Patient Information

Clients Narme Middle Initial Sex | M | F
Date of Birth Social Security # -
Address City State Lip
Phone Client Status: Singke 0O Marmied 0 Other 0
Cell Phone E-Muail :
Employment Information Employed O I'ull Time Student O Part Time Student O
Employer! Student :
Address :
Phomne :
Emergency Contact Person I_Phune: I Relation:
Is Your Injury Related To:
A, Employment? Yes Mo B. Auto Accident? Yes | No | C. Other Accidemt? Yes | Mo
{Current Or Previous) Q o oo o |o
Mamwe Of Primary Care Physician MD UPIN#
Name Of Referring Ploysician MD UFINZ
Insurance Information: Patient’s Relationship To Inswred: Sell ©  Spouse O Chid © Other O
Name Insured DOB:
Address:
Note : We will need to copy vour insurance eard.
Primary Insurance Information Secondary Insurance Information
Carrier:

Address’ P.O. Box

Phone:

Group:
Claimm #/ T :
Adjuster:

For Office Use Only!1!!
Diagnosis: TC %
Diagnosis: JCTe:
Driagreosis: 1CD9:
Deductible: $ J Co-payiins: $ Ins Covers: Limitations:

Trymmnic Phywcsl Thorgpy Servaoes 111 Rl Stroet Se 103
Worooso, ba 01600

Phome SORTTO0L85E O Fax: (SOEFLA55S




Name:
L Have you ever had 7 (If Yes Please Explain)
High Bleod Pressure Mol Yes
Heart or Circulation Problems Mol Yes f
Pacemaker No/Yes_ POy
Sensitivity to Hot' Cold Mo/ Yes
Selsures Nof Yes
Strokes No/ Yes
Diabetes Mo/ Yes
Cancer Nol Yes
Arthritis/ Osteoarthritis No/ Yes e
Osteoporosis No/ Yes -
Immune Deficiency Disecase Mo/ Yes
Coordination Problemsa No/ Yes
Difficulty Sleeping No/ Yes
Other Tlness No/Yes

2 Please list surgeries you have had; please give procedures and dates, if possible:

3. Do you have any METAL in your body: pins/ plates post- fractures, or pacerakers (other than teeth)? No - Yes.
Describe :
4 { for Woman Only) Are vou now pregnant? Na Yes
5. Do you have any abnormal vision problem? No Yes / Hearing problems? No Yes
6. List any allergics you have:
T
8
9

Are you allergic to any medication: BT _ =
Have you ever taken steroids or anticoagulants for an extended period of time? Mo Yes
List all medication you are currently waking: -

10.  Have you had Physical therapy treatment in the last 12 months? Mo Yes
If yes please indicate where, when, and for what problem:

11. Do youo currently exercise? No Yes
if yes please deseribe the exercise type and how many times a week:

12, What are your goals?

13.  Date of next Docﬁappoimmnt: o 0
14, How did you hear about us?  Doctor @ Friends © Internet O  Radio 0 Yellow Pages 0
Primt Ad O Other O

Dynamic Physical Therapy Services 111 Elm Street suite 103
Worcester, MA 01609
Phone: (308)799-6338 O Fax : (508)799-5315



Patient Name_

e e Date

1. Describe your symptoms e e ol e e e i e i e

a. When did your symploms slarf?

b, How did your symploms bagin? e e e e o o e e o e e
2. How often do you experience your symploms?  Indicate where you have paln or other symptoms
@ Constantly {76-100% of the day)
@ Frequently (51-75% of the day)
@ Cccasionally (26-50% of the day)
@ Inermittently (0-25% of the day)

3. What describes the nature of your Symptoms?
o Sharp @ Shocling
@ Dull ache & Burning
@ Mumi & Tingling

4. How are your symploms changing?
@ Gelling Bellar
@ Nol Changing
@ Getling Worse

5. During the past 4 wooks: Linbearabie
a. indicale the sverage inlensity of your symptoms T ® @& @ & ® & 40 @& @ @D
b. How much has pain inferfored with your novmal work (ncuding bath work sulsite e ome, ond houseronk)

@ Mot at ail @ A litlle bit & Moderalely @ Quite a bit B Extramely

&. During the past 4 weeks how much of the time has your condition interfered with your social activitles?
Wi visiting with friemds, relatives, otc)

@ AR of the fime @ Most of the time @ Someof the fme @ Alitfe of the me & Nono of the time
7. In goneral would you say your overall health right now is...

M Excellant & 'l.l'aly Gnuﬂ @ I:;qmd @ Fair & Poar
&mmﬂm:ﬂnfwmrwmﬂms? "Z'BNque @ Mredical Doctor @Cﬂh@r
@ Chiropractar i@ Physical Theraplst
& What realmonf oid you recedve andwhen?  __ e e
b, What tosts have you Rad for your symplams @Xmays ot __ P CTScan odatee_ _
and when wera the rformod ?
¥ e @MRl caw . __ @®Oher  awe_
9. Have you had similar symptoms in the past? @ Yes @ Mo
a, If your have received raalment in the past for @ This Office @ Meadical Doctar & Othar
the same or similar symptoms, who did you s2¢? @ Criropractor @ Physical Therapis!
: @ ProfessionalfExecutive @ Laboror @ Relired
10, Wha
O What Is your accopation? @ While CollariSecretarial  ® Homemaker @ Other
@ Tradesperson & FT Studenl
Mmmm & homemakar, or & & Full-time & Sefl-employved @ Off waork
whal is your eurren! work stafus? @ Parl-lime @ Unemplayed & Othar

Patient Signature _ Date



Our Financial Poli

We are committed to providing you with the best possible care, and we are pleased 1o discuss our
professional fees with you at any time. You clear understanding of this Financial Policy is importaat to
our professional relationship. Pleasc ask us any guestions about our fees, policy, or vour responsibility.

Primary Insurance - We file claims as a courtesy to vou. However, il we do not receive payment within
%0 days, you will be held responsible. The full balance is due upon receipt of invoice. We still not
become involved in disputes between you and your insurance company regarding deductibles, co-
paymenis, covered chargers, Secondary Insurance, * usual and customary” charges etc., other than
to supply factual information as necessary to pay a claim. Co-pays and deductible are foe at time of
visit. You may also be billed for non- covered charges.

Automobile Medical Insurance- We will bill the automobile insurance company for your treaiment
provided that there is available coverage with the policy. 1f you do not have coverage, payment is due al
time of your treatment. We will provide vou with documentation at your request in order to facilitate
reimbursement upon scttlement of vour case

Workers Compensation- We will bill your workers compensation carrier for your charges. Tn the event
of claim denial or fraud, vou will become financially responsible for all treatment charges.

Cash- Please pay balance in full at time of service of upon receipt of invoice. Failure to maintain these
agreements may result in the placement of you account with an agency for collection.

Cancellation Policy- We require 24 - HOURS notice for cancellation of 2 scheduled appointment.
Failure to comply with policy will result in 2 $ 25. 00 charge. The charge will be billed 1o you direcily.

I authorize the release of any medical or other information necessary to process this claim. | authorize
payment of medical and, if applicable, government benefits to Dynamic Physical Therapy Services. lassign
all payments for physical therapy services to Dynamic Physical therapy Services.

1 agree that a responsible tor payment of my physical therapy involces, whether or not my insurance
company is paying them. I agree to pya the charges for appointment s not cancelled twenty-four hours
in advance. Payment is due npon receipt of invoice. Please sign and date this form to indicate that you
understand and agree to the terms of this payment policy. Please let s know if you have any questions or
concerns.

Signature Of Responsible Party ) Date

Dwvnamic Physical therapy Services 111 Elm Strect Suite 103
Worcester, MA 01609
Phone (508)799-6538 O Fax (508)799-5535
Web Sile: www.dynamicplservices. com



