FOUNDATIONperformance
sports medicine

PATIENT HISTORY OF CURRENT INJURY

Name: Today's Date:
Occupation: R. Handed: L. Handed: Ht. Wt.
Have you ever been a patient here before? Yes No if Yes, forthe __ same or ___ different problem?

Please indicate for which body region you are seeking treatment:

_ Neck __ Elbow __ Ankleffoot

____Mid Back ____Hand/wrist ____ Other

____Low Back ____Hip

____Shoulder ___ _Knee

When did your symptoms start? Date Can you identify a cause for your symptoms? ___ Yes ___ No

If yes, please specify:

Have you ever had similar symptoms in the past? Yes__ No ___If yes, when?

Have you recently had the following tests? Yes __ No___ If yes, check all that apply:

____ X-Rays _____ Blood tests _____Echocardiogram
_____CTscan _____ Myelogram _____ Other (please list):
_____MRI __ Stress Test

______Bone scan __ Pulmonary Function Test

__ _EMG _ EKG

Pain rating: Indicate your average level of pain by circling the appropriate number on the scale below:

0 1 2 3 4 5 6 7 8 9 10

| Pain free I Pain so severe you

would call 9-1-1

Describe the character of your pain? (What does it feel like... sharp, dull, achy, etc?)

Is the pain there all the time (constant)? Yes No
Does the pain move or radiate anywhere? Yes No ,:} M\
If yes, describe location of radiation or numbness: \{; ':»1 (
ol e, A
N e
Do you have numbness, tingling, or weakness? Yes No | o 9) l __J v
If yes, please describe: / .l/ \i \ / ! {__!I\
J ‘,.".‘ R\ \ /f K'I: i) "\'\h'-.
. . . | [ A
Please use the body diagram to the right and shade areas of pain —> ) \ | / % '. ‘%
|‘ Il |'
Have you had any changes in your bowel, bladder, or sexual function as a result | I1 |l | A [
of your symptoms? Yes___ No { !\ | \ ] ,’
\ | |'|l \ il f
- - . ) ire
What activities/positions make your pain worse? / ,"j \ / fg_-'\
s Yol 129

What activities/positions make your pain better?
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Have you previously seen, or are you currently seeing, any other health care provider for this problem?

__Yes ____ _No If yes, check all that apply:

___ Physician ___ Podiatrist

__ Physical Therapist __ Dentist

__ Osteopath ___ Other, please list:

____ Chiropractor

Please check those treatments listed below that have been tried in the past:

Physical Therapy Tens Unit None
Chiropractic Injections Other (please describe):
Acupuncture Medications

MEDICAL HISTORY - Please check YES or NO

Allergies Yes__ No___ Depression Yes __ No___ Multiple Sclerosis Yes _ No___
Anemia Yes__ No___ Diabetes Yes __ No__ Osteoporosis Yes _ No___
Anxiety Yes __ No___ Dizzy Spells Yes __ No__ Parkinson’s Yes __ No___
- Emphysema/ Rheumatoid
Arthritis Yes__ No__ Bronchitis Yes__ No___ Arthritis Yes__ No___
Asthma Yes__ No___ Fractures Yes__ No___ Seizures Yes __ No___
Cancer Yes No Gallbladder Yes No Speech Problems | Yes No
— — Problems — — e
Hepatitis Yes__ No___ Cardiac Conditions Yes__ No___ Strokes Yes__ No___
Tuberculosis Yes__ No___ High blood pressure | Yes__ No___ Thyroid Disease Yes__ No___
Metal Implants | Yes No Incontinence Yes No Cardiac Yes No
— — — — Pacemaker e
Circulation . -
Problems Yes _ No___ Kidney Problems Yes _ No__ Vision Problems Yes _ No___
Currently Chemical
Pregnant Yes___ No__ Dependency Yes__ No__

Describe any other conditions or explain above conditions:

Surgical History __ Check here if a surgical history was provided

Surgery type: When (MM/YYYY): |/
Surgery type: When (MM/YYYY): |
Current Medications __ Check here if a medication list was provided

Drug: Dosage: Reason for taking:

Drug: Dosage: Reason for taking:

Job Description/Social Activities (physical tasks, amount of sitting, lifting, desk work, etc.):

What are your goals for your course of physical therapy?

Patient Signature: Date:

Therapist Name (Print and Sign):
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ATTENTION:

If you are attending today’s physical therapy evaluation and have not obtained an order,
prescription, or referral from a physician, please read the following:

The Rhode Island Practice Act for Physical Therapy states:

Whenever a patient seeks or receives treatment from a physical therapist without referral from a doctor of medicine,
osteopathy, dentistry, podiatry, chiropractic, physician assistant, or certified registered nurse practitioner, the physical
therapist shall:

(1) Disclose to the patient, in writing, the scope and limitations of the practice of physical therapy and obtain their
consent in writing; and

(2) Refer the patient to a doctor of medicine, osteopathy, dentistry, podiatry, or chiropractic within ninety (90) days
after the date treatment commenced; provided, that a physical therapist is not required to make this referral after
treatment is concluded,;

Your signature below attests that you have read and understand this notice, and that Foundation Performance Inc. has
made documents available to you which satisfy the above-listed requirements.

Patient Name (Printed) Patient Signature Date
Parent or Guardian (Printed) (if patient is under 18) Parent or Guardian Signature Date
Staff Witness (Printed) Staff Witness Signature Date

CONFIRMATION OF REFERRAL (THIS SECTION TO BE COMPLETED AT A LATER DATE)

Your signature below attests that Foundation Performance, Inc. referred you to the following physician:

Patient Name (Printed) Patient Signature Date

Parent or Guardian (Printed) (if patient is under 18) Parent or Guardian Signature Date

Staff Witness (Printed) Staff Witness Signature Date



Name
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REGISTRATION

Today’s Date

First Middle Initial Last
Male or Female  Marital Status: Married Single Other DOB Age
Address
Street PO Box Apt #
City State Zip
Home Ph - - Work Ph - - Cell Ph - -

Are you a student?

What is your occupation?

PART-TIME STUDENT

FULL-TIME STUDENT
Employer:

How did you hear about us?

| AM NOT A STUDENT

EMERGENCY CONTACT:

REMINDER CALLS

You may receive a reminder call the day prior to your appointment. This is a courtesy service which we make every

NAME

TELEPHONE #

effort to conduct on a regular basis. It is ultimately your responsibility to manage your appointments.

List the phone number that we should contact for reminder calls:

MAILING LIST

Provide your e-mail if you would like to receive news about special events at Foundation Performance.

E-MAIL:

PHYSICIAN INFORMATION
Primary Care Physician

Location

Facility, Practice, or Office Name (if Applicable)

City State
Phone - - Fax - -
Referring Physician
Location

Facility, Practice, or Office Name (if Applicable)

City State
Phone - - Fax - -
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RELEASE OF LIABILITY

| do hereby acknowledge that | have been informed of the need for a physician’s approval for my participation in a
physical therapy or exercise/fitness program. | also acknowledge that it has been recommended that | have a yearly
or more frequent physical exam and consultation with my physician concerning health and physical activity so | might
have his/her recommendations. | acknowledge that | have had a physical exam and have my physician’s approval for
physical activity, or that | have decided to participate in physical activity and use exercise equipment without approval
of my physician and do hereby assume all responsibility for my participation in this program. | hereby authorize
Foundation Performance Inc. to conduct physical therapy and or exercise services.

Patient Name (Printed) Patient Signature Date
Parent or Guardian (Printed) (if patient is under 18) Parent or Guardian Signature Date
Staff Witness (Printed) Staff Witness Signature Date

PRIVACY AND INFORMATION

| understand that Foundation Performance Inc. complies with HIPPA and will protect my Protected Health Information
(PHI) and will use it as allowable by law in the treatment, billing, and collection pertaining to my care until my case
is closed and full payment is received. | also authorize the release of any information pertinent to my case to any
insurance company, adjuster, or attorney for the purpose of securing payment under this policy of insurance or to any
medical provider associated with my case to effectively treat me. The authorization is in effect until 90 days from the
date the last bill is collected.

HIPPA REGULATIONS A photocopy of this Assignment shall be considered effective and valid as the original. | also
authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney for the
purpose of securing payment under this policy of insurance under the HIPPA guidelines.

Patient Name (Printed) Patient Signature Date

Parent or Guardian (Printed) (if patient is under 18) Parent or Guardian Signature Date

Staff Witness (Printed) Staff Witness Signature Date
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HEALTH INSURANCE INFORMATION

PRIMARY Health Insurance Co Name
ID Number
Policy Holder Name Policy Holder Date of Birth

Relationship to patient

SECONDARY Health Insurance Co Name
ID Number
Policy Holder Name Policy Holder Date of Birth

Relationship to patient

ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO HEALTH PROVIDER

Insurance Company/Companies Name(s)

I hereby instruct the above named insurance company/companies to pay by check made out to and mailed directly to:
Foundation Performance Inc. for professional or medical expenses allowable and otherwise payable to me under my current
insurance policy as payment toward the total charges for professional services rendered. THIS IS A DIRECT ASSIGNMENT OF
MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the above-mentioned
assignee and | have agreed to pay, in a current manner, any balance of said professional fees for non-covered services and/or fees,
over and above the insurance payment or as required by my insurance policy.

Patient Name (Printed) Patient Signature Date
Parent or Guardian (Printed) (if patient is under 18) Parent or Guardian Signature Date
Staff Witness (Printed) Staff Witness Signature Date

If your injury is MOTOR-VEHICLE ACCIDENT related:
Date of Accident Location of Accident (State)
Claim #

Insurance Carrier Liable for Medical Expenses

Name of Insurance Representative / Adjuster / Claims Manager

Insurance Phone Number

If your injury is EMPLOYMENT / WORKER’'S COMPENSATION related:

Date of Loss Location of Loss (State)

Employer

Employer Phone

Employer Address
Claim #

Insurance Carrier Liable for Medical Expenses

Name of Insurance Representative / Adjuster / Claims Manager

Insurance Phone Number
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APPOINTMENT POLICY

PLEASE READ'!

We would like to ensure that all clients receive the utmost in quality care and service, and that
each client will have scheduled appointments according to their needs and our availability.
Consequently a cancellation and no show policy have been implemented. Missed and cancelled

visits are controllable variables that can help keep the cost of services down. Your cooperation is
greatly appreciated.

If you must cancel an appointment we request that you provide at least 24-hour notice.

e Any cancelled visit with more than 24 hours notice will not be subjected to a fee.

e Any cancelled visit with less than 24 hours notice will be subjected to a
$25 cancellation fee.

e Any missed visit without prior notice will be subjected to the full visit amount.

e Clients who repeatedly violate the appointment policy may forfeit their time
slots.

| have read and agreed to the appointment policy explained above.

signature date



