Cancellation/No Show Policy

The following is OSPTI’s cancellation/no show policy. We take this
subject seriously because it can be the difference between whether a
patient succeeds in treatment or not. It is the patient’s responsibility
to notify the office at least 24 hours in advance of their scheduled
appointment to reschedule or cancel so we may offer the time to
another patient waiting to be seen.

Office appointments which are missed without notification are
considered NO SHOWS.

Office appointments which are cancelled with less than 24 hours
notification are considered LATE CANCELS.

All no shows and late cancels are subject to a $40.00 fee. This fee is
the sole responsibility of the patient and will not be covered by
insurance.

We understand that special circumstances which are unavoidable may
cause a patient to cancel or miss an appointment without proper
notification. Fees in this instance may be waived, but only with
management approval.

Our clinic firmly believes that good therapist/patient relationships are
based on understanding and good communication. Questions or
concerns about cancellation or no-show fees should be directed to
Chris Roberts.
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Notice of Privacy Practices
Health Insurance Portability and Accountability Act (HIPAA)

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.

Your Rights:

When it comes to your health information, you have certain rights.

This section explains your rights and some of our responsibilities to help you.

Get an electronic or paper copy of your medical record

e You can ask to see or get an electronic or paper copy of your medical record and other health information we have
about you. Ask us how to do this.

e  We will provide a copy or summary of your health information to you, usually within 30 days of your request. We
may charge a reasonable, cost-based fee.

Ask us to correct your medical record

e You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do

this. We may say “no” to your request, but we will tell you why in writing within 60 days.
Request confidential communications

e You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different

address. We will say “yes” to all reasonable requests.
Ask us to limit what we use or share

e You can ask us not to use or share certain health information for treatment, payment, or our operations. We are
not required to agree to your request, and we may say “no” if it would affect your care.

e If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the
purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to share
that information.

Get a list of those with whom we have shared information

e You can ask for a list of the times we have shared your health information for six years prior to the date you ask,
who we shared it with, and why.

e We will include all the disclosures, except for those about treatment, payment, and health care operation, and
certain other disclosures (such as any you asked us to make). We will provide one accounting a year for free, but
will charge a reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice

e You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically.

We will provide you with a paper copy promptly.
Choose someone to act for you '

e If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise
your rights and make choices about your health information.

e We will make sure the person has this authority and can act for you before we take any action.

e File a complaint if you feel your rights are violated

e You can complain if you feel we have violated your rights by contacting us or by contacting the U.S. Department of
Health and Human Service Office for Civil Rights by using the information on the back page.



Your Choices
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we
share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your
instructions.
In these cases, you have both the right and choice to tell us to:
e Share information with your family, close friends, or others involved in your care.
e Share information in a disaster relief situation.
In these cases we NEVER share your information unless you give us written permission:
e Marketing purposes
e Sale of your information
Other Uses and Disclosures
We typically use or share your health information in the following ways:
To treat you
e We can use your health information and share it with other professionals who are treating you, or who are involved
in your care.
To run our organization
e We can use and share your health information to run our practice, improve your care, and contact you when
necessary.
To bill for your services
e We can use and share your health information to bill and get payment from health plans or other entities.
How else can we use or share your health information?
We are allowed or required to share your information in other ways—usually in ways that contribute to the public good,
such as public health and research. We have to meet many conditions in the law before we can share your information for
these purposes. For more information see: www.hhs.gov/oct/privacy/hipaa/understanding/consumers/index.html
Comply with the law
e We will share information about you if state or federal laws require it, including with the Department of Health and
Human Services if it wants to see that we are complying with federal privacy law.
Address Worker’s Compensation, law enforcement, and other government requests
e We can use or share health information about you:
o For Worker’s Compensation claims
o For law enforcement purposes or with a law enforcement official
o With health oversight agencies for activities authorized by law
o For special government functions such as military, national security, and presidential protective services
Respond to lawsuits and legal actions
e We can share health information about you in response to a court or administrative order, or in response to a
subpoena.
Our Responsibilities
e We are required by law to maintain the privacy and security of your protected health information.
e We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.
e We must follow the duties and privacy practices described in this notice and give you a copy of it.
e We will not use or share your information other than as described here unless you tell us we can in writing. If you
tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.
For more information see: www.hhs.gov/oct/privacy/hipaa/understanding/consumers/noticepp.html
Changes to the Terms of This Notice
We can change the terms of this notices, and changes will apply to all information we have about you. The new notice will
be available upon request, in our office, and on our web site.
Filing a Complaint
You can file a complaint with the U.S. Department of Health and Human Services office for Civil Rights by sending a letter to
100 Independence Avenue SW, Washington, D.C. 20201 or calling 1-877-696-6775, or visiting
www.hhs.gov/oct/privacy/hipaa/complaints.
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Patient Consent Form
Date:

Patient Legal Name:

First Middle Initial Last
Preferred name:
Date of Birth: SSN: - -
Home Phone: Cell Phone:
Work Phone: E-Mail:
Mailing Address:

City State Zip Code
Check if billing address is same as mailing address:
Is it ok to email and/or text appointment reminders: E-Mail Text
Emergency Contact:
Name: Phone: Cell:
Relationship to you:
Can we discuss your condition with your emergency contact: Yes No

Primary Physician:
Referring Physician:

Insurance Policy Holder/Billing Address (if different from above):

Policy Holder Name: Policy Holder Date of Birth:
Policy Holder Address:
Policy Holder Phone:

Please read and provide consent:
1. |, the patient above, (or parent/guardian for the patient), do hereby voluntarily

consent to medical treatment deemed as appropriate by the therapist and/or as ordered by the above
physician, their assistants, consultants, and as necessary in his/her professional judgement.

2. | authorize payment directly to Orthopedic & Sports Physical Therapy Inc. of the benefits otherwise payable to
me but not to exceed the regular charges for this period of treatment. If | have sought litigation due to my
injury and refuse to provide the appropriate insurance information, | understand that | am required to pay
Orthopedic & Sports Physical Therapy Inc. for charges not covered by my insurance.




3. | hereby authorize Orthopedic & Sports Physical Therapy Inc., its employees or agents, to release medical
information regarding myself and my current condition to my insurance company for purpose of payment
and/or quality reviews; and referring, consulting, treating physicians, or other medical providers as necessary to
support continuity of care. This authorization will remain valid until revoked in writing.

4, lauthorize the use of my records for therapy & office quality assessments to help provide quality care. Quality
results do not identify individuals by name or any other personally identifying characteristics. This authorization
does not expire, but may be revoked or limited in writing by me at any time.

5. |If appropriate | consent to the use of still photography and/or video analysis as a component of my therapy at
Orthopedic & Sports Physical Therapy Inc. | understand that the photographs or videotape are part of the
medical record and cannot be reproduced or used in any other manner, without my written consent.

6. lunderstand that | am responsible for checking with my insurance company regarding any co-pays, deductibles,
or provider information that pertain to my treatment at Orthopedic & Sports Physical Therapy Inc. Therapy
services are billed as free standing clinic setting.

7. lunderstand that during the course of therapy, | may also be seeing a therapist assistant.

Insurance Benefits (Please read carefully)

Your insurance is a contract between you and your insurance company.

Your insurance benefits will be checked prior to your first visit with the information you have provided at the time of
scheduling. If insurance information is not provided you may be responsible for your treatment in full. A copay is
required at the time of service as a contract agreement between the servicing providers and the insurance companies.
You can obtain this type of information by calling the customer service number on the back of your insurance card or by
checking with your employer’s benefits department. The bill for services is ultimately your responsibility.

Your health care provider, insurer, or plan may require a physician referral or prior authorization and you may be
obligated for partial or full payment for any therapy services rendered.

Please Initial:
| understand that | am responsible for canceling my appointments within 24 hours, otherwise there is
a $40 charge. If I do not show for 2 consecutive appointments without calling, then future
appointments will be canceled. The Cancellation/No Show Policy is attached for your information
| have received the Notice of Privacy Practices Information (HIPAA) that is attached for my records.
The notice describes how medical information may be used. Please review carefully.
Due to HIPAA and confidentiality, please read and initial the following as appropriate:
| agree to release my medical information to process insurance claims and accept payment to my
insurance company
| am a self-pay patient, and | choose not to share any information with my insurance provider.
| give permission to leave message on my answering machine at my home or voicemail.
| give permission to speak with or leave messages regarding my appointments at work.

Is there anyone that you do not want us to discuss case information with?
List Names:

I have read this form and certify that | understand its contents as of this date and time. | agree that this
form is valid for up to one year from the signed date.

Patient Signature Date

Guardian or Witness of Minor Date
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Health Form
Name: Date of Birth: Today’s Date:

S——

What is your work status?
J Employed I Unemployed I Student [ Retired [ Homemaker K Disabled

Who is your employer? Occupation:

If employed, are you working:

1 Without restrictions [ With restrictions [ Working an alternate job I Not working
What are your primary job tasks? Check all that apply.

Cdsitting I Standing I Repetitive tasks [ Operating a machine/driving [ Lifting

Do you use tobacco? [ClYes [ No If so, how much? What Kind?
For what pain/problems are you seeking services for?

On a scale of 1-10 (1 being good and 10 being very painful) rate your pain:
When did this problem begin? (Date)
Where/when did the pain/injury occur?

£ Work 1 At Home [El1n a motor vehicle I During recreation I During competitive sports
1 For unknown reasons [ Other

Current symptom description. Check all that apply.
[ Constant [ Intermittent 1 Pain [ Achy [ Burning [ Dizziness K1 Numb [ Tingling

[ Other

What affects your pain? Please check.
Better Worse Same Better Worse Same
Ice Morning
Heat ; : Late Afternoon
Position Changes Night/Sleep/Rest
Coughing/Sneezing With Activity

Have you had any prior treatment for this problem?

When Was it Helpful
None Yes No
Therapy — PT/OT/ST Yes No
Chiropractor Yes No
Medications/Injections Yes No
Surgery Yes No Surgeon:
Other __Yes ____No

Have you had this problem before? CIYes I No If yes, when:

Have you ever had any special test for this problem?
CINone O X-ray KICTscan COMRI O EMG O Other
Test results:




How did you hear about OSPTI?
1 Dr. Referral 1 Self Referral 1 Radio Ad [ Website 1 Facebook [ Town Event

[ Past Patient: I Friend: I Other:

Medical History

Existing or Relevant Previous Conditions

Allergies Yes | No | Dizzy Spells Yes | No | MRSA Yes | No
Anemia Yes | No | Emphysema/Bronchitis Yes | No [ Multiple Sclerosis Yes | No
Anxiety Yes | No | Fibromyalgia Yes | No | Muscular Disease Yes | No
Arthritis Yes | No | Fractures Yes | No | Osteoporosis Yes | No
Asthma Yes | No | Gallbladder Problems Yes | No | Parkinsons Yes | No
Autoimmune Disorder | Yes | No | Headaches Yes | No | Rheumatoid Arthritis | Yes | No
Cancer Yes | No | Hearing Impairment Yes | No | Seizures Yes | No
Cardiac Conditions Yes | No | Hepatitis Yes | No | Smoking Yes | No
Cardiac Pacemaker Yes | No | High Cholesterol Yes | No | Speech Problems Yes | No
Chemical Dependency | Yes | No | High/Low Blood Pressure | Yes | No | Strokes Yes | No
Circulation Problems Yes | No | HIV/AIDS Yes | No | Thyroid Disease Yes | No
Currently Pregnant Yes | No | Incontinence Yes | No [ Tuberculosis Yes | No
Depression Yes | No | Kidney Problems Yes | No | Vision Problems Yes | No
Diabetes Yes | No | Metal Implants Yes | No

If Yes to any of the above, please explain and give approximate dates and describe any other conditions.

Fall History

Injury as a result of a fall in the past year: 1 Yes [ No
Two or more falls in the last year: 1 Yes [ No
Patient is at risk for falls: [ Yes [ No

Surgical History

Body Region: Surgery Type: Date:
Body Region: Surgery Type: Date:
Body Region: Surgery Type: Date:
Body Region: Surgery Type: Date:
Current Medications

Drug Dosage Frequency Route Reason Taking
1 Currently not taking any medications.
For Internal Office Use Only:

Height: Weight: BMI:

Given Information folder on exercise benefits and IEP:

Yes




