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Patient Name: Date:
Date of Birth: Age: Occupation
Home Phone: Cell Phone Text message communications? O ves O No
Address: City Zip
E-mail: Email communication? O Yes [ No

How did you hear about us?

What are we treating you for today?

Describe your symptomes:

What increases your symptoms?

What decreases your symptoms?

Date of Injury: Are your symptoms |:|Getting Better [ Getting Worse O Staying the same
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Mark where you are having
pain and the type of pain
using the following symbols:

***  Sharp Pain
AAA Achy or dull
////  Numbness/Tingling

+++ Burning

Rate your pain in the last 48 hours on a scale of 0 to 10 (0 = No Pain, 10 = worst imaginable pain):
Pain at rest: 1 23 456 7 8 9 10
Pain with Activity: 1 23 456 7 8 9 10



Does your pain wake you up at night? O ves ONo

Have you had any tests for this condition? |:|Xray Omri OcT scan CNerve Conduction Clother:

Have you seen another physical therapist for this condition? Oves ONo

If so:  What treatments helped?

If yes, how many times on average?

What treatments didn’t help?

Have you fallen in the last 6 months: O ves OONo  if yes, how many times?

If yes, did the fall(s) result in injury? 1 Yes CINo Describe injuries:

Level of Physical Activity Oiow Omedium |:|High

Type of activities you enjoy:

When are you scheduled to see your doctor again?

What do you hope to accomplish with therapy?

Medical History

[J Allergy to latex [J Diabetes [J High Blood Pressure
or adhesives U Epilepsy / Seizures [J History of falls

[ Arthritis [J Headaches [J Joint Replacement

[J Cancer [J Hearing Impaired [J Kidney Problems

[J Chest Pain [J Heart Disease [J Metal Implants

[l Depression [l Hepatitis A, B, or C [J MRSA or Staph

[J Currently Pregnant
[l Osteoporosis

[J Pacemaker

LI Stroke / CVA

[l Surgeries

[J Tuberculosis

Medications (please print or provide a medication list)

Medication Name Purpose

Allergies

Dose and Frequency
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HIPPA Privacy Policies

It is the policy of CoreFit Sports Fitness and Rehab that all providers and staff preserve the integrity and the confidentiality of protected health
information (PHI) pertaining to our patients. The purpose of this policy is to ensure that our practice and its providers and staff have the necessary
medical and PHI to provide the highest quality physical therapy care possible while protecting the confidentiality of the PHI of our patients to the
highest degree possible. Patients should be confident to provide information to our practice and its providers and staff for purposes of treatment,
payment, and healthcare operations, knowing that our practice and its providers and staff will--

o Adhere to the standards set forth in the Notice of Privacy Practices.

e Collect, use, and disclose PHI only in conformance with state and federal laws and current patient covenants and/or authorizations, as
appropriate. Our practice and its providers and staff will not use or disclose PHI for uses outside of practice’s TPO, such as marketing,
employment, life insurance applications, etc. without an authorization from the patient.

e Use and disclose PHI to remind patients of their appointments only with their consent.

Recognizing that PHI collected about patients must be accurate, timely, complete, and available when needed. Our practice and its providers and
staff will:
¢ |Implement reasonable measures to protect the integrity of all PHI maintained about patients.
¢ Recognize that patients have a right to privacy. Our practice and its providers and staff always respect the patient’s individual dignity. Our
practice and its providers and staff will respect patient’s privacy to the extent consistent with providing the highest quality medical care
possible and with the efficient administration of the facility.

Acting as responsible information stewards and treat all PHI as sensitive and confidential. Consequently, our practice and its providers and staff
will:
e Treat all PHI data as confidential in accordance with professional ethics, accreditation standards, and legal requirements.
¢ Not disclose PHI data unless the patient (or his or her authorized representative) has properly consented to or authorized the
release or the release is otherwise authorized by law.

Recognizing that, although our practice “owns” the medical record, the patient has a right to inspect and obtain a copy of his/her PHI. In addition,
patients have a right to request an amendment to his/her medical record if he/she believes his/her information is inaccurate or incomplete. Our
practice and its providers and staff will--

e Permit patients access to their medical records when their written requests are approved by our practice. If we deny their request, then we
must inform the patients that they may request a review of our denial. In such cases, we will have an on-site healthcare professional review
the patients’ appeals.

¢ Provide patients an opportunity to request the correction of inaccurate or incomplete PHI in their medical records in accordance with the
law and professional standards.

o All providers and staff of our practice will maintain a list of all disclosures of PHI for purposes other than treatment, payment, and healthcare
operations for each patient. We will provide this list to patients upon request, so long as their requests are in writing.

o All providers and staff of our practice will adhere to any restrictions concerning the use or disclosure of PHI that patients have
requested and have been approved by our practice.

o All providers and staff of our practice must adhere to this policy. Our practice will not tolerate violations of this policy. Violation of this policy
is grounds for disciplinary action, up to and including termination of employment and criminal or professional sanctions in accordance with our
practice’s personnel rules and regulations.

Our practice may change this privacy policy in the future. Any changes will be effective upon the release of a revised privacy policy and will be made
available to patients upon request.

| have read and understand the above states and agree to abide by them while under the care of CoreFit Sports Fitness & Rehab and its
representatives.

Signature Date

Witness signature (if client is unable to sign or a minor) Witness Date
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Authorization for Therapy Treatment

® | consent and authorize CoreFit Enterprises to provide Physical Therapy Services as agreed upon.

Release of Information

e | understand that CoreFit will maintain medical records regarding the services provided meeting state and Federal guidelines for
retention of such records.

e | understand that | may obtain a copy of my records by requesting such from CoreFit and | understand that it may take up 7-10
days for retrieval and copying of the records.

e | understand that if | am a minor, my parents may be legally entitled to some information about my treatment. My therapist will
discuss with me and my parents what information is appropriate for them to receive, and which issues are more appropriately
kept confidential.

Payment for Services

e | understand that CoreFit is a fee-for-service organization and expects payment at the time of service based on a rate of $125 per
hour with a one-hour initial evaluation required on the first visit.

e | understand that Mobile Physical Therapy is available with a surcharge of $20 within 10 miles of address above, and travel outside
the 10-mile radius is based on hourly rate of $125 per hour prorated on a case-by-case basis.

e | understand there will be a $20 fee charged for any returned checks.

e | understand that CoreFit is not a provider for any insurance company. CoreFit will provide you with invoices containing

appropriate information for you to submit to your insurance company.

Electronic Communication

e | understand that while CoreFit and its representatives do take precautions regarding electronic communication, CoreFit and
Kimberly Cole cannot ensure the confidentiality of any form of electronic communication outside of our secure client portal
currently hosted by Citrix. If | choose to communicate via email or text message, | understand and accept the risk.

e | understand that all my records, except handwritten notes, are stored in the client portal, Citrix, which is accessible to you
through your own username and password. This is a secure client portal.

Cancellation Policy
e | understand that, if | should need to cancel my appointment, | should give 24 hours’ notice in advance, if possible.

Term
e This patient consent and authorization given to CoreFit Sports Fitness & Rehab as set forth above will remain in full force and
effect until terminated in writing by patient or authorized patient representative.

Signature of Patient: Date:
Signature of Authorized Patient Representative (If applicable): Date:
Name: Relationship to Patient:

Witness Signature: Print Name: Date:
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