
Advanced Physical Therapy
Patient Information

Social Security #: _____________________________________ Sex: ____M ____F

Patient Name: (Last) _____________________________________ (First) _________________________________________ (MI) _________

Address: ____________________________ City: _____________________ State: _______ Zip: ______

Phone: Home (      )________________________ Work: (     ) ___________________________

Cell: (      ) ______________________________ E-Mail Address: __________________________
_____ check here to opt out of emails

Date of Birth: ______________________            Marital Status ___M ___S ___D ___W

Patient Employer Name: ____________________________________

Occupation: ______________________________________________

Emergency Contact Name: ______________________ Phone: __________________________

Referring Physician: ______________________________________________________

Have you received physical therapy this year?_____Y_____N

Are you currently receiving home health? ______Y_____N

How did you hear about us? (Circle one)  Facebook Instagram   Website/Google    Doctor
Other: ___________________________________________________________

Responsible Party Information* (Name on insurance card)

*If different than information above
(Always “Self” for Medicare)  (Always “Other” for Workman’s Comp.)

Relation to Patient: ___Self ___Spouse ___Parent ___Other

Name: Last ______________________________________ First _____________________________________________ MI _________

Address: _____________________________City: __________________State______ Zip______

Phone: Home (      )____________________     Work: (      )__________________ Ext:_____

Date of Birth______________________    SSN: ______-_____-_________ Sex: ____M ____F

Employer: _________________________ Address: ___________________________________

City: _____________________________________ State: _________ Zip: _________________





Advanced Physical Therapy
HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.
The notice contains a patient’s rights section describing your rights under the law.  You ascertain that by your signature
that you have reviewed our notice before signing this consent.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or
healthcare operations.  We are not required to agree with the restriction, but if we do, we shall honor this agreement.
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for
treatment, payment or healthcare operations.

You have the right to revoke this consent in writing, signed by you.  However, such a revocation will not be retroactive.

By signing this form, I understand:
● Protected health information may be disclosed or used for treatment, payment or healthcare operations.
● The practice reserves the right to change the privacy policy as allowed by law.
● The practice has the right to restrict the use of the information but the practice does not have to agree to those

restrictions.
● The patient has the right to revoke this consent in writing at any time and full disclosures will then cease.
● The practice may condition receipt of treatment upon execution of this constant.
● I understand that the information used or disclosed may be subject to re-disclosure by the person or class of

persons or facility receiving it, and would then no longer be protected by federal privacy regulations.

May we phone, e-mail or send a text to you to confirm appointments? YES NO

May we leave a message on your answering machine at home or on cell phone? YES NO

May we discuss your medical condition with any member of your family? YES NO

Information that may be disclosed? (circle all that apply):         Medical Records Billing

If YES, please name the members allowed:

__________________________________________________________________________________________

List any other individuals or organizations this information may be released to:

__________________________________________________________________________________________

Information is being disclosed for the following purpose(s): _________________________________________

Unless otherwise revoked, this authorization will expire two (2) years from the dates this authorization is signed.

This consent was signed by: (Please Print) __________________________________________________________

Signature: __________________________________________________________ Date: ____________________

If Signed by legal representative, relationship to patient: ____________________ Date: ____________________

Witness: ___________________________________________________________ Date: ____________________



Name:
Current Medication

Please list all medications you are currently taking.

1. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

2. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

3. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

4. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

5. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

6. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)______
_____________________________________________________

7. Name of Medication:____________________________________
Dosage:_______________________________________________
Frequency:_____________________________________________
How do you take your medication? (Orally, injection, etc.)____



Advanced Physical Therapy
NO SHOW AND LATE CANCELLATION POLICY

(Revised 11/19)

Our desire at Advanced Physical Therapy is for you, the patient, to achieve the best outcome possible. While

you will receive outstanding care from our physical therapists, you must be an active participant in your care.

Our front office staff will schedule you accordingly, but it is imperative that you keep your scheduled

appointments.

Patients who are not able to keep their appointments are asked to provide timely notice of a cancellation to

Advanced Physical Therapy. “Timely notice” is defined as at least 24 hours prior to the appointment.

Patients who arrive 15 minutes or later past their appointment time will be required to reschedule. This will

count as a cancellation and applicable fees will apply.

Patients who are unable to keep their appointments and do not provide at least a 24-hour notice will be

charged a no show/late cancellation fee as described below.  All no show/late cancellations fees that have

been assessed to a patient must be paid prior to the patient’s next appointment.  These fees will not be added

to a patient’s account or invoiced to the patient.

● First Occurrence: NO CHARGE

● Second Occurrence: A $50 fee will be collected before next appointment

● Third Occurrence: A $75 fee will be collected before next appointment

● Fourth Occurrence: Discharged from treatment

“No Show” fees must be paid before a patient’s next scheduled appointment.  This fee is not covered by insurance
and is not eligible for reimbursement with an HSA or FSA account.

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

I verify that I have been informed of the NO SHOW/LATE-CANCELLATION POLICY

________________________________________ ________________ _______________

Print Patient Name Patient DOB Date

________________________________________________________________

Patient Signature

______________________________________________________________________
Staff Witness



Advanced Physical Therapy Patient Health Questionnaire

Patient Name:_______________________________________________________________________ Date:____________________________

1. Describe your symptoms:________________________________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

A. When did your symptoms start? _________________________________________________________________________________________________________

B. How did your symptoms begin?_________________________________________________________________________________________________________

Height________________________________ Weight:________________________________

2. How often do you experience your symptoms? Indicate where you have pain or other symptoms using “x”

Constantly (76-100% of the day)
Frequently (51-75% of the day)
Occasionally (26-50% of the day)
Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?
Sharp shooting
Dull ache burning
numb tingling

4. How are your symptoms changing?
Getting better Not changing Getting worse

5. During the past 4 weeks: none unbearable
A. Indicate the average intensity of your symptoms (circle one)      0    1     2    3    4    5 6    7    8    9    10

B. How much has pain interfered with your normal work (including both work outside the home and housework)?
Not at all A little bit Moderately Quite a bit Extremely

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
All of the time Most of the time Some of the time A little of the time None

7. In general, would you say your overall health right now is….
Excellent Very Good Good Fair Poor

8. Who have you seen for your symptoms? No one Medical doctor Chiropractor Physical Therapist
Other:_________________________________________________

A. What treatment did you receive and when?
_____________________________________________________________________________________________________

B. What tests have you had for your symptoms X-rays  date: CT Scan   date:
And when were they performed? MRI date: Other    date:

9. Have you had similar symptoms in the past? _______YES ________NO

10. What is your occupation?__________________________________________________________________________

A. What is your current work status? Full time Self employed Off work
Part-time Unemployed Other

Patient Signature:______________________________________________ Date:______________




