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Center Number 2.2 Center Namckjy()uv&iv PO AN
Account / Reg# Date Taken Taken By

Appointment Date P Time Transportation (Circle One) Y N

Therapy [Circle One) kf}") OT  Work Harding - FCE Job Analysis

PATIENT INFORMATION [ intake by Center ]

**First Name MI **Last Name
**Dirte of Birth  Gender [CircleOne] M F SSH - -

**Muiling Address ¥ *[Stt‘eeaf] .
**[City] _ **[State]  **[Zip Code]

Physical Address [Street] '

U same [City] [State] [Zip Code]

**Home Phone (- - **Work Phone ( ) - -
*=Cell Phone (- - Emergency Contact

**Injured Area of Body
*“How did Injury Occur

«*Personal Health Ins. Company Effective Date
Billing Address -~ City State Zip

Insured / Relationship DOB-[subscriber]
**Ins, ID# ' | Group# CO-PAY §
Phone # ( ) - - Authorization# '

Primary Physician Phone { ) - -
Benefits

**Secondary Ins, Company Effective Date
Billing Address City State Zip

Insured / Relationship DOB-[subscriber]
**Ins, ID# Group# CO-PAY §

Phone #( }- - _ Authorization#
Benefits
Emergency Contact Name Phone #( ) _ -

¥ Referring Physician

How did you hear about our campany? (Circle One)

Doctor Lawyer Friend / Family Employer Phone Boaok Ad
Other

My signature below states that I have reviewed the information and the
information is true and correct My injury is a result of a “Personal Injury™.
Patient Signature ' Date
Our Goal is for you to have a DYNAMIC experience—Thank You for choosing Progress Physical Therapy
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Dear Patient,

Weicome to Progress Physical Therapyl

We at Progress Physical Therapy are dedicated to glving you the highest quality physical
therapy care for your injuries. At Progress PT the focus is on the patient (you) and
helping you achieve all of your physical therapy goals. This is our mission.

lThis 1nission, however, Tequires your help, We agk that you...
...be compliant with 'youf individual plan of care created by your therapist.
...he compliant with all appointments scheduled with s, |

g ...call us if you are unable to attend an appointment.

schedule fo follow-up with your physician every 30 days while you are
treating with us to update him of your condition and obtain a new
preseription if continued physical therapy is warranted.

...be courteous of other patients attending therapy at the same time as you.

...never leave your children unattended in the PT clinte to keep them from
harm. '

...understand your health insurance coverage regarding physical therapy..

Ultitnately you are responsible for your own well-being. By following the tips above,
you will put yourself inn the best position to maximize your physical therapy experience.
Tf you have any questions regarding any of your care while attending Progress PT, pleage
e A e ety Ak ATy O o oWl geable staff T o ' -

Good Lucl! And thank you for choosing Frogress Physical Therapy as your
rehabilitation provider.

-Progress PT

2
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PROGRESS PT

CENTERS FOR FITNESS AND REHABILITATION

Patient Name:

PASTMEDICAL HISTORY & REVIEW QF SYSTEMS

Please check if you have had problems with or are presently complaining of any of the

following:
High blood | Rheumatic fever Change in bowel
pressure Asthmna habits
Diabetes Bronchitis Unexplained
Cancet Pneumonia weight gain/loss
Heart Disease _ Persistent Cough Hepatitis or
Chest pain / Chest TB. jaundice
tightness _ Hay fever Headache
Shortness of Abdominal Difficulty
breath discomfort urinating
Dizziness - Nausea Arthritis
Vision Problems Vomiting Low back
Chronic Fatigue Blood in stool problems
Swollen ankles Ulcers Alcohol abuge
Palpitations Amputation Drug abuse
Light-headedness Loss of use of Gout
Frequent urination body region HIV
Osteoporosiy Seizure Disorder Balance Deficits

PAST SURGICAL HISTORY

Please list all surgeries you have had, related or unrelated to current problem

NS R W N

CURRENT MEDICATI DNS

Please list all current med{cations, related or unrelated to current problem

—_—

1331 B. Wyoming Ave,, Ste 2010 Fhiladelphia, PA 19124 FPhone: 215-831-1170 / fa: 215-744-71%4
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PROGRESS PT
CENTERS FOR FTTNESS AND REHABILITATION

1.) Describe in detail, the account of your injury, using complete sentences:

1331 E. Wyoming Ave,, Ste 2010 Philadslphia, PA 19124 Phone: 215-831-1170 / fax: 215-744-73%4
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}
PROGRESS PT
CENTERS FOR FITNESS AND REHABILITATION

Patient Name:

WHAT HAPPENED IMMEDIATELY FOLLOWING THE ACCIDENT?

1) Your initial reaction: _ confused  dazed _ disfressed _ dizzy  frightened

_ lightheaded _ nervous __ shaken __ weak

2,) Where did pain occur?

3.) Did you lose consciousness? _ yes _ no___unsure

4.) Type of emetgency care pmvidéd: __none  bandaging _ bracing _ CPR
__neckcollar __ splinting .
5.) Immediate destination after accident: ___to work ___ homne _ fo schaol
_ _toahospital __ toaclinic __toa doctor’s office
6.) Who drove you: ___ yourself . afriend_ an ambulance _ a family member
7.) Did you have any cuts? ~_ yes ___mo .

If yes, where?

* 8,) Dafe of hospital/Dogtor visit: __/__/ _

9.) Name of hospital / examining physician:-
10.) Were you admitted to the hospital? _ yes  no

If yes, date of discharge: _ [/ /

11.) Did you have an X-ray? __ves__ mo
If yes, of what? V Where was it taken?

When was it talen?  /  /

12) Did youhave an MRI? _ yes _ no
If yes, of what? Where was it taken?

When wag it taken? [/
13.) If you answered yes to having an MRI or X-ray, what were the

results?

1331 B. Wyoming Ave., Stc 2010 Philadelphia, PA 19124 Phone: 215-831-1170 / fix: 215-744-7394
4
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* PROGRESS PT
CENTERS FOR FITNESS AND REHABILITATION

Patient Nama:

PRESENT COMPLAINTS,

1.) Please place a citcle around each of the body regions for which you are

experiencing pain or a problem right now. Place a number in eachi circle from the

pain scale below.

—

Highl

Fighi Left  Pghte Loft Left ol Dkt
| B i — —
SN A )
"
b i,
! Len Right
y A
‘ Rrght . ".i Loft
L_l‘*:. (4 Right

Please rate your average pain level on the scale below:

0 — No pain at all

1 = Very mild

2 —Mild

3 — Bothersome
4 — Moderate

5 — Able to complete daily routine
6 — Unable to complete daily routine
7 — Unable to do anything, but rest
8 — Considering going to the hospital
9 — Going to the hospital
10 — Calling 911, excruciating
1331 B. Wyoming Ave., Ste 2010 Phi[adslphia, PA 19124 Phone: 215-B31-1170 f fax: 215-744-7104
5
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) )
’ PROGRESS PT
CENTERS FOR FITNESS AND REHABILITATION

I authorize payment of medial benefits to PROGRESS PT Centers for
Fitness and Rehabilitation for all care provided by the aforcmentioncd

facility or its employees.

Authorized person’s signature

T authorize the release of any medical or other information necessé,ry to
process all medical claims. I also request payment of government benefits
either to myself or to PROGRESS PT Centers for Fitness and Rehabilitation.

Authorized person’s signature

1331 East Wyoming Ave., Suite 4120  Philadelphis, PA 19124 215-831-1170 / fax: 215-744-7394
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Mew Patient Content to Bhe Use and Disclasure of Health Informatias
[or Treabment, Payment, or Henlthesra Operatlane

L. » understand [hel as part of my health care, PROGRESS PT arigineles ond mafnlains paper andfor electronie
Fiards deseriblng my heabth hlslory. symptoms, exnmination 2nd test resul(s, dlngntases, lealment, and any plans for fiture care or wreatmenl, 1
understand that this informetion serves as:

* A busis for plonning my care und trealmenl,
* A meang of commuwiealion among (ha many health prafessionals wha confiibute.fa my care,

* Asouree of informallon forapplying my diagnesis and surgical infermalion to my bill
= A meong by which a third-pariy poyer can verify 1hay services billed were actually provided, and
= Aol lor routine healthcare aperetions such as nssessing qualily and reviesing the compelenee of heulheare professionnls

[ understond nad have been provided with a Noriee of Frivagy foficer that provides o more tompleta deseeiplion of informnlion uses tnd
dliselosures, | understond that § hove the Tallawing rights and privileges:

= The right Lo revlew the notice prior 1o signing this consent,

= Theright to objsct to the uss of my health information For dlr:clory purposcs, and
= The right-Lo- reques| restriclions as Lo liow my health Informallon niay be used or discloscd [0 cairy oul lrealnienl, paymeat, or health eare

opetiliony

Tunderstund that as parl of (his organization’s Lreaiment, payniznt, or health care npcrahnns it may becone nocessaLy 1o disclose my proteeied
Tealth Infarmatian o another en ity, snd [ consant 1o such dieclosure for thess permilted ses, including diselosures via fis,

Dtscripﬁd_n of the information to bs used or disclosed (check alf that appip):

L} The patien('s pariial or entire medleal record
(MOTE: This requires an explenation why the enfive record may be diselosed),

{1 ~ The potjent®s demographic information (cheek all thet appls: ‘ .
[ ] momel ] Address [ ] Slate/Zip Code only [.] Telephone
1 Age [ ] Gender [ ] Race [ § Qther

. We muy eonluct you to provide appofntmen reminders or infarmation about ireatment altemnatives or athier health-related benefils and services
Lhat iy be o Finteres| Lo you, In the evenl thay you ere unavaflable 1o be renched, and would like uz lo teave 2 meseape for yau, please place a

Gheck aecepiabia ways to nolify you feheck aff thaf apply);
{ ] Answering Maochine [ ) Family member [ ] Priend

! wish to hyve the fellowing restriciions to the use or disclasura of my henlth information:

[T —

The Patiend has o vight 1o revoks this nutharization in wriling, except ta the extent thal actlon hag been Laken in reliance on this nu(hbrizaton or 1
appficable, during n conleslobility period. fn order for the revozation of his autharization lo be effective, EROGRESS PT mus! rective 1ha
reveention fn wriling, The revocation musl include:

The poticat’s name, address, snd pllntie.nl nuwmber, if opplicoble,
* Theeffective dale of this autharization, and (he recipicnls ol the pratecled hiealth infannution aceording (o this suthoriznlion,
* The pulient’s deslre 1o ravales (his outhorizalion, and
v Thedate of the rivoratlon, and the patient's dignature,

PROGRESS PT wiltaccepl writlen tsvorations of tis sulhorizallen viz;
I Certilied UE. mell ar
2. Fesimile ot this number: 2| 5-744-7304,

AL, tevocutins musl be senl 1o FROGRESS BT to the attention of the Privacy Olfieer, Williom Leitzel, and tre not clfeetive untit veoeived by
the Peivucy Officer,
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LI SsTaoAl T apy

I understand that PROGRESS PT is nat required [0 agree to the restrictions requested. | understand (hat | may revoke (his consent in writing,
excepl o the celent that the erponizalion hos olready take action in relinnce vherean, 1 also understand that by refusing 1o sign this consent or
revuling this eousent, Whis organization may refuse (0 feal me as permiitied by Seelion 184,504 of he Code of Federal Regulutions

| further ynderstand thet PROGRESS PT reserves. lhe right lo changs thelr notice and praclices ond prior lo implementotion, in occordante tvith

Seclion 164.520 of the Code of Federal Regulations. Should PROGRESS PT ehunge thelr nolice, they will send o copy of vy revised notiee o
the uddress |'ve provided (whether U8, mail ar, if| agree, ¢nall),

I fully wnderstund and acespt £ decline the teyms of his consent,

Patient’s Signature

Date -

[f not signed by patient, please indicate relationship to patient (e.g., sponge)

Relationship: Witnesses hy: _

FOR OFFICE USEONLY
{1 Consent refused by patient, and (reatnent vefused os permitted,

[T patient or putiemt's representalive refuses to sign acknawledgement of receipt ol notice, please document the date id finie the nitice s
preseited Lo patientund sign below.

Presented on (dates ud time)

By: thame any gitle);

133] Eosl Wyoming Ave., Suite 4120 Philadelphia, PA 19124 215-831-1170/ fax: 215-744-7304
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Progress Physical Therapy
Van Application/Contract

Aea courtey to our patienty, Frogress PToffets dovr-to-door transpertation for peaple whe
qualify, The decision o grant access to our van service for & particular patienl 18 made on an as

needed busls by Progress PT.

Tn erder 16 accommedatd as nigny patiénts as possible on the van, the transportation schedole 13
based on address and nelghborhood and is made by s, the provider. Times of plek-up or drop-
offmay viry fiom day to day depending on van volume and traffiovolne, Waiting tintés for
patlgnts and tamillayity of tha driver with ditferent nelghborhioods may elso affect van pick-
upfdrop-off {imes.

Yor each appointment, a patiéat must be ready for the van's arrival within one half hour before
and after schedwled pick-up time for that day. Ifthe pationt would like to cancel van service, tliey
must call it least one howr before pick-up tme for that day. Van service is provided for physlea!
thernpy appointments only. So if a vein pick-up iy écheduled, a physfeal therapy appolntment
st be completed, Fuiture to attend PT after 2 van pick-up will result 111 -digsnlasal from van

servicés,

_ Progress PT also régerves the right Lo disiniss patients from the van sarviee for any reason
includirig, byt not limiled to, the following: not sanceling the van at [sast 1 hiour prior to pick=up
fiie by phoiie, caneeling at the daar, not being home upon van drrival, the nse of inapprapriate
language or actions of any kind while riding on the van and abuse of the van drivet,

flease nofe that van drivers are often subject o the stresses of busy traffle, tight gehedules and
varying petsonalities and should be given proper courtedy and respect wheri riding on fhe van.

Narag:
Address:

Phone#:
Insurancs Type: .
Roason for nseding van services:

1; the above patiént, if dpproved for van services, agree to follow the rules set Forth by Prograss
PTand condyct myself in 2 proper mannet whils being transported to my therapy appointment. [
ndeistand that Faflte to follow the rales of Hding the ven can restlt in losing my van privileges.

Sighed: . . —
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PLEASE READ THIS SECTION CAREFULLY AND! iGN AT THE BOTTONMI

L ':'I"‘”':"f-”"":Thm"i?a'rfdﬂ?iﬁfd*'rjm y@ﬁ-tﬁéf;%-B'Ecéuse:of'yo_u«f- iypa,"rf"iﬂ'.‘i’-,b'_j?."'i_if‘nDB:-QDV,@MEEQE‘J, you Wil b e ax,

o
h )

2., havela G 8pay evely & ysutome.in for a physicatthsrapyidisits Tolscopay 13 = . - ot 4 i
. apolicy that your insurance company has chosen to assign to your ptan, Bylaw -~ o
L0 thisehPEfElst heftolledted with na exceptlanssThemlinicreseplenistmay « mw . s Hhis
inforitb st this Sopay: Rgwever, it ls your resgpnsihility to-makestherpayment .. .. A
-oh-tﬁﬁ*‘ﬁ”‘é}ﬁﬁf‘%m‘”ﬂ?gétmént;'IP_the payments areinetmade you willkbe billed . -4 rsing,

A iireughithemail *Retelpts are availablexwherl payment s rendered, Thank you = ge 5atpe,
- T for cRE08TTg- Progréss Physleal Therapyas.youtrehabiitatiohgravider. n ~ .w i o g

- . Insurance Type:_.

Copay Amount Due (per visit).

‘Patient's Signature:- - ' : y

+
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. . PROGRESSPT .

. ITERS FOR FITNESS AND REHABILITATIO}

AUTHORIZATION FOR MEDICAL RECORDS RELEASE

Date of Birth; / /

P12

Patient Name: S S
Address:

City/State:__ - Zip:

Phone: 5 SST #:

This is a formal request to have the aforementioned patient’s records
released from:

*Disclosure may include information relating o psychiatrie, drug/alcohol,

and or HIV or AIDS related information

The records we are requesting to be released are:

These records are to be forwarded to:

Progress PT Centers for Fitness and Rehabilitation
1331 East Wyoming Ave., Suite 4120
Philadelphia, PA 19124
Phone:(215)-831-1170 / fax: (215)-744-7394

Date: .

Patient Signature:

This authorization will be valid for six months from dats of signing, The request may be revoked by the
aforementioned patient or legal guardian by written request only,

1331 Bast Wyoming Ave,, Suite 4120  Philadelphia, PA 19124 215-831-1170/ fax: 215-744-7394
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Photo ID Verification Form

No. 3788

P

13

Date:
LI Photo ID (must be government issued):
[] patient — Name:
if Minor:
[ Parent/Legal Guardian — Name;
ID Type: [ Drivers License [ Passport [ Military
[ oOther:
[J Photo Verified
L] Address:
[ Current
0 Discrepancy — New Address:
[ Address Change Card U] Other:
] Security Question — Mother's maiden name:
[] No Photo ID Avallable
Patlent Name: DOB:

] Facility Representative Signature:

Copy of ID



