TENSEGRITY

PHYSICAL THERAPY

NAME DATE

Circle YES or NO

Have you or any immediate family member ever been
told you have:

Self Family
Cancer? Yes No Yes No
Diabetes? Yes No Yes No
High Blood Pressure? Yes No Yes No
Heart Disease? Yes No Yes No
Angina/Chest Pain? Yes No Yes No
Stroke? Yes No Yes No
Osteoporosis? Yes No Yes No
Osteoarthritis? Yes No Yes No

Rheumatoid Arthritis? Yes No Yes No

In the past 3 months have you had or do you
experience:

A change in your health? Yes No
Nausea/Vomiting? Yes No
Fever/Chills/Sweats? Yes No
Unexplained weight change? Yes No
Numbness or Tingling? Yes No
Change in appetite? Yes No
Difficulty in swallowing? Yes No
Changes in bowel or

bladder function? Yes No
Shortness of breath? Yes No
Dizziness? Yes No
Upper Respiratory Infection? Yes No

Are you currently:

Pregnant? Yes No
Depressed? Yes No
Under stress? Yes No

Check all that apply...I currently have difficulty:
O Walking O Standing 0O Driving O Lifting
O Getting up from a chair O Bending at the waist

If you are accustomed to regular exercising, check

the ones that give you difficulty now:

O Playing Sports O Running O Calisthenics

Circle YES or NO

Do you have a history of:

Allergies/Asthma? Yes No
Headaches? Yes No
Bronchitis? Yes No
Kidney Disease? Yes No
Rheumatic Fever? Yes No
Ulcers? Yes No
Sexually transmitted diseases? Yes No
Seizures? Yes No

Are your symptoms: (check one)
O Getting worse O The same O Improving
How are you able to sleep at night? (check one)

O Fine O Moderate difficulty O Only with medication

Check all that apply:
Do you have a problem with:
O Hearing O Vision O Speech O Communication
How do you learn best:
O Seeing 0O Doing O Hearing
Do you or have you in the past smoked tobacco?
YES NO
Ifyes, _ packsaday X___ years.
Last tobacco use
Do you drink alcoholic beverages?
YES NO

If yes, /week.

Date of last physical examination:

List any previous surgeries/dates:

List medications currently using:




NAME

PHYSICAL THERAPY

Please Create a Chart of Your CURRENT Symptoms

(see example)

This list provides some examples of words that
may help describe your pain. Use ALL that apply.

TENSEGRITY

1 - Sharp 7 — Tingling

2 — Shooting 8 — Numb

3 — Burning 9 — Heavy

4 — Dull 10 - Tight

5 — Throbbing 11 — Pulling

6 — Ache 12 — Stabbing

This list provides some examples of words that
may help describe the behavior of your symptoms.

constant (never goes away)

occasionally (daily or less frequent)
infrequently (once a week or month)
previously (no longer present)

mmooOw>

intermittent (relieved with some positions or rest)

variable (sometimes worse than others)

INSTRUCTIONS

1. Draw each area of your pain
or other symptoms on the chart.

2. Choose the corresponding number
and letters from the previous lists to
describe your symptoms or use your
own words.

3. Put the date each area of symptoms
started, for this episode, to the best of
your memory.

4,6-B
3/6/09

EXAMPLE




PATIENT INSURANCE/REGISTRATION FORM

Patient’s Name:

Street Address:

City, State and Zip Code

(If your mailing address is a P O Box-Please list street address along with the P O Box)

Patient’s Phone #: Home Work Cell
E-Mail
Patient’s Employer and Occupation:

Full time Part-time Retired Unemployed

Marital Status/Partner’s Name, Employer and Occupation:

Patient’s DOB: O.D.L. #: S.S.#

Nearest Friend or Relative not living with you in case of an emergency:

Name:

Address:

Home Phone #: Cell #: Work #:

RESPONSIBLE PARTY: (If different from above)

Name: Address:

Phone: Home Cell Work

INSURED INFORMATION: PRIMARY

Is your condition related to an auto accident? Job injury?
Date of injury
Claim # Name of claims manager

Insurance and Name of Subscriber:

Relationship to patient: Self Spouse Child Other
Subscribers DOB:

SS #:

Insurance ID #: Group #:

Send Claims to Address:

INSURED INFORMATION: SECONDARY

Insurance and Name of Subscriber:

Relationship to patient: Self Spouse Child Other
Subscribers DOB:

SS #:

Insurance ID #: Group #:

Send Claims to Address:




By whom were you referred to this office?

Please list other health care providers that might be relevant to your treatment.
(This office will not contact these individuals unless you sign a release of information).

] > )

Please list any medication you are currently taking:

Please read the following:
It is my responsibility:

* to pay the deductible, co-insurance or any other balance not paid by my insurance. Balances over 90 days will be sent
to collections.

to determine if Tensegrity Physical Therapy is a provider for my insurance.
to keep track of my total number of visits. If my visit limit is exceeded I am responsible for billed amount.

* to cancel my appointment before Spm of the day preceding my appt to avoid a $75.00 cancellation fee. This fee also
applies to no shows.

to give proper insurance information and update Tensegrity with any changes.

* to inform Tensegrity of claims that are related to a workmans compensation injury or motor vehicle accidents prior to
any treatment. [ understand Tensegrity cannot retro-actively bill any claims that were previously billed to personal
insurance and it will be my responsibility to pay for any claims that are denied because of this. Tensegrity does not
accept 3 party liens. I understand I am responsible for any balance incurred after coverage is exhausted.

* to have a prescription from my primary care physician for treatment if required by insurance.

Patient’s or authorized person’s signature: I authorize the release of my medical or other information necessary to process
this claim. I also request payment of government benefits, private insurance and other health plans to the party who accepts
assignment below.

If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to a reasonable
attorney’s fees and cost of collections.

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of my
records.

I hereby assign all medical and/or mental health benefits to include major medical benefits to which I am entitled, including;
private insurance and other health plans to Tensegrity Physical Therapy

This assignment will remain in effect until revoked by me, in writing. A photocopy of this assignment is to be considered as
valid as the original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I
hereby authorize said assignee to release all information necessary to secure payment.

SIGNED: DATE:

RESPONSIBLE PARTY: DATE:




This form will be retained in your permanent medical records
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

We keep a record of the health care services we provide you. You may ask to see and copy that record.
We will not disclose your record to others unless you direct us to do so, or unless the law authorizes or
compels us to do so. You may see your record or receive further information about it by contacting our
office.

Our Notice of Privacy Practices describes in further detail how your health information may be used and
disclosed and how you can access your information.

By signing below, | acknowledge access to or receipt of the Notice of Privacy Practices.

**patient or legally authorized individual Date

**Printed name if signed on behalf of patient Date

We, the office of Tensegrity Physical Therapy, were unable to obtain a signature from the patient for the
following reason:

Witness Date

Telephone Consent

| hereby give my permission for the office of Tensegrity Physical Therapy to contact me by telephone, if
needed, to discuss any treatment, appointment reminders and/or accounting information.

**patient signature and/or guardian if a minor Date

**You may leave a message on my answering machine Yes No

**| also give my permission that the information may also be given to the following people. (Please
list any Doctors or family members that we my release information to)
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