Dec. 27, 2010 2:53PM | No. 0400 P 2

fM  WORKER’S COMPENSATION
PRECRES  PROGRESS PHYSICAL THERAPY REFERRAT, NOGRES

‘| Center Number o Center Name
Account/ Reg# Date Taken ‘ Taken By
Appoiniment Date Time Transportation (Circle One) Y N
Therapy [Cfrele One] PT OoT  Wark Hard ing FCE Job Analysis
**First Name MI **Last Name _
4 | **Date of Birth Gender [Circle One) M F So# - -
**Muniling Address  **[Street]
**City] **[State] **[Zip Code]
Physical Address [Street]

L same [City] [State] [Zip Code)
**Home Phone ( )-_ - **Work Phone (_ )- -
**Cell Phone{(___ )-_ - | 3

| LEmployer *Where Injury Ocenrred®
**Employer Name | **Employer Contact
% **Employer Phone Number (___ ) - -
% | Current Employer
% Employer Name Employer Contact Name
:é Employer Phone ( )-3 :
; Injured Area of Body Date of Injury
5 | **Worker’s Comp. Ins. Co w*Claim #
E | W/CBilling [Street]/[PO Box] [City] [State]  [Zip]
g W/C Tnsurance Company Phone ( )- - Adjuster Name
% **Personal Health Ins, C‘nmpm:y Effective Date
Billing Address | City State Zip
E Insured / Relationship DOB-[SUbSCl‘ib@l‘]
= | **Ins. ID# ; Group# | CO-PAY $
Phone#(__ Y- - ‘
Primary Physician 3 Phone ( - -
Benefits . r
**Atforney Name Phone ( -
**Referving Physician Phone ( -
How did you hear about cur company? (Cirele One) N
Dogtor Lawyer Friend / Family Employer Phone Book Ad
Other
My signature below states that T have reviewed the information above and the
1] information is true and correct .My injury is a result of & “Work Related” incident.

Patient Signature Date
Our Goal is for you to have a DYNAMIC experience—Thank You for choosing Progress Physical Therapy




Dee. 21, 2010 2:53PM No. 0400 P. 3
PROGRESS PT DATE:
CENTERS FOR FITNESS AND REHABILUATION .
C PAST MEDICAL HISTORY & REVIEW OF SYSTEMS ]

Please check if you have had probléms with ot are presently complaining of any: of the following:

High blood pressure
Diabetes
Cancer

_ Heart Disease

" Shortness of breath

Dizziness

Vision Problems

Chronic Fatigue
Swollen ankles
Palpitations
Light-headedness
Frequent urination

Rheumatic fever

Chest pain / Chest tightness -

Asthma

Bronchitis

Pneumonia
___ Persistent Cough

T.B.

Hay fever

Abdominal discomfort

Nausea

Vomiting

___ Blood in stool

Ulcers

Amputation

Loss of use of body region

Change in bowel habits

_Unexplained weight gain/loss

Hepatitis or jaundice

Headache
Difficulty urinating

___ Arthritis
Low back problems
" Alcohol abuse

Drug abuse

Gout

_HIV
~ Balance Deficits
_Osteoporosis

Seizure Disorder

i Other

- PAST SURGICAL HISTORY
Please list all surgeries, include date, you have had, related or unrelated to current problem
1.
2,
3.
4,
5.
6.

CURRENT MEDICATIONS  Dlease list all current medications, related or unrelated to current problem.
Write down next to the medication what it is for. :

1
2
3
4,
5
6

283 Second St. Pike, Suite 145, Southampton, PA 18966

| 215-494-2255 / fax: 215-494-2258

2
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PROGRESS PT DATE:
CENTERS FOR FTTNESS AND REHABILITATION :
PLEASE DESCRIBE IN DI‘.TAIL THE ACCOUNT OF YOUR INJURY:

WHAT HAPPENLED IMMEDIATELY FTOLLOWING THE INJURY?
1.y Where did pain occut?

2.) Did you lose consciousness? yes no unsure

3.) Type of emergency care provided: __ none __ bandaging _ bracing GPR; neck collar__splinting
4.) Immediate destination after accident: _ work _ home _ school 110$pital _ MD’s office
5.) Who drove you: ___ yourself _ afriend  anmambulance  afamily mémber

6.) Date of hospital/Doctor visit: '/ / Name of hospital / examining MD:

7.) Were you admitted to the I]OSpitél? __yes  no (Ifyes, date of dischargé: A )

8) Did you have an X-ray? __ yes_ _no (Ifyes, of what? ‘ )
Where was it taken? Whenwasittaken? _/ /

9)Did youhavean MRI? _ yes  no  (Ifyes, of what? )
Where was it taken? When was it taken? /1l

10,) If you answered yes to having ajn MRI or X-ray, what were the results?

283 Second 5t. Pike, Suite 145, Sonthampton, PA 18966 215-494-2255 / fax: 215-494-2258

: 3
PATIENT NAME:
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DATE:

PROGRESS PT
CENTERS FOR FITNESS AND REHABILITATION

PRESENT COMPLAINTS

»  Circle the region(s) where you are experiencing pain or a problem right now,

e  Place a number'in each circle from the pain seale below. -

Lelt Faht Alahl

[ n L bl
Hight . Lot
tait  Righ
Your pain at it’s BEST ~ Yourpain atit’s WORST
. | |
0-—No pain at all 6 — Unable to complete daily routine
1 —Very mild | 7 — Unable to do anything, but rest
2—Mild ' | 8 — Considering going to the hospital
3 — Bothersome 9 — Going to the hospital
4 —Moderate 10 — Calling 911, excruciating

5 — Able to complete daily routine

I authorize payment of medial benefits to PROGRESS PT Cent.efs for Fitness and
Rehabilitation for all care provided by the aforementioned facility or its employees,

Authorized person’s gignature

I authorize the release of any medical or other information neces;sary to process all medical
claims. Ialso request payment of government benefits either to myself or to PROGRESS
PT Centers for Fitness and Rehabilitation,

Authorized person’s signature

283 Second St. Pike, Suite 145, Souliampton, PA 18066 T 215-494-2255 / fax: 215-494-2258

! | 4
BATTRNT NANF ‘
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PROGRESS PT

| CENTERS FOR FITNESS AND REHABILITATION

l, L | understand that | am solely

Patlent Name

‘responSIble for payment of all bills for services rendered forall -
treatment provided by Progress PT for injuries sustained on.

© Date of Accident

Regardless of the outcome of settlement of my t:aseJr Progress PT can
“hold me solely responsrble for all charges. -

My signature b‘elow is proof of agreement to the above statement.

‘Signature: ___~ ~ | - Date:

‘Witness Signature: ' Date:

Form-LOP11.08
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PROGRESS PT :
CENTERS FOR FITNESS AND REHABILITATION -

AUTHORIZATION FOR MEDJCAL RECORDS RELEASE

Patient Name: | Date of Birth: / ‘ /
Address:
City/State: | \ Zip:

Phone: ‘ SSI#:

This is a formal request to have the afommentloned patlent s records
released from: '

The records we are réquesting to be released are:

These records are to be forwarded to: . ‘ o

Progress PT Centers for Fitness and Rehabilitation
. 283 Second Streef Pike, Ste. 145
‘ | Southampton, PA 16966
Phaue (215)-494-2255 / fax: (215)- £94-2258

Patient S'ignaturc: : Date: / /

This amlmuzatmn will be valld for six mnonths from date of signing. The request may be revoked by the
aforementioned patlent or Iegal ﬂvuardlan by written request only

1 . . . S [

283 Second Street Pike, Ste. 145 Southampton, PA 18966 Pl 215-494-2253/ Fax: 215-494-2258

/
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CENTERLS FOR E

PRE

R

ESS AND REHABILITATION

RESS

PHYSICAL THERAPY

New i’ali:nl Cansent to (he Use and Disclosure of Health Informsflon
i for Treaiment, Payment, ar Heal(heare Operatlons

I . yndesstand that a3 part of my health core, PROGRESS PT ariginates and mainiaing paper and/or electronic ‘

records deseriblng my heallh hisiory, symptoms, examinatlon and test resnlts, diagnoaes, Iveatment, and any plans for fitire care or treaimenl. [

_undersiand that thig informatlon serves as;

A basis for planning my care and (reafment,

A micans of communication among fhe many health profeselonals who contribite to my care,

A source of (nfarmation for applying my dingnosis and surgical information 1o my bill

A meims by which a (hird-perty payer can verify that services billed were actually provided, and :
A ool for routine heallhtars operatlons such ag assessing quality md reviowing the compelence of heallhcare professionals

" o s s wm

] undecstand and have been provided with a Notice of Privacy Pofices that provides a more complets descriplion of information uses and
diselosnres. [undersiond that [have the following rights and privileges:

-+ Theright to revlew the notice prior to signing this congent,

+  The right to ohjeet 1o the wse of niy hiealth infarmatlon for direclory purpases, and
+  The right to request restelctions as to how eny health informetion may be nzed or disclosed-1o carry out trealment, payment, or health eare

operalions

[undersiand (hat & part of this organlzation’s freatment, payment, or health care operations, it may become necessary to discloso my protecled
kicalth informetlon to anoilier entity, and T consent 4o such disclosure for (hese permitled uses, inelnding diselosures via fax.
Deseription of the informetion io be uscd or disclosed (check all thaf apply): :

[1] “The petient’s partial or enlirc medical record
{NOTE: This requires an explanation why [he cnilré record may be dlseloged).
[1 The paticnl’s dcmogmphio informaition {check oll that apply):
[ ] Mame[ ] Address [ ] Stete/ZipCodeonly [ ] Telephone
[ 1Age [ ] Gender [ J Race { ] Other:

We may contacl you lo provide appoinfment reminders ar lnformation sbout reatment alternatives or other healih-related benefits and scrvices
that may he of nterest to you. In the event that you are wnaveilable 1o be reeched, and would like us 10 leave a message for you, please plece n

check recepluble ways Lo notify you (check alt that apply).

‘[ ] Answering Machine [ 1 Famlly member [ ] Friend '

Twlsh to have the following restrictions io the tise or diselosurs of my healih infirmatlon:

The petient has a right 10 revoke this authorization in wriling, oxcept to the extent thal aclion hig been taken in rcliance on this aulhorzation or, if
applicable, during a conteslability period. In order for the revocation of thls authorization o he effectlve, FROGRESS PT must rective the
revocation in writing, The sevocalipn must nolude:

s+ Thépatient's name, address, and pailent number, 3 applicable, .

+  “Ihe sffective date of this enthorization, and Ihe reelpients of the prolecied heallh nformation seearding to this ewthorization,

The palient's desire o revoka this puthorization, and
The dale of the revaeation, and (he patlents signaturs,

FRROGRESS PT will accept wrliten cevocations of this sulhorization vin:
1. Certified U8, maif or !
2,  Facsimilc al this mumber: 215-744-7394,

ALL revocalions must be sent to PROGRESS BT to the attention of the Privacy Officer, Wiltlam Leitzel, and are nol effective unill recelved by
1he Privacy Officer,

1331 East WymningAve.?, Suite 4120  Philadelphia, PA 19124 215~331—f170/fax:215-744-7394
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.

, : - ﬁﬁm@m@‘
- ot : ‘
CENTERS FOR BHEEMESS AND REHABILITATION

PREGGRESS

i PHYSICAL THERAPY

T understand that PROGRESS PT is not requlred 1o agres (o the restrictions requested. vnderstand that I mey revoke this consent in wriling,
except Lo The extent thot ihe orgenization has already 1ake petlon in reliance thercon. I also understand thal by refusing to sign this consent or
revoking thiz eangent, this organization may refiise to breat me a3 permitied by Section 164,506 of the Code of Fedgral Regulations.

1 further nndecstand that PROGRESS PT rescrves the right lo changé (heir nolice and practices and prior to implementation, in accordance with

Section 164.520 of the Code of Federal Tegulatlons. Should PROGRESS PT change their nolice, they will send a copy of eny revised nolice lo
the address I've provided (whether U.S. mail or, I agres, email), .

I fully understand and accept / decline the terms of this consent.

Patient’s Signature

Date

If not signed by patient, please indicate relationship to patient (e.g., spouse)

Relationship: Witnesses by:

FOR OFFICE USE ONLY
[ ] Consent refused by paticnt, and teeatment rofused as permitted,

If patient or potient’s represenlative refuses 1o slgn acknowledgement of eceipl of notlce, please document the date and time he nofice was
presented fo patlent and sign below. ‘

Presentad on (date end time):

By: (name and title):

1331 East Wyoming Ave,, Suite 4120  Philadelphia, PA 19124 215-831-1170 { fax: 215-744-7394





