THERASPORT PHYSICAL AND AQUATIC THERAPY

598 MAIN STREET EAST RAINSVILLE, AL 35986
PHONE: 256-638-1150 FAX:256-638-1158

PATIENT INFORMATION
NAME: DATE:
NAME YOU GO BY: BODY PART BEING TREATED:

MAILING ADDRESS:

CITY: STATE: 2IP:

EMAIL:

HOME PHONE:

CELL PHONE:

BIRTHDATE:

PATIENT SOCIAL SECURITY:

SEX MALE / FEMALE

SINGLE MARRIED WIDOWED DIVORCED

OCCUPATION:

EMPLOYER:

EMPLOYER ADDRESS:

EMPLOYER' PHONE:

IF STUDENT, NAME OF SCHOOL:

IF STUDENT, WHAT SPORTS DO YOU PLAY:

DO YOU WISH TO RECEIVE APPOINTMENT REMINDERS? Y/N

REFERRING PHYSICIAN:

NEXT APPOINTMENT WITH PHYSICIAN:

DATE OF INJURY OR ONSET OF SYMPTOMS:

RESPONSIBILITY PARTY FOR ACCOUNT (GUARDIAN):

NAME:

Date of Birth:

ADDRESS:

CITY: STATE: ZIP:

PRIMARY INSURANCE / ID NUMBER:

SECONDARY INSURANCE / ID NUMBER:

Primary Care Provider:

Phone:

WAS THIS A MOTOR VEHICLE ACCIDENT: YES /NO

IF YES, WHERE DID IT OCCUR?

INSURANCE COMPANY:

ADJUSTER'S NAME / PHONE NUMBER:

DO YOU HAVE AN ATTORNEY? YIN
NAME/ PHONE:

IN CASE OF EMERGENCY / RELEASE OF MEDICAL INFORMATION:

NAME: PHONE:

NAME: PHONE:




THERASPORT PHYSICAL AND AQUATIC THERAPY

598 MAIN STREET EAST RAINSVILLE, AL 35986
PHONE: 256-638-1150 FAX: 256-638-1158

MEDICAL HISTORY FORM

e HAVE YOU EVER HAD TREATMENT FOR THIS PROBLEM BEFORE YES/NO
e HAVE YOU HAD OUTPATIENT PHYSICAL THERAPY THIS CALENDAR YEAR YES/NO
e HAVE YOU RECEIVED HOME HEALTH SERVICES YES/NO

IF YES PLEASE LIST THE DATE OF WHEN YOU WERE DISCHARGED FROM HOME
HEALTH SERVICES:

LIST ANY OTHER MAJOR ILLNESS OR SURGERIES THAT HAVE OCCURRED IN THE PAST YEAR:

DO YOU NOW HAVE /OR HAVE YOU AT ANY TIME HAD ANY OF THE FOLLOWING?

HIGH BLOOD PRESSURE Y/IN HEADACHES Y/N HEART DISEASE Y/N
KIDNEY PROBLEMS Y/N ALLERGIES YIN HEART ATTACK Y/N
NERVOUS DISORDER Y/N HERNIA Y/N HEARING PROBLEMS Y/N
DIABETES Y/N SEIZURES Y/N METAL IMPLANTS YIN
SENSITIVE TO HEAT/ICE  YIN PACEMAKER YIN VISION PROBLEMS YIN
DIZZY SPELLS YIN CANCER YIN PACEMAKER Y/N
PREGNANT Y/N

If yes to any of the above, explain:

Printed Name: Signature:

Date:




THERASPORT PHYSICAL AND AQUATIC THERAPY

598 MAIN STREET EAST RAINSVILLE, AL 35986

PHONE: 256-638-1150 FAX:256-638-1158

AUTHORIZATIONS, HIPAA, AND CONSENT

| CERTIFY THAT THE INFORMATION GIVEN BY ME IN APPLYING FOR PAYMENT UNDER TITLE XIX OF THE SOCIAL
SECURITY ACT IS CORRECT. | AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO
RELEASE TO THE STATE OF ALABAMA AND/OR TENNESSEE OR ITS FISCAL AGENTS ANY INFORMATION NEEDED
FOR THIS OR A RELATED MEDICAID CLAIM. | REQUEST THAT PAYMENT OF AUTHORIZED BENEFITS BE MADE
DIRECTLY TO THERASPORT ON MY BEHALF.

PATIENT AUTHORIZATION FOR PHOTO RELEASE

| HEREBY CONSENT PERMISSION TO THERASPORT TO TAKE AND USE VISUAL IMAGES OF MYSELF OR MY
CHILD/DEPENDENT FOR APPROPRIATE PURPOSES INCLUDING BUT NOT LIMITED TO: PRINT OR ONLINE
PUBLICATIONS, WEBSITE, MARKETING, AND/OR SOCIAL MEDIA. | GIVE CONSENT WITH NO CLAIM FOR PAYMENT
FROM ANY PARTY. ALL IMAGES ARE THE PROPERTY OF THERASPORT.

IREATMENT OF A MINOR

IF THE PATIENT IS A MINOR (UNDER 19 YEARS OF AGE), THE PARENT OR GUARDIAN MUST SIGN BELOW IN
ADDITION TO THE AUTHORIZATION OF TREATMENT. THE PARENT, GUARDIAN, OR UNACCOMPANIED MINOR IS
RESPONSIBLE FOR ANY PAYMENT DUE AT THE TIME OF SERVICE, PROVIDING REQUIRED REFERRALS, INSURANCE,
AND PICTURE ID CARDS.

IREATMENT OF OPEN AREA

| ALSO ACKNOWLEDGE AND UNDERSTAND THAT IT IS THE STANDARD PRACTICE OF PHYSICAL
THERAPY TO HAVE TREATMENT IN AN OPEN TREATMENT AREA WITH OTHER PATIENTS, BUT AGREE
THAT IT IS MY RESPONSIBILITY TO LET THE TREATING THERAPIST KNOW IF | PREFER TO BE TREATED
IN A PRIVATE ROOM OR CURTAINED AREA. ALL EMPLOYEES AT THERASPORT, INC HAVE BEEN
THOROUGHLY TRAINED IN THE IMPORTANCE OF PRIVACY AND DRAPING TECHNIQUES TO PROTECT
YOUR PRIVACY AT ALL TIMES.

Printed name:

SIGNATURE: DATE:




THERASPORT PHYSICAL AND AQUATIC THERAPY

598 MAIN STREET EAST RAINSVILLE, AL 35986
PHONE: 256-638-1150 FAX:256-638-1158

AUTHORIZATIONS, HIPAA, AND CONSENT
PATIENT SIGNATURE AUTHORIZATION/ RELEASE OF INFORMATION

IHEREBY CONSENT TO AND AUTHORIZE THERASPORT TO FURNISH ANY INSURANCE COMPANY,
ORGANIZATION, HOSPITAL, PHYSICIAN, OR PHARMACIST ANY INFORMATION REQUESTED WITH
RESPECT TO ANY PHYSICAL OR MENTAL CONDITION AND/OR TREATMENT OF ME OR MY CHILD.

I'lUNDERSTAND THE INFORMATION OBTAINED BY THIS AUTHORIZATION WILL BE USED TO DETERMINE
ELIGIBILITY FOR INSURANCE AND ELIGIBILITY FOR BENEFITS UNDER MY INSURANCE COVERAGE.
ANY INFORMATION WILL NOT BE RELEASED EXCEPT TO PERSONS OR ORGANIZATIONS PERFORMING
BUSINESS OR LEGAL SERVICES IN CONNECTION WITH THE CLAM, OR AS MAY BE OTHERWISE
LAWFULLY REQUIRED OR AS | MAY FURTHER AUTHORIZE.

I AGREE THAT THIS AUTHORIZATION SHALL BE VALID UNTIL RESCINDED IN WRITING OR REPLACED
BY ONE AT A LATER DATE.

ACKNOWLEDGEMENT TO USE AND DISCLOSE HEALTH INFORMATION FOR
IREATMENT, PAYMENT OR HEALTHCARE OPERATIONS

I UNDERSTAND AND HAVE BEEN OFFERED A THERASPORT NOTICE OF PRIVACY PRACTICES
THAT PROVIDES A MORE COMPLETE DESCRIPTION OF INFORMATION USES AND
DISCLOSURES; THAT | HAVE THE RIGHT TO REVIEW THE NOTICE PRIOR TO SIGNING THIS
ACKNOWLEDGEMENT; THAT THERASPORT RESERVES THE RIGHT TO CHANGE ITS NOTICE
AND PRACTICES.

PAYMENT OF MEDICARE BENEFITS TO PROVIDER EXTENDED AUTHORIZATION

| CERTIFY THAT THE INFORMATION GIVEN BY ME IN APPLYING FOR PAYMENT UNDER TITLE
XVIIl OF THE SOCIAL SECURITY ACT IS CORRECT. | AUTHORIZED ANY HOLDER OF MEDICAL
OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE SOCIAL SECURITY
ADMINISTRATION OR ITS INTERMEDIARIES OR CARRIERS ANY INFORMATION NEEDED FOR
THIS OR A RELATED MEDICARE CLAIM. | REQUEST THAT PAYMENT OF AUTHORIZED
BENEFITS BE MADE DIRECTLY TO THERASPORT PHYSICAL AND AQUATIC THERAPY ON MY
BEHALF.

Printed Name:

SIGNATURE: Date:




