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  □   Northeast          □   Lexington
        □   Batesburg/Leesville
          □   Camden

REGISTRATION

(Please Print)

Name ______________________________ SSN ____________________ Sex __M__F
Address ________________________City______________State_______ Zip_______
Home # ________________Cell # _______________Birthdate____________Age____
Referred by __________________________  Family Physician __________________
Email Address __________________________________________________________
Employed by ___________________________ Occupation ______________________
Business Address __________________________ Business Phone ________________

In case of emergency, whom shall we notify? _________________________________ Phone # ___________________________________
****Is your current injury related to an automobile accident or an injury that occurred at work?  Yes or No     **** If yes, date of onset? _________________​​___
Assignment and Release

I, the undersigned, certify that I  (or my dependant) have insurance coverage with _______________________ and assign directly to First Physical Therapy all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the payment benefits. I authorize the use of this signature on all insurance submissions. I grant a lien and this document constitutes a lien on any funds paid through settlement, litigation or insurance claim as a result of illness/accident. I direct insurance carrier/attorney to pay directly to First Physical Therapy for services rendered on my behalf.

      Responsible Party Signature

     Relationship

       Date

_______________________________
_________________

____________


Attendance Policy for all patients:
Please try to make all scheduled appointments. If you are unable to make  an appointment, please call us 24 hours prior to your scheduled appointment time so that we may open up this time for other patients and reschedule you if necessary. Failure to cancel within 24 hours will result in a $25.00 fee which will be due before being seen on your next appointment. 
As a courtesy to other patients, we may not be able to see patients who arrive 15 minutes late for their appointment. Those who are late may be rescheduled at the next available appointment time.

Patients who do not show for 3 appointments will be taken off the schedule so that we may accommodate other patients.

Attention Worker’s Compensation Patients:

Please be advised, in the even you do not show for a scheduled appointment, your adjuster and/or employer will be notified immediately. You will be held responsible for the $25.00 fee, not worker’s comp.

I have read and understand the above attendance policy.

Sign __________________________________  Date __________________ 

PATIENT CONSENT FORM

For Treatment, Payment, or Health Care Operations


The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal health care information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment, payment or health care operations.


As our patient we want you to know that we respect the privacy of your personal medical records and will do all that we can to secure and protect that privacy.  We strive to always take reasonable precautions to protect your privacy.  When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your healthcare information and information about treatment, payment or healthcare operations, in order to provide healthcare that is in your best interest.


You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing.  Under this law, we have the right to refuse to treat you, should you choose to refuse to disclose your Personal Health Information (PHI).  If you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI.  You may not revoke actions that have already been taken which relied on this or a previously signed consent.


If you have any objections to the form, please ask to speak to our HIPAA Compliance Officer. 


You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy practice notice.

_________________________
_________________________
__________


      Print name



      Signature


      Date

Medical History

Type of Injury:  __________________________ Date of Onset: _________________
Please describe how injury occurred: _______________________________________

List any medications you are presently taking (if any): ________________________
Have you had any x-rays taken for this injury? 
(  ) yes 

(  ) no

Circle what best describes your pain:    
 sharp 
      dull        aching        shooting

Circle what best describes your symptoms:     constant       intermittent      occasional

What makes your pain feel worse? (circle all that apply)

Sitting


Laying down

Reaching

Climbing

Standing

Walking

Bending

Driving

Leaning

Stooping

Lifting


Dressing

What makes your pain feel better? ________________________________________
Please mark on the diagram, the locations of the symptoms you are currently feeling:
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firstphysicaltherapy

targeting pain




X 
pain
_ _ _  
tingling
…….  
numbness
On a scale from 0 – 10, 0 being no pain, 5 being 

moderate pain and 10 being the worst pain imaginable 

(example: sticking a red hot poker in your eye) please 

rate your pain based on the last 30 days.

________    Now
________    Best
________    Worst

Circle YES or NO

Do you have a history of cancer?

YES
NO

Do you have a pacemaker?


YES
NO

Do you have hypertension?


YES
NO

Do you have bowel/bladder problems?
YES
NO

Are you diabetic?



YES
NO

Are you pregnant?



YES
NO

Please list any other relevant past medical, surgical or orthopedic history: ________
_______________________________________________________________________

