2) Do you use an assistive device? □ None □ Cane □ Walker □ Wheelchair □ Other:___________________________
Did you use an assistive device prior to current injury/conditions? _________________________________________________
3) Hobbies/ Interests/ Exercise/ what would you like to get back to doing?
______________________________________________________________________________________________________________________________
4) Occupation: _______________________________________________________
Presently working: □ Yes □ No
If Yes, □ Full Duty □ Limited Duty: Restrictions: __________________________
# Days Off Work: ___________
Job Duties: □ Sitting □ Computer Work □ Bending □ Heavy Lifting □ Traveling □ Standing □ Reaching
□ Crawling □ Twisting □ Walking □ Pushing/Pulling □ Gripping/Pinching
□ Other: _______________________________________________________________________________
5) Are you now, or have you ever been disabled (service or work)? □ Yes □ No
If Yes, when? __________________
If Yes, please explain: _______________________________________________________________________________
6) What is your current living arrangement? □ Alone □ Spouse □ Partner □ Family □ Other:
__________________________________________________________________________________________________________________________________
Does your home have stairs? □ Yes □ No If Yes, # of stairs: ___________________________________________________________
If Yes, do your stairs have handrail? □ Yes □ No If Yes, which side going up? □ Right □ Left □ Both
7) Do you currently use any Tobacco products? □ Yes □ No If yes, what type? ____________ Frequency: ______________
8) What is your height? __________________ What is your weight?_________________ Please read the attached
documentation on good nutritional habits. Controlling weight can minimize stress through weight bearing
joints and manage pain. See attached article from Harvard Medical School.
9) Have you fallen in the past year? )? □ Yes □ No
If Yes, when? __________________________________________
If Yes, did fall result in any injury? ______________________________________________________________________
If your fall resulted in injury, please ask your doctor if you could benefit from vitamin D supplementation.
_______________________________________________________________
Patient Signature:

Date: ________________________________
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 CART

FREE HEALTHBEAT SIGNUP

SHOP ▼

SIGN IN

What can we help you !nd?

HEART HEALTH

MIND & MOOD

PAIN

STAYING
HEALTHY

CANCER

DISEASES &
CONDITIONS

MEN'S HEALTH



WOMEN'S
HEALTH

Healthbeat {/healthbeat}

Why weight matters when it comes to joint pain

If you're having the occasional twinge of joint pain when you go for a walk or climb stairs, or you're worried about arthritis because a parent had
it, one step toward prevention is to check your weight.
There are two ways that being overweight raises your risk for developing osteoarthritis (the most common joint disorder, which is due to wear
and tear on a joint). First, excess weight puts additional stress on weight-bearing joints (the knee, for example). Second, in"ammatory factors
associated with weight gain might contribute to trouble in other joints (for example, the hands).
Let's look at weight and your knees. When you walk across level ground, the force on your knees is the equivalent of 1½ times your body weight.
That means a 200-pound man will put 300 pounds of pressure on his knees with each step. Add an incline, and the pressure is even greater: the
force on each knee is two to three times your body weight when you go up and down stairs, and four to !ve times your body weight when you
squat to tie a shoelace or pick up an item you dropped.
Losing a few pounds can go a long way toward reducing the pressure on your knees — and protecting them. For example, research has proven
that a sustained 10- to 15-pound weight loss in obese young people can translate to a much lower risk of osteoarthritis later in life.

The best tactics for losing weight
Increasing physical activity has many health bene!ts and can help you shed weight. But stepping up your exercise alone is rarely enough to help
you lose weight. Every pound you'd like to shed represents roughly 3,500 calories. So if you're hoping to lose half a pound to one pound a week,
you need to knock o$ 250 to 500 calories a day. A good way to start is to try to burn 125 calories through exercise and eat 125 fewer calories
each day.
Don't forget that the math works both ways: indulging in an extra 100 calories a day without burning them o$ can leave you 10 pounds heavier
at the end of a year! Over time, routine treats like a scoop or two of ice cream, a calorie-packed co$ee drink, or visits to the cookie or candy jar
can tip the scales in the wrong direction.
For ways to lose the extra weight and live with less pain, buy Healthy Solutions to Lose Weight and Keep it O$
{https://www.health.harvard.edu/special_health_reports/the-joint-pain-relief-workout}, a Special Health Report from Harvard Medical School.
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Protected Health Information Policy
Consent to Email, Phone Call, or Text Usage for Appointment Reminders and
Other Healthcare Communications:
Patients of Back to You Physical Therapy & Sports Medicine Inc. may be contacted via email,
phone call, and/or text messages to remind you of an appointment, to obtain feedback on your
experience with our healthcare team, and to provide general health reminders/personal health
information. If at any time you provide an email or text address at which you may be contacted,
you provide your consent to receiving appointment reminders and other healthcare
communications/information at that email or text address from Back to You Physical Therapy
& Sports Medicine. You also provide your consent to receive text messages from Back to You
Physical Therapy at your cell phone and any number forwarded or transferred to that number, or
from emails to receive communication as stated above. You understand that this request to
receive emails and text messages will apply to all future appointment reminders/feedback/health
information unless you request a change in writing. Back to You Physical Therapy does not
charge for this service, but standard text messaging rates may apply as provided in your
wireless plan (contact your carrier for pricing plans and details).

Secure and encrypted communication options:
Emails with more sesnsitive protected health information can be encrypted upon request.
Patients can communicate any Protected Health information or message your provider through
our secure patient portal. Login link available upon request.
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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.
OUR COMMITMENT TO YOUR PRIVACY
We understand that medical information about you and your health is personal. We are committed to protecting medical information
about you. We create a record of the care and services you receive at our office and that are otherwise brought to our attention. We
need this record to provide you with quality care and to comply with certain legal requirements. This notice applies to all of the
records of your care generated by this office’s personnel.
USES AND DISCLOSURES: We will use and disclose elements of your protected health information in the following ways without
your signed authorization:
Treatment: Your health information may be used by staff members or disclosed to other health care professionals for the purpose of
evaluating your health, diagnosing medical conditions, and providing treatment.
Payment: Your health information may be used to seek payment from your health plan, from other sources of coverage such as an
automobile insurer, or from credit card companies that you may use to pay for services. If necessary, information may be used for an
outside collection agency to collect any balance due to this facility.
Health Care Operations: Your health information may be used as necessary to support the day-to-day activities and management of
Back to You Physical Therapy & Sports Medicine, Inc.
Law Enforcement: Your health information may be disclosed to law enforcement agencies to support government audits and
inspections, to facilitate law enforcement investigations, and to comply with government-mandated reporting.
Appointment Reminders: Our practice may use and disclose your personal health information to contact you to remind you of a
scheduled or missed appointment. We will also use your health information to confirm your first appointment with this facility.
OTHER USES AND DISCLOSURES REQUIRE YOUR AUTHORIZATION: Disclosure of your health information or its use
for any purpose other than those listed above requires your specific written authorization. If you change your mind after authorizing a
use or disclosure of your information you may submit a written revocation of the authorization. However, your decision to revoke the
authorization will not affect or undo any use or disclosure of information that occurred before you notified us of your decision to
revoke your authorization.
Individual Rights: You have certain rights under the federal privacy standards. These include the right to:
•request restrictions on the use and disclosure of your protected health information. This must be done in writing, dated and signed by
you.
•receive confidential communications concerning your medical condition and treatment by alternate means. This must be described in
writing and signed and dated by you.
•inspect or receive copies of your protected heath information. This requires a signed and dated request and payment for the copies.
•amend or submit corrections to your protected health information. This must be a signed and dated request that we are not required
to grant.
•receive an accounting of how and to whom your protected health information has been disclosed. This must be a signed and dated
request.
•receive a printed copy of this notice at your request.
Duties of Back to You Physical Therapy & Sports Medicine, Inc.: We are required by law to maintain the privacy of your
protected health information and to provide you with this notice of our privacy practices. We are also required to abide by the privacy
policies and practices that are outlined in this notice.
Right to Revise Privacy Practices: As permitted by law, we reserve the right to amend or modify our privacy policies and practices.
These changes in our policies and practices may be required by changes in federal and state laws and regulations. Upon request, we
will provide you with the most recently revised notice on any office visit. The revised policies and practices will be applied to all
protected health information we maintain.
Complaints: If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter
outlining your concerns to either Back to You Physical Therapy & Sports Medicine, Inc. If you believe that your privacy rights have
been violated, you should call the matter to our attention or may also contact the U.S. Department of Health and Human Services.
You will not be penalized or retaliated against for filing a complaint.
Effective Date: This notice is effective on or after April 1, 2011.

