Ahwatukee Physical Therapy
New Patient Paperwork

Worker Compensation

Patient Information

Name: Email:
Date of Birth: Age: Sex: Height: Weight: Marital Status: ____
Home Phone: Work Phone: Cell Phone:

Which number may we disclose personal clinical information on? [JHome [JWork [JCell (JOther:

Address: City: State: Zip:

Emergency Contact: Relationship: Phone:

Employer Information

Employer Name: Phone Number: Position:

Address: City: State: Zip:

Referring Doctor

Doctor’s Name: Phone Number: Fax Number:

Address: City: State: Zip:

Worker’s Compensation Information

Insurance Company: Claim Number: Injury Date:
Claims Address: City: State: Zip:
Adjuster: Phone Number: Fax Number:

| certify that all of the information above is to the best of my knowledge and belief true, correct and complete. | will inform
Ahwatukee Physical Therapy of any demographic changes to remain consistent with treatment, billing purposes and conducting
internal administrative activities

Signature: Date:

Ahwatukee Physical Therapy 4405 E. Ray Rd. Ste. 1, Phoenix, AZ 85044 P: 480-785-1043 F:480-785-1124



History and Physical Condition Information

Name: DOB: Do you now or have you ever had any of the following?
Problem to be treated: ClAllergies ClAnemia
When did the injury occur: OAsthma OBalance Problems

Have you had treatment for this problem before? [1Yes [1No OBlood borne pathogens CICancer

If yes, when and where:

[CIChanges in appetite [CIChanges in bowel/bladder func.

Briefly describe the history of your present condition: [IChemical dependency ~ LIDepression

[(IDiabetes CTrouble keeping balance

OIDifficulty swallowing ~ [Dizzy spells

CIFever/chills/sweats [OHeadaches
Have you ever had physical therapy before: [1Yes [INo

[(IHearing Problems [(IHeart Attack
Are you currently pregnant? [1Yes [INo [IHeart Disease ClHernia
Are you currently taking any medications? [1Yes [INo OHigh Blood Pressure OKidney/liver problems
If yes, please list all medications OLung problems CIMetal Implants
(Medicare patients please attach a separate list): ] ) o
CIMultiple sclerosis CINausea/vomiting
CINervous Disorders [(dOsteoporosis

[COPacemaker/defibrillator CIPain at night

List any other illness or surgeries that have occurred in the LParkinson’s disease LIRheumatoid Arthritis
past year: [ISeizures CISensitivity to heat/ice
LIShortness of breath LIStomach ulcers
[IStroke CIThyroid problems
Please list any other major illnesses or surgeries, both related o )
and unrelated to your current state, that have occurred: [lvision Problems [IWeakness/fatigue
CWeight loss/gain Clother:
Are your symptoms: — TN
. . . ) ()
[JGetting better [1Staying the same []Getting worse oy Yy
= 2O
How are you able to sleep at night? . K f’ ‘ ,\‘\
CJFine CDModerately difficult [1Only with medication j ll | ‘ | \j E,’ \
/ '/ 0 I‘\ 4 / \ N
On a scale from 1-10, where 0 is no pain and 10 is worst pain / ,»"J g\‘\ \ ,/ /.{/ LY
imaginable, how much pain do you experience at best and // /‘,’ L \‘I N /,‘ e [ 4 \}\\
worst? Select up to three. Tl \ | / ]m@: T / ™
\ I" \ ‘l
o 01 02 O3 04 Os O 07 08 09 10 Vol \ {
{ \ [
Please diagram to the right your areas of discomfort using the \ }i /.‘ ‘\ ,"\ /
following key: \] j / \\ [5 </
| [
XXX = Aching 000 = Numbness/Tingling Y/ L} / f\
— . . . et b Q;J Lo
///=Stabbing SSS: Shooting
Signature: Date:
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Finance Policies

Ahwatukee Physical Therapy is committed to providing the highest level of medical care to our patients. To ensure that
our patients fully understand our billing process, we ask that you read and sign this financial policy statement.

Cash Accounts: Payment is due at time of service.

Private and Group Insurance Plans: You are required to pay your copay or portion of your deductible at time of service,
both which you are responsible for. The support staff of Ahwatukee Physical Therapy will bill your insurance company
once you have provided you insurance information and a copy of your insurance card/cards. This service is provided as a
courtesy to you; you are ultimately responsible for prompt and full payment for all services provided. We accept cash,
check and all major credit cards. Please be advised that there will be a $25 charge to your account for returned checks.

Your insurance is a contract between you, your employer if applicable, and your insurance company. It is the
responsibility of the patient to know their benefits if prior authorization is required by their insurance company prior to
physical/occupational therapy treatments. Failure to obtain authorization may affect the benefits paid by your insurance
company. It is your responsibility to pay for all the services regardless of any agreement you have with an insurance
company, employer, union, government or legal suit.

If your insurance company fails to pay the claim in a timely manner, you are responsible for the payment of the contact
amount in full.

Medicare: We at Ahwatukee Physical Therapy are authorized by Medicare to provide physical/occupational therapy
services. We will submit a completed claim electronically to Medicare for you.

Should the account be referred for collections, the undersigned shall pay reasonable collections expenses including
attorney’s fees.

I authorize Ahwatukee Physical Therapy to furnish my insurance company and my physician with all information
requested concerning my illness or injury. | authorize and assign any and all money payable to me under the terms of any
insurance policy, contract or third party entitlement as a result of the services provided by Ahwatukee Physical Therapy
to Ahwatukee Physical Therapy. | understand that | am financially responsible for all charges not covered by my
insurance.

Signature: Date:
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Notice of Patient Information Practices

This notice describes how medical information about you may be used or disclosed and how you can get access to information.
Please take the time to read it carefully.

Ahwatukee Physical Therapy (ATP) is required by law to protect the privacy of your personal health information, provide this notice
about our information practices and follow the information practices that are described herein.

Uses and Disclosures of Health Information

ATP uses your personal health information primarily for treatment, obtaining payment for treatment, conducting internal
administrative activities and evaluating the quality of care that we provide. For example, ATP may use your personal health
information to contact you to provide appointment reminders, or information about treatment alternatives or other health related
benefits that could be of interest to you.

ATP may also use or disclose your personal health information without prior authorization for public health purposes, for auditing
purposes, for research studies and for emergencies. We also provide information for any reason you may later revoke that
authorization to stop future disclosures at any time.

In any other situation APT’s policy is to obtain your written authorization before disclosing your personal information. If you provide
us with a written authorization to release your information for any reason, you may later revoke that authorization to stop future
disclosure at any time.

APT may change its policy at any time. When changes are made, a new Notice of Information Practices will be made available to you.
You may also request an updated copy of our Notice of Information Practices at any time.

Patient’s Individual Rights

You have the right to review or obtain a copy of your personal health information at any time. You have the right to request that we
correct any inaccurate information in your records. You also have the right to request a list of instances where we have disclosed
your personal information for reasons other than treatment, payment or other related administrative purposes.

You may also request in writing that we don’t use or disclose your personal health information for treatment, payment and
administrative purposes except when specifically authorizes by you, when required by law or emergency circumstances. Ahwatukee
Physical Therapy will consider such requests on a case by case basis, but the practice is not legally required to accept them.

Concerns and Complaints

If you are concerned that PT may have violated your privacy rights of if you disagree with any decisions wwe have made regarding
access or disclosure of your personal health information, please contact our office at the address listed below. You may also send a
written complaint to the US Department of Health and Human Services. For further information on Ahwatukee Physical Therapy’s
health information practices or if you have a complaint, please contact the following:

Ahwatukee Physical Therapy
4405 E. Ray Rd. Ste. 1, Phoenix, AZ 85044
Phone: 480-785-1043 Fax: 480-785-1124

I have read and fully understand Ahwatukee Physical Therapy’s Notice of Patient Information Practices. | understand that Ahwatukee
Physical Therapy may use or disclose my personal health information for the purpose of carrying our treatment, obtaining payment,
evaluating the quality of services provided, and for any administrative operations related to treatment or payment. | understand |
have the right to restrict how my personal health information is used and disclosed for treatment, payment, and administrative
operations if | notify the practice. | also understand that Ahwatukee Physical Therapy will consider requests for restriction on a case
by case basis, but does not have to agree to requests for restrictions.

I hereby consent to the use and disclosure of my personal health information for purposes as notice in Ahwatukee Physical Therapy’s
Notice of Patient Information Practices. | understand that | retain the right to revoke this consent by notifying the practice in writing
at any time.

Signature: Date:
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Cancellation Policy

In consideration of your fellow patients and providers, please notify us if you are unable to
keep your scheduled appointment at least 24 hours in advance. This will help alleviate
scheduling conflicts, which result in longer patient wait times in addition to helping therapists
uphold their schedules and maximizing continuity of care.

Failing to notify with 24 hour notification or failure to present to your appointment may result
in a $25 charge per occurrence.

I have read and understand the 24 hour notice policy, knowing | may be penalized for non-
compliance.

Signature: Date:
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Consent to Treat

l, , hereby give consent to receive treatment for

Patient’s name

physical therapy at Ahwatukee Physical Therapy starting as of

Today’s date

Signature: Date:
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