


PATIENT INFORMATION
MI

NAME: l'::
Crty zip code

ADDRESS:

TELEPHONE:

_Married _Widowed _Divorced _Single EM PLOYER:

EMAIL: Referred by:

REFERRING PHYSICIAN: TELEPHONE:

PRIMARY PHYSICIAN: FAX

Medicare Patients: Are you currently receiving or have you had any nursing care or therapy services performed at
home within the last month? _yes _no
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Phf

MEMBER ID MEMBER ID

GROUP OUP {:

CARDHOLOER DHOLDER

RELAIIONSHIP TO C,H ooB _J_ J_ REl. TIONSHIP TOC,H

EFFTCTIVE DATE:

PLAN YEAR

DoB: _J_J_

EFFECTIVEDATT: __J_J_
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COPAY: COINSURANCE COINSURANCE

EOUCTIBLE: S_

OUT OF
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S Used:

NO

NO
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UMBER OF VISITS PER CALYR:
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RIOR AUTfl- NEEOEO:
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REFFERAI. NEEDTD:

PRIOR AUTH. NEEDEO:

YES

YES
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ACKNOWLEDGEMENT OF RECEIPT
OF

NOTICE OF PRIVAGY PRACTICES

My signature below indicates that I have been given the Notice of
Privacy Practices for Excel Physical Therapy LLC and Excel PT LLC.
I recognize that outside of purposes for treatment, for payment, for
certain healthcare operations or as permitted or required by law I

must give my written authorization to Excel Physical Therapy LLC
and Excel PT LLC to release any of my protected healthcare
information.

Patient's or Authorized Representative's Printed Name & Date

Patient's or Authorized Representative's Signature

BOII-144 PN Receipt Acknow. 4-10-03 Copyrights Protected By BCMS, lnc.
Written Authorization For Use Required



8)(C8 FINANCIAL POLICY

PATIENT NAME:

As a service to our patients, Excel Physical Therapy will file claims with insurance
companies. We will not however. become involved with disputes between you and your
insurance company regarding covered charges, secondary insurance, usual and customary
charges, etc. except to provide information as necessary. Patients are responsible for
notifying Excel Physical Therapy of any limitations in their insurance coverage, such as

charge or procedure limitations or prelened provider requirements. Failure to notifu
Excel Physical Therapy of limitations in insurance coverage may result in you being
responsible for payment ofall charges. You are responsible for timely payment of your
account within 30 days of billing. A 1.5 %o per month late charge will be assessed on
accounts with outstanding balances after 30 days. We reserve the right to charse a $50
fee fbr No shows or cancellations on the dav lhe aDDointment is scheduled.

Signature of Responsible Party

Relationship to Patient

PHYSICAL THERAPY

In order to serve you more effectively we would like to clari$, our financial policy and
request authorization to bill your insurance and release information to them. Please read
the following explanation ofour financial policy and notifu us ifyou have any questions.
The charges are for therapy services provided by Excel Physical Therapy LLC and Excel
PT LLC limited liability companies (hereafter ref'erred to collectively as Excel Physical
Therapy). These services may include evaluation, treatment and documentation. Supplies
and equipment provided may result in additional charges.

Your signature indicates that (1) you understand and agree to the provisions of the
agreement as noted above. (2) you authorize payment of any insurance benefits directly
to ExcelPhysical Therapy. (3) you authorize release of medical information to the
referring physician and insurance company(s) or their representatives by telephone, in
writing or in person. (4) you understand that you are responsible to pay any charges not
covered by your insurance company.

Date



I. NAMf,
FIRST

2. GENERAL HEALTH STATUS
Please rate your health:

LAST

iiExcellent I I Good

MI

IFair [l Poor

Have you had any major life changes during past year?

(e.g., new baby, job change, death of a family member; [J Yes ! No

3. SOCIAL HEALTH HABITS
Currently smoke tobacco? ! Yes tr No # ofpacks per day _
Smoked in past? trYes tr No Year quit

4. FAMILY HISTORY (lndicate whether mother, father, brother/sister, aunt/uncle, or grandmother/grandfather,
and age ofonset ifknown)

Heart disease Arthritis:tr
tr
!

!
tr
tr

tr
E
!

Diabetes

Cancer:Hypertension:

Stroke: Psychological: _

s. CURRENT CONDTTTON(S) /CHTEF COMPLATNT(S)

Describe the problem(s) for which you seek physical therapy

Osteoporosis

Other:

When did the problem(s) begin (date)?

Is your problem work related or due to a motor yehicle accident? YES NO

What makes the problem(s) better?

What makes the problem(s) worse?

What are your goals for physical therapy

Are you seeing anyone else for the problem(s)?

6. TESTS (Have you had any medical tests for problem?
Ifyes, please list

What happened?

If yes. please list,



7. MEDICATIONS

a) Do you take any prescription medications? lYes tl No

lfyes, please list:

b) Do you take any nonprescription medications or supplements? Yes No

If yes, please list

8. MEDICAL/SURGICAL

! Aahritis
E Brokenbones/fractures

lJ osteoporosis

I Blood disorders

[-] Circulation/vascular

I Heart problem

! High blood pressure

fJ Lung problems

I Stroke

fl Diabetes/high blood sugar

b) Please list any surgeries:

L.l Low blood
sugarihypoglycemia

[! Head injury

ll Multiple sclerosis

l! Muscular dystrophy

fl Parkinson disease

I l Seizures/epilepsy

! Allergies

lJ Developmental or growth
problems

I J Thyroid problems

! Cancer

E Infectious disease
(eg,tuberculosis/,hepatitis)

I Kidney problems

E Repeated infections

E Ulcers/stomachproblems

I Skin diseases

! Depression

E other medical conditions:

c) Have you had any ofthe following symptoms in the last month? (Check all that apply.)

D Chest Pain

tl Heart palpitations
l] Cough
U Hoarseness

ll Shortness of breath
Ll Dizziness or blackouts
t1 Coordinationproblem
Ll Difficulty sleeping

ll Loss ofappetite
ll Nausea./vomiting
I l Difficulty swallowing
ll Bowel Problems
I Weight loss/gain

(l Urinary problems
n Weakness in arms/legs
ll Loss ofbalance

l] Difficulty walking
tr Joint pain/swelling
! Pain at night
! Fever chills/sweats
D Headaches

L-l Hearing problems
ll Vision Problems

tr Other:

a) Please check ifyou have ever had:



EMERGENCY MEDICAL CARE AGREEMENT

lffor any reason I would require medical care I authorize EXCEL Physical Therapy to
contaot

a Emergency Medical Services (91l)

o My primary physician Name Phone

o Name
Home

Relationship
Work Phone

I authorize EXCEL Physical Therapy to contact the individuals and emergency services
indicated above.

SIGNATURE DATE
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