PHysIcAL THERAPY AND SPORTS MEDICINE

* THE MoRRIs CENTER

PATIENT INFORMATION

DATE:

Name:

Last First

Address:

M.I.

Sex: O Male 0 Female

Street

Home Phone: ( )

Social Security #:

City, State
Work: ( )

Zip
ext: Cell: ( )

Date of Birth:

Employer or School:

Martial Status: O Married O Single
O Other

Employer Address:

Street
EMERGENCY CONTACT - Name:

Relationship:

City, State

Zip

Phone: ( )

RESPONSIBLE PARTY

Date of Birth:

Name (Parent/Guardian/Other, who brought minor for therapy):

Address:

Social Security #:

Street
Home Phone: ( )

City, State
Work: ( )

Zip
ext: Cell: ( )

INJURY INFORMATION

How did you hear about us?

Condition is related to: O Work [0 Auto [0 Home [0 Sports [0 Other [0 None

Is a home health agency currently providing nursing services in your home? [ Yes [ No

Date of injury/onset of condition:

If YES, where did you have the services:

Have you had any therapy services in the last 12 months?

or NO

Type of injury:

Referring Physician:

Primary Care Physician:

Referring Physician UPIN #:

(to be completed by Front Office Coordinator)
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Name: Date:

INSURANCE INFORMATION

Primary Insurance Co.: Ins. Phone #: ( )

Group #: Policy I.D. #:

Is patient the subscriber? [0 Yes [ No If NO, then:

Subscriber/Policyholder's Name: Phone #: ( )
Subscriber/Policyholder's Address:

Street City, State Zip
Relationship to Patient: Subscriber/Policyholder’s Date of Birth:

Subscriber/Policyholder’s Social Security #:

Subscriber/Policyholder's Employer & Employer's Address:

Secondary Insurance Co.:

Group #: Policy I.D. #:

Is patient the subscriber? [0 Yes [ONo If NO, then

Subscriber's Name: Relationship to patient:
Subscriber's Employer: Subscriber’s Date of Birth:
Employer’s Address: Subscriber’s Social Security #:

AUTHORIZATION FOR DISCLOSURE
I, a patient of The Morris Center for Sports Medicine, Inc, give my expressed permission to discuss with the
individual(s) | have listed:
Please check appropriate box (es):
O Any aspect of my health care [0 Health information only [ Financial information only

I understand that | am responsible for notifying this office, in writing, of any changes to this authorization to
disclose my personal health information.

Name: Relationship: Phone:( )
Name: Relationship: Phone:( )
Name: Relationship: Phone:( )

A confidential message (i.e.: appointment reminders) may be left on your telephone answering machine or
voicemail.

Please print the telephone number where you want to receive calls about your appointments or other health
information other than your home phone:

( )
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Name: Date:

INFORMED CONSENT
| consent to treatment rendered by The Morris Center for Sports Medicine, Inc. as ordered or approved by my physician. | agree to
participate in The Morris Center for Sport’s Medicine, Inc.’s program to the best of my ability to facilitate a rapid and full recovery.

| consent to having my picture taken for objective analysis of my condition. This information will be used solely for the purpose of
education of myself for my condition and to compare pre and post treatment outcomes. Any other use of this information will require
my written consent.

| understand that some increase in pain may be normal. | must determine how much pain increase is acceptable to me, and | may be
asked to describe any pain using a Visual Analog Scale. | will not be asked to perform activities that increase my pain to a level that
is unsafe or undesirable to me. | will be asked to perform activities, but will not be forced to perform any activity that | believe unsafe.
| will be informed if I’'m seen doing anything unsafe or that jeopardizes my recovery.

CONSENT FOR RELEASE OF INFORMATION
Insurers may release to The Morris Center for Sport’s Medicine, Inc. any information regarding the extent of my insurance coverage,
information concerning the status of claims submitted by The Morris Center for Sports Medicine, Inc., and information regarding
payments made directly to me on those claims. The Morris Center for Sports Medicine, Inc. may obtain any information and/or
medical records pertinent to “treatment” provided from hospitals, physicians, nursing agencies, and other health care providers,
Pursuant to the privacy rule 45CFR164.501 of HIPAA, “treatment” generally means the provision, coordination, or management of
health care and related services among providers or by a health care provider with a third party, consultation between health care
providers regarding a patient, or the referral of a patient from one health care provider to another.

RECEIPT OF PRIVACY PRACTICE NOTICE
| understand that The Morris Center for Sports Medicine, Inc. has provided me with a copy of their Notice of Privacy Practices, which
states how my personal health information (PHI) may be used or disclosed and outlines my rights regarding this information. |
understand that The Morris Center for Sports Medicine, Inc. has the right to change this notice at any time and that | must request in
writing any objections to any of these “uses” or “disclosure”. | may obtain an additional copy of this notice from this office per my
request.

Please check one of the following statements:

O | received a copy of the Privacy Practices O | declined a copy of the Privacy Practices

ASSIGNMENT OF BENEFITS

| understand that | am ultimately responsible for the charges incurred for my services at The Morris Center for Sports
Medicine, Inc. whether the benefits are through Commercial Insurance, Workers’ Compensation or a Third-Party Payors
(i.e.: auto accident).

| also understand that additional information may be required of me to assist The Morris Center for Sports Medicine, Inc. in filing
such claims. | may have to provide information from the following list regardless of my insurance:

Social Security Number

Date of Birth

Copy of Insurance Card (for commercial filing and/or workers’ compensation)
Name of employer, Employer address, phone number and contact person
Auto Insurance

The Morris Center for Sports Medicine, Inc. will file my insurance claims as a courtesy, and understand that any quoted
benefits given at the time of service are not a guarantee of payment. | assign all benefits paid by insurance to be paid
directly to The Morris Center for Sports Medicine, Inc. By my signature below | acknowledge my responsibility and assign
said benefits and verify that | have read and agree to the terms of The Morris Center for Sports Medicine, Inc. Payment
Policy.

Signature of Patient/Guardian Date Witness
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R THE MoRRris CENTER
PHysICAL THERAPY AND SPORTS MEDICINE

MEDICAL HISTORY QUESTIONNAIRE (PLEASE PRINT)

Name: Date:

Date of Onset of Injury/Condition:

Family Physician: Referring Physician:

Have you had surgery for this injury? YES NO  Type of surgery:

If you did have surgery, what was the date of the surgery?

Have you had previous physical therapy for this condition? YES NO
List ALL medication(s) you are allergic to:

e Do you have any sensitivity to latex that you are aware of? YES NO
List medications that you are currently taking, either prescription or non-prescription:

Do you smoke? YES NO Are you currently pregnant or think you might be pregnant? YES NO
Please list any other health care professionals whose care you are currently under for this condition:

YES NO YES NO
O 0O Cancer O 0O Infectious Diseases
O O Chest Pain or Shortness of Breath O 0O Hepatitis
O 0[O Heart Diseases O 0O Headaches Frequent/Severe
O O High Blood Pressure O 0O Hearing/Vision Difficulties
O O Pacemaker O 0O Numbness or Tingling
O 0O Heart Attack O O Dizziness
O O  Stroke or TIA O 0O weakness
O O Congestive Heart Disease
O O Blood Clots Surgery or Injury of any of the following:
O O Circulation Problems O O Neck-Type:
O O  Seizure Disorder or Epilepsy O 0O Back-Type:
O 0O Thyroid Problems O 0O  Shoulder-Type:
O 0O  Asthma, Emphysema or Bronchitis O 0O Elbow-type:
O O Chemical Dependency O 0O Hand-Type:
O O Diabetes O 0O Hip-Type:
O O Rheumatoid Arthritis O 0O Knee-Type:
O O  Other Arthritis Conditions O 0O Ankle or Foot-Type:
O O Fibromyalgia

How has your injury affected you emotionally? Depressiond Withdrawald Angerd Anxietydd OtherOd
None O
What is the severity of your emotional reaction? Scale of 1(low) — 10 (high)

Who is your family/community support?

Is there any other information that would assist us with your care?

PATIENT/GUARDIAN THERAPIST
Signature: Signature:

Date: Date:




Patient Name:

THE MoRrRIs CENTER

feel better... perform better... be better.

OPTIMAL INSTRUMENT
Difficulty—Baseline

Instructions: Please circle the
level of difficulty you have for
each activity today.

Able to do
without any
difficulty

Able to do
with little
difficulty

Able to do
with moderate
difficulty

Able to do
with much
difficulty

Unable to
do

Not applicable

Lying flat

Rolling over

Moving-lying to sitting

Sitting

Squatting

Bending/stooping

Balancing

Kneeling
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22. Thinking about all of the activities you would like to do, please mark an “X” at the point on the line that best describes

your overall level of difficulty with these activities today.

| have extreme difficulty
doing any of the activities
that | would like to do.

23. From the above list, choose the 3 activities you would most like to be able to do without any difficulty (for example, if
you would most like to be able to climb stairs, kneel, and hop without any difficulty, you would choose: 1. _12

3..13 )
1. 2, 3.

I have no difficulty doing any

of the activities that | would

like to do.

2.




THE MoRrRIs CENTER

feel better... perform better... be better.

Confidence—-Baseline

Patient Name:

Fully confident NOt .

Instructions: Please circle the |inmyabilityto| o | oo | some ;Oy”;'giﬁ?; " _
Iev_el of conflde_npe you have for perform confident |confidencelconfidence| perform Not applicable
doing each activity today.

1. Lying flat 1 5 3 4 5 9
2. Rolling over 1 5 3 4 5 9
3. Moving-lying to sitting 1 5 3 4 5 9
4. Sitting 1 5 3 4 5 9
5. Squatting 1 5 3 4 5 9
6. Bending/stooping 1 5 3 4 5 9
7. Balancing 1 2 3 4 5 9
8. Kneeling 1 2 3 4 5 9
9. Walking—short distance 1 2 3 4 5 9
10. Walking—long distance 1 2 3 4 5 9
11. Walking—outdoors 1 2 3 4 5 9
12. Climbing stairs 1 5 3 4 5 9
13. Hopping 1 2 3 4 5 9
14. Jumping 1 5 3 4 5 9
15. Running 1 2 3 4 5 9
16. Pushing 1 5 3 4 5 9
17. Pulling 1 2 3 4 5 9
18. Reaching 1 2 3 4 5 9
19. Grasping 1 2 3 4 5 9
20. Lifting 1 2 3 4 5 9
21. Carrying 1 2 3 4 5 9

22. Thinking about all the activities you like to do, please mark an “X” at the point on the line that best describes
your overall level of confidence in performing these activities today:

| have no confidence that | | have complete confidence
can do activities that | that | can do activities that |
would want to do. would want to do.

© 2005 American Physical Therapy Association. All rights reserved. No part of this instrument may be reproduced, stored in a retrieval
system, or transmitted in any form or by any means, electronic, mechanical, photocopying, or otherwise without prior permission of the
American Physical Therapy Association. Contact permissions@apta.org or visit www.apta.org/publications.



mailto:permissions@apta.org
http://www.apta.org/publications

PHysICAL THERAPY AND SPORTS MEDICINE

R THE MoRrRris CENTER

Medicare Secondary Payer Information

Medicare law requires that we determine if your medical services might be covered by another
insurance. In order to assist us in the correct billing of these services, please answer the
following questions:

Patient Name: Date:
HICN:
Is your illness/injury due to an: Yes No If Yes, please provide:
Automobile Accident [ ] Name of the insured
Fault of another party 0 [ Policy or ID #
Workers compensation [1 [ Accident Date
Accident Location
Is your illness covered by: Yes No If under the age of 65: Yes No
Black Lung Program [ [ Are you a renal dialysis patient in your [ [
Veteran’s Affair Program U U first 12 months of Medicare coverage
Is your Medicare coverage due to O ]
disability
If yes, date began:
Areyou: Yes No If yes: Yes No
Employed O O Are you covered under a group health O O
Spouse Employed 0 U plan
Family Member Employed [ ] Are you covered under your spouse’s ] [
group health plan
Are you covered under a family O ]

members group health plan

If you answered yes to any of the above questions, please
provide the following information:

Policy Holder’s Name

Policy Holder’s Date of Birth
Name of Insurance Company
Policy #

Group #

Employer:

You will be asked to provide a copy of the Group Health Plan card for our records

Patient Signature: Date:




THE MORRIS CENTER

Cancellation / No-show Policy

We strive to provide not simply good, but absolutely the best care to our clients.
We schedule our clients according to care plans that optimize their wellness
outcomes. Making your appointment as scheduled is very important, not just for
us, but for you. We are convinced that if you make your wellness a life priority,
you will achieve not only a higher level of function, but a greater degree of
happiness.

We have the most highly trained and experienced clinicians in the region. You
are working with the best. Their services and time are in high demand, with
waiting lists for many of their services. As you know, we attempt to schedule all
new clients within 24-48 hours of their initial request for service. Thus,
appointment time is a valuable commaodity for both you and us.

If negative circumstances require you to cancel a scheduled appointment, we
request that you do so at least 48 hours in advance. If you must cancel within 24
hours of your appointment or fail to show up for your appointment, a $20 fee will
be applied to your account, which will be patient responsibility and is not billable
to insurance. This facility also reserves the right to cease rescheduling new
appointments due to habitual no shows or cancellations and reserves the right to
discharge any patient who fails to give proper notice three consecutive times.

While we are not fond of the negative connotation of any cancellation policy, we
believe such a policy is in the best interest of accommodating all of our clients
who are dedicated to improving their wellbeing. Thank you for your
consideration.

By signing below, I understand and accept the above cancellation / no-show
policy.

NAME DATE



THE MorRris CENTER

PHysICAL THERAPY AND SPORTS MEDICINE

Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this
information. Please review it carefully!

Protected health information about you is maintained as a record of your contacts or visits for healthcare services with our clinics.
Specifically, “protected health information” is information about you, including name, address, phone, etc. that may identify you and
relates to your past, present or future physical health condition and related health care services.

We are required to follow specific rules on maintaining the confidentiality of your protected health information, using your
information, and disclosing or sharing this information with other healthcare professionals involved in your care and treatment. This
notice describes your rights to access and control your protected health information. It also describes how we follow applicable
rules and use and disclose your protected health information to provide your treatment, obtain payment for services you receive,
manage our health care operations and of other purposes that are permitted or required by law. If you have any questions about
this notice, please contact our Account Representative.

Your Rights Under The Privacy Rule

Following is a statement of your rights, under the Privacy Rule, in reference to your protected health information. Please feel free to
discuss any questions with our staff.

You have the right to receive, and we are required to provide you with, a copy of this Notice of Privacy Practices —We
are required to follow the terms of this notice. We reserve the right to change the terms of our notice at any time. If needed, new
versions of this notice will be effective for all protected health information that we maintain at that time. Upon your request, we will
provide you with a revised Notice of Privacy Practices if you call our office and request that a revised copy be sent to you in the mail
or ask for one at the time of your next appointment.

You have the right to authorize other use and disclosure — You have the right to authorize or deny any other use or
disclosure of protected health information that is not specified within this notice. You may revoke an authorization, at any time, in
writing, except to the extent that your healthcare provider or our office has taken an action in reliance on the use or disclosure
indicated in the authorization.

You have the right to designate a personal representative — You may designate a person with the delegated authority to
consent to or authorize the use or disclosure of protected health information.

You have theright to inspect and copy your protected health information — You may inspect and obtain a copy of
protected health information about you that is contained in your patient records.

You have the right to request a restriction of your protected health information — You may ask us, in writing, not to use or
disclose and part of your protected health information for the purposes of treatment, payment or healthcare operations. You may
also request that any part of your protected health information not be disclosed to family members or friends who may be involved in
your care for notification purposes as described in this Notice of Privacy Practices. In certain cases, we may deny your request for a
restriction.

You have the right to request an amendment to your protected health information — You may request an amendment of
your protected health information for as long as we maintain this information. In certain cases, we may deny your request for an
amendment.

You have the right to request disclosure accountability — You may request a listing of disclosures that we have made of
your protected health information to entities or persons outside of our office other than for the purposes of treatment, payment,
healthcare operations, or a purpose authorized by you.

How We May Use or Disclose Protected Health Information

Following are examples of uses and disclosures of your protected health care information that we are permitted to make.
Treatment — We may use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party that is involved in your
care and treatment. We may disclose protected health information to other healthcare providers who may be involved in your care
and treatment. We may also call you by name in the waiting room when your healthcare provider is ready to see you. We may use
or disclose your protected health information as necessary to contact you to remind you of your appointment. We may contact you
by phone or other means to provide results from exams or treatments and to provide information that describes or recommends
treatment alternatives regarding your care. Also, we may contact you to provide information about health related benefits and
services offered by our office.

Payment — Your protected health information will be used, as needed, to obtain payment for your health care services. This
may include certain activities that you health insurance plan may undertake before it approves or pays for the health care services
we recommend for you such as: making a determination of eligibility or coverage for insurance benefits, reviewing services
provided to you for medical necessity, and undertaking utilization review activities.

Healthcare Operations — We may use or disclose, as needed, your protected health information in order to support the business
activities of our practice. This includes, but is not limited to, business planning and development, quality assessment and
improvement, medical review, legal services, and auditing functions. It also included education, provider credentialing, certification,
underwriting, rating, or other insurance-related activities. Additionally, it includes business administrative activities such as customer
service, compliance with privacy requirements, internal grievance procedures, due diligence in connection with the sale or transfer
of assets, and creating de-identified information.

Notice of Privacy Practice Page 1



