Advanced Physical Therapy of Little Rock

Patient Verification Sheet

Therapist: Account Number:

Patient Information

Social Security #: Sex: M F

Patient Name: (Last) (First) (MI)

Address: City: State: Zip:
Phone: Home () Work: ()

Cell: () E-Mail Address:

Date of Birth: Marital Status_ M S D__ W

Patient Employer Name:

Occupation:

Emergency Contact Name: Phone:

Responsible Party Information ame on ins. cara)

Relation to Patient: _ Self _ Spouse __ Parent ___ Other
(Always “Self” for Medicare) (Always “Other” for Workman’s Comp.)

Name: Last First MiI
Address: City: State Zip
Phone: Home () Work: () Ext:

Date of Birth

Sex: M F

Employer: Address:

City: State: Zip:




Assignment of My Benefits

For PPO. POS, Med-Pay, PIP, Lien, and Private Third Party Payers.

I hereby instruct and direct insurance company to pay by check made out and mailed to:

Advanced Physical Therapy of Little Rock 10014 N. Rodney Parham Ste. 100 Little Rock, AR 72227
If my/this current policy prohibits direct payment to doctor/therapist, I hereby also instruct and direct you to make out the check to me
and mail it to the above address for the professional or medical expense benefits allowable, and otherwise payable to me under my cur-
rent insurance policy as payment toward the total charges for the professional services rendered.

This is a direct assignment of my rights and benefits under this policy.

This payment will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, any bal-
ance of said professional service charges over and above this insurance payment.

(Check each line and sign at the bottom)
A photocopy of this Assignment shall be considered as effective and valid as the original.
T authorize the release of any medical or other information pertinent to my case to any insurance company adjuster.

_ Tunderstand that I am financially responsible for all charges whether or not paid by insurance.

Dated this day of , 20

Signature of Policyholder Signature of Claimant, if other than Policyholder

PLEASE PROVIDE INSURANCE CARD AND DRIVER’S LICENSE TO BE COPIED FOR OUR RECORDS

Informed Consent Agreement — MUST be completed prior to treatment.

1. I'hereby indicate my wish to participate in the physical therapy treatment programs offered by Advanced Physical Therapy of Little Rock
2. lunderstand that the purpose of this program is to enhance my overall health and fitness.

3. lunderstand that dosed exercise may include aerobic conditioning, resistance training, and balance/proprioceptive training to provide
cardiovascular conditioning, muscular strengthening, increased joint range of motion, and improved balance.

4. lunderstand that dosed exercise may challenge the muscle tissue, which can lead to a temporary and expected level or soreness.

5.l verify that my participation is fully voluntary and no coercion of any sort has been used to obtain my participation.

6. |have read the above information and | understand it fully and my questions concerning physical therapy procedures have been

7. answered to my satisfaction.

8. lunderstand that | am free to deny answering any questions during the evaluation process or to withdraw from the program at anytime.

9. lunderstand that the information that is obtained from this process is considered to be confidential and my respected health information is protect-
ed fully as outlined in the Statement of Privacy Notice presented to me.

Patient’s Signature Date

APTC Representative Signature Date




Advanced Physical Therapy of Little Rock

Statement of Privacy Notice
Effective May 15, 2007

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.

We may disclose your health care information to other healthcare
professionals within our practice for the purpose of treatment,
payment or healthcare operations.

We may disclose your health information to your insurance provider
for the purpose of payment or health care operations.

We may disclose your health information as necessary to comply
with State Workers’ Compensation Laws.

We may disclose your health information to notify or assist in
notifying a family member, or another person responsible for your
care about your medical condition or in the event of an emergency or
of your death.

As required by law, we may disclose your health information to public
health authorities for purposes related to: preventing or controlling
disease, injury or disability, reporting child abuse or neglect, reporting
domestic violence, reporting to the Food and Drug Administration
problems with products and reactions to medications, and reporting
disease or infection exposure.

We may disclose your health information in the course of any
administrative or judicial proceeding.

We may disclose your health information to a law enforcement official
for purposes such as identifying or locating a suspect, fugitive,
material witness or missing person, complying with a court order or
subpoena, and other law enforcement purposes.

We may disclose your health information to coroners or medical
examiners.

We may disclose your health information to organizations involved in
procuring, banking, or transplanting organs and tissues.

We may disclose your health information to researchers conducting
research that has been approved by an Institutional Review Board.

It may be necessary to disclose your health information to
appropriate persons in order to prevent or lessen a serious and
imminent threat to the health or safety of a particular person or to the
general public.

We may disclose your health information for military, national
security, prisoner and government benefits purposes.

We may leave a message on an automated answering device or
person answering the phone for the purposes of scheduling
appointments. No personal health information will be disclosed
during this recording or message other than the date and time of your
scheduled appointment along with a request to call our office if you
need to cancel or reschedule your appointment.”

In the event that we are sold or merged with another organization,
your health information/record will become the property of the new
owner.

»  You have the right to request restrictions on certain uses
and disclosures of your health information. Please be
advised, however, that we are not required to agree to the
restriction that you requested.

» You have the right to have your health information
received or communicated through an alternative method
or sent to an alternative location other than the usual
method of communication or delivery, upon your request.

» You have the right to inspect and copy your health
information.

»  You have a right to request that we amend your protected
health information. Please be advised, however, that we
are not required to agree to amend your protected health
information. If your request to amend your health
information has been denied, you will be provided with an
explanation of our denial reason(s) and information about
how you can disagree with the denial.

»  You have aright to receive an accounting of disclosures of
your protected health information made by us.

»  You have a right to a paper copy of this Notice of Privacy
Practices at any time upon request.

We reserve the right to amend this Notice of Privacy Practices at any
time in the future, and will make the new provisions effective for all
information that it maintains. Until such amendment is made, we are
required by law to comply with this Notice.

We are required by law to maintain the privacy of your health
information and to provide you with notice of its legal duties and
privacy practices with respect to your health information. If you have
questions about any part of this notice or if you want more
information about your privacy rights, please contact us by calling
this office at (501) 224-5454. If our Privacy Officer is not available,
you may make an appointment for a personal conference in person
or by telephone within 2 working days.

Complaints about your Privacy rights, or how we have handled your
health information should be directed to our Privacy Officer by calling
this office at (501) 224-5454. If our Privacy Officer is not available,
you may make an appointment for a personal conference in person
or by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles
your complaint, you may submit a formal complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, DC 20201

| have read the Privacy Notice and understand my rights contained in
the notice.

By way of my signature, | provide Advanced Physical Therapy of
Little Rock with my authorization and consent to use and disclosed
my protected health care information for the purposes of treatment,
payment and health care operations as described in the Privacy
Notice

Patient's Name (print)

9 Patient’s Signature Date



Durable Medical Equipment

During your physical therapy appointments your therapist may issue you
one or more items that will not be covered by your insurance. These items
are known as “Durable Medical Equipment” (DME’S) 1.e. an ice pack, knee
brace, splint, heel lift, maternity belt/support, lymphedema wrappings or
lymphedema sleeves and gloves, etc... We ask that on the day you are
issued any durable medical equipment that you stop by the front desk and
pay for the item(s) or make payment arrangements if necessary.

PELVIC FLOOR REHABILITION PATIENTS:

While your individual insurance company will pay toward your treatment
for pelvic floor rehabilitation, unfortunately they will not pay for the cost of
the electrodes that are required for your pelvic floor treatment. There is a
one time charge of $75 that will be collected the day your electrodes are
issued.

Patient’s
Signature Date -




Advanced Physical Therapy of Little Rock

Patient History Questionnaire

Name: DOB: Date:

1. Describe the current problem that brought you here?

2. When did your problem first begin?

3. Since that time the problem is (circle a choice): the same getting worse getting better
4. Mental health: Current level of stress? High__ Med_ Low

Current psychiatric therapy? Yes_ No_
5. Physical health: Activity/exercise? None 1-2 days/wk

3-4days/wk 5+days/wk

Describe activity:

6. How has your lifestyle/quality of life been changed because of this problem?
No changes

Social activities, specify:

Diet/Fluid intake, specify:

Physical activity, specify:

Work activity, specify:

Other:

7. Please rate the severity of this problem from 0-10 with 0 being no problem and 10 being the worst

problem.

8. What are you treatment goals/concerns?

Fluid Intake:
9. How many glasses of water do you drink per day?

10. How many caffeinated beverages do you drink per day (coffee, tea, soda)?

11. Please list the typical fluids you consume on a daily basis:

Surgical/Procedure History:

Y/N  Surgery for back/spine Y/N  Surgery for bladder/prostate
Y/N  Surgery for brain Y/N  Surgery for bones/joints
Y/N  Surgery for female organs Y/N  Surgery for abdominal organs

Other, please describe:

Ob/Gyn History (females only):

Y/N  Childbirth vaginal deliveries # Y/N  Vaginal dryness or irritation

Y/N  Episiotomy # Y/N  Painful periods

Y/N  C-Section # Y/N  Menopause- when?

Y/N  Difficult childbirth # Y/N  Painful vaginal penetration

Y/N  Prolapsed organ or “falling out” feeling Y/N  Pelvic or vulvar discomfort / pain
Y/N  Pain with sexual intercourse Y/N  Pain with tampon insertion



Y/N

Had mastectomy or lumpectomy

Y/N  Problematic abdominal or C-section scar
Date of most recent pap smear?

Males only:

Y/N  Prostate disorders

Y/N  Urinary problems

Y/N  Pelvic pain / discomfort

Bladder Problems:

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Trouble initiating urine stream

Urinary intermittent / slow stream

Trouble emptying bladder

Difficult stopping urine stream

Straining or pushing to empty bladder

Dribbling after urination

Urine leakage with cough, sneeze, or physical activity
Trouble making it to the toilet once bladder “urge” is felt

Skip questions if no leakage/incontinence:

12.

13.

14.

15.

Bladder leakage—number of episodes?
Times per day__ o
Only with physical activity

On average, how much urine do you leak?
Just a few drops
Wets underwear
Wets outerwear

Wets the floor

What form of protection do you wear?

Minimal protection (tissue paper, pantiliner)

Moderate protection (maxipad)

I(\)/Iart]ximum protection (specialty product/diaper)
ther:

Y/N
Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Erectile dysfunction
Painful ejaculation
Other, please describe:

Taking medication for bladder
Painful urination

Bladder urge/fullness

Recurrent bladder infections
Urinate more than every 2 hours
Voiding during the night

On average, how many pad/protection changes are required in 24 hours?

What activities cause leakage?
Sneeze / Cough Laugh
Active exercise Sleeping

Bowel Problems:

Y/N
Y/N
Y/N

Bowel/urge/fullness
Trouble holding back gas/feces
Current laxative use

Skip questions if no bowel problems:

16.

17.

Bowel leakage—number of episodes?
Times per day__
Only with exertion/strong urge

How much stool do you lose?
Stool staining
Small amount in underwear
Complete emptying

Y/N
Y/N
Y/N

# of pads

Lifting
Standing up

Constipation/straining
Daily bowel movements
Current fiber supplement use
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