Physical Therapy & Sports Rehab

Patient Name Date:
Last First

Social Security # - - Date of Birth / /

Address:

City State Zip

Primary Phone # { } Secondary Phone ( )

Sex: F M Marital Status: Married Single Email

Employer:

Name/Address
Emergency Contact: Relationship Phone

Referring Care Physician: Phone:

Person Responsible for Payment:

Name Relationship to Patient
Address: Phone
Street City State/Zip
INSURANCE INFORMATION:
Primary Insurance_
Policy Holder: Date of Birth / /

Relationship to Patient: Self  Spouse Parent Guardian Other:

Policy/ID Number: Group Number

Employer (Workers Comp claims only}):

Secondary Ins;
Policy Holder: Policy Holder Date of Birth

Relationship to Patient: Self Spouse Parent Guardian Other:

Policy/ID Number: Group Number

Signature: Date:




INITIAL PATIENT QUESTIONNAIRE

This questionnaire is designed to help us obtain necessary information about your health problems and activity level. Completing the
form as completely as possible will help us to develop the most effective treatment program to meet your needs. If you have
difficulties answering or understanding these questions, please ask for assistance.

TS YU

~Names -~

Age: Sex: M F Helght: Welght: Righthanded ____ RLeftHanded

How did you hear sbout us? (circlo one) Doctor  Friend  Phone book  Athletic trainer/coach Other

Is your problem due to any of the following?

Surgery ____ Auto Accident ___ Slip/Fall
Lifting/Pulling : Gradusl onset of symptoms —— Sports Injury
Other Cause: -

Date of Injury/Onset of symptoms:

How long have you experienced this present problem? (week(s)/month(s)/year(s))

Please indicate ALL symptoms:  ___ Ache/Dull pain —__Buming ____Numbness )

— Spasm/cramp ___ Pins & Needles ___ Stabbing/sharp pain
.. No pain, unable toperform  ____ Stiffness — Shooting pain
certain activities __ Other: please explain:

Please circle the numbers that indicate your pain level in the ast 3 (three) days. Please indicate the best that your pain level has been
and the worst that it had been. Zero indicates no pain and ten indicates the worst your symptoms have been.

(NoPain) 0 1 2 3456 78 9 10 (WorstPain)

What activities are you unable to perform or are having increased difficulty with as a result of your condition?

a) d)
b) e)
c) f)

Are there specific activities, movements or treatments that relieve your symptoms? Y N
If yes, please explain: '

Is your condition currently getting Beter Worse About TheSame ___?

Have you experienced similar problems inthe past? Y N if yes, when:

How frequently do you experience flare-ups?

Have you had previous treatment for this condition? Y N  forsimilarcondition? Y N  for different condition? Y N

If you answered yes o any of the above, please indicate the type of treatment and dates:

Please complete the health history on the reverse side of this form also. Thank You.




PAST MEDICAL HISTORY

Condition
Asthma
Allergies
Alcohalism
Diabetes
Heart Disease
____ High Blood Pressure
- Thrombophlebitis-
___ Lung Disease
—__ Rheumatoid Arthritis/
Other Rheumatic Disease
_____ Osteoarthritis/ other
Degenerative joint disease

1111

Psoriasis

Gout

Cancer

Difficulty controlling bowel
and/or bladder functions
. Seizure Disorder
_____Faintness

____. Muscle weakness

‘where?

T

Numbness
where?

Joint Pain
where?

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Lupus Erythematosis Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

2 Z 2 2222 ZEAZZ 2 ZABEB B

Swelling
where?

WORK HISTORY

What is your vocation/profession?

Have you experienced any unusual weight
loss? Y N

‘Have-you been admitted to the hospfial or undergone

any surgical procedures during the past 5 {five)
years? ¥ N e

"~ Please listadmit diagnosis and dates:

Have you received any injections in the joints or

muscies? Y N
If yes, please indicats where and date:

Please list any special braces, orthotics, walking aids
(ie: canes, wheelchairs, etc.) that you currently use:

Have you undergone any special testing recently?
Y N

XRAY MRI CATSCAN BONESCAN
EMG EKG STRESS TEST
Dates:

Briefly describe the type of work that you do:

What are your limitations at work?

EXERCISE HISTORY

How much exercisedoyouget? ___ None __ Walk ( miles/week) ___ Jog ( miles/week)

Please list the sport/recreational activities that you are involved in;

How long have you been doing the activities fisted above? ___ 3 to 6 months 6 months to I year - Years thow ﬁmﬂ)

Do you use nutritional supplements? YES NO  Are you interested in learning more about nutritional supplements? YES NO
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Continuum Wellness Physical Therapy

PATIENT NAME: DATE:

Location Treated:
e CoONtinuum 3941 E. Baseline Rd. Gilbert AZ 85234
_... Continuum 1075 S. idaho Rd. # 210, Apache Junction AZ 85119

__ Continuum Woellness 3230 S. Gilbert Rd., # 1, Chandier AZ 85286

FINANCIAL RECORDS CONSENT AND INSURANCE ASSIGNMENT OF BENEFITS:

I certify the information given to me in applying for payment under Title XVIIl of the Social Security Act or other financial carriers is correct. | assign payment
directly to Continuum Weliness for unpaid charges. | agree to pay CWC for these services and supplies according to its regular rates and charges at the time
these services and supplies are rendered, | understand that | am responsible for any health insurance deductibles, co-insurance and any amounts not paid by
my insurance carrier. If this account is delinguent, | agree to pay all expenses including but not limited to court costs and actual attorney fees incurred by CWC

in collecting this account,
fnitials __

CONSENT FOR TREATMENT:
Knowing that | have a condition requiring treatment at CWC, | do hereby voluntarily consent to such treatment as deemed necessary in the judgmaent of the

physician and therapist.
Initials

CONSENT FOR DISCLOSURE FOR DURABLE MEDICAL EQUIPMENT:
I consent for CWC to release my outpatient treatment records to durable medical equipment suppliers to simplify ordering my durable medical equipment,
Specific information disctosed will be a patient information face sheet, physician orders and selected information to process my durable medical equipment

order.
nitials

MEDICAL RECORDS CONSENT:
t consent for CWC to release any information contained in my medical record {including photographs, slides, videotapes, audio recordings ar other digital
images} to schools, other educational programs and cther health care providers for continuing care needs or to my insurance company or employer for payment
on my account. }understand that this information may incfude records regarding mental health treatment, social services counseling, alcoho! and drug abuse
treatment, psychological or psychiatric treatment, human immunodeficiency virus, (HiV}, acquired immunodeficiency syndrome (AIDS-related complex {ARC) or
venereal diseases.

Initials

CANCELLATION AND NG SHOW POLECY:

Patlents are encouraged 1o keep all scheduled appointments to maximize the benefits of their treatment plan, If a patient 7s unable to make a scheduled
appointment, the patient is expected to give 24 hours advance notice. Two{2) consecutive appointment ne-shows may result in discontinuation of the current
appointment schedule for the therapy involved, A pattern of frequent absences {cancellation and\or no-shows) will be considered problematic and resultin

discontinuation of services.

Planned absences from scheduled therapy will not be considered cancellations or no-shows. If a patient provides notice of a planned absence, their on-going
scheduie may be placed on “hold” for up to two {2} weeks. A renewed prescription znd appointment schedule may need to be arranged depending on the
length of time which has passed.

tunderstand the conditions of services at Continuum Wellness initials

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:
By signing below, | acknowledge that | have received a copy of the Notice of Privacy Practices.

Patient/Guardion/Personal Representative Signature Date

OFFICE USE ONLY:

Our practice will make a good faith effort to obtain a written acknowledgement of receipt of Notice provided to the patient. If written acknowledgement is not
obtained, our practice must document its good faith efforts to obtain such acknowledgement and record the reason why the acknowledgement was not
cbtained.

Refused to sign Phystcally unable to sign Qther

Employee signature: Date:
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INSURANCE VERIFICATION
ACKNOWLEDGEMENT
Date:
| N understand that Continuum Wellness has
contacted my insurance company, y N

Insurance Company

A good faith effort to obtain my benefit information including co pay,
co-insurance and deductible portions that may be my obligation should
insurance deem me responsible. However, Continuum has explained to
Me and I am fully aware that this information obtained from the
insurance company is by no means a guarantee of payment by my
insurance and therefore agree to pay any unpaid portion that my

insurance deems my responsibility.

CONTINUUM WELLNESS REPRESENATIVE PATIENT/GUARDIAN



A. Notifier:
B. Patient Name: C. ldentification Number:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn't pay for D. Physical Therapy pelow, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have

good reason to think you need. We expect Medicare may not pay for the D. below.
D. E. Reason Medicare May Not Pay: | F. Estimated
_Cost
Physical Therapy *Benefits Exhausted 105.00~135.00
*Deductible not met \ Per visit

*Currently having Home
Health or not discharged yet

WHAT YOU NEED TO DO NOW:
» Read this notice, so you can make an informed decision about your care.
» Ask us any questions that you may have after you finish reading.
» Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

(0 OPTION 1. ! want the D. listed above. You may ask to be paid now, but |
aiso want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn't pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

[F OPTION 2. {wantthe D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
[0 OPTION 3. | don’'t want the D. listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
T_igning below means that you have received and understand this notice. You also receive a copy.

l. Signature: J. Date:

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a coliection of information unless it displays a valid OMB control number,
The valid CMB control number for this information collection is 0938-0566, The time required to complete this information collection is estimated to average 7
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
coliection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (03/11)

Form Approved OMB No. 0938-0566



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.

INTRODUCTION

Continuum Wellness understands that your medical information is private and confidential. Further, we are required by
law to maintain the privacy of “protected health information.” “Protected health information” includes any individually
identifiable information that we obtain from you or others that relates to your past, present or future physical or mental
heaith, the health care you have received, or payment for your health care.

As required by law, this notice provides you with information about your rights and our legal duties and privacy practices
with respect to the privacy of protected health information. This notice also discusses the uses and disclosures we will
make of your protected health information. We must comply with the provisions of this notice as currently in effect,
although we reserve the right to change the terms of this nofice from time to time and to make the revised notice effective
for all protected health information we maintain. You can always request a written copy of our most current privacy notice
from the Practice's Privacy Officer at 480-503-2010.

PERMITTED USES AND DISCLOSURES

We can use or disclose your protected fhealth information for purposes of treatment, payment and health care operations.
For each of these categories of uses and disclosures, we have provided a description and an example below. However,
not every particular use or disclosure in every category will be listed.

Treatment means the provision, coordination or management of your health care, including consultations between health
care providers regarding your care and referrals for health care from one heaith care provider to another. For example, a
doctor treating you for a broken leg may need to know if you have diabetes because diabetes may slow the healing
process. In addition, the doctor may need to contact a physical therapist to create the exercise regimen appropriate to
your care.

Payment means the activities we undertake to obtain reimbursement for the health care provided to you, including billing,
collections, claims management, determinations of efigibility and coverage and utilization review activities. For example,
prior to providing health care services, we may need to provide information to your Third Party Payor about your medical
condition to determine whether the proposed course of treatment will be covered. When we subsequently bill the Third
Party Payor for the services rendered to you, we can provide the Third Party Payor with information regarding your care if
necessary to obtain payment. Federal or State law may require us 1o obtain a written release from you prior to disclosing
certain specially protected health information for payment purposes, and we will ask you 1o sign a release when
necessary under applicable law.

Health care operations means the support functions of our practice related fo treatment and payment, such as quality
assurance activities, case management, receiving and responding to patient comments and complaints, physician
reviews, compliance programs, audits, business planning, development, management and agministrative activities. For
example, we may use your protected health information 1o evaiuate the performance of our staff when caring for you. We
may also combine health information about many patients to decide what additional services we should offer, what
services are not needed, and whether certain new treatments are effective. In addition, we may remove information that
identifies you from your patient information so that others can use the de-identified information to study health care and
health care delivery without learning who you are.

OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
In addition to using and disclosing your information for treatment, payment and health care operations, we may use your
protected health information in the following ways:

* We may contact you to provide appointment reminders for treatment or medical care.

¢ We may contact you to tell you about or recommend possible treatment alternatives or other health-related
benefits and services that may be of interest to you.

*  We may disclose to your family or friends or any other individuat identified by you protected health information
directly relevant to such person’s involvement with your care or payment for your care. We may use or disclose
your protected health information to notify, or assist in the notification of, a family member, a personal
representative, or another person responsible for your care of your location, general condition or death. if you are
present or otherwise available, we will give you an opportunity to abject to these disclosures, and we will not
make these disclosures if you object. If you are not present or otherwise available, we will determine whether a
disclosure to your family or friends is in your best interest, taking into account the circumstances and based upon
our professional judgment.




o When permitted by faw, we may coordinate our uses and disciosures of protectad health infermation with public or
private entities authorized by law or by charter to assist in disaster relief efforts.

*  We will attow your family and friends to act on your behalf to pick-up filled prescriptions, medical supplies, X-rays,
and similar forms of protected health information, when we determine, in our professional judgment, that it is in
your best interest to make such disclosuras,

e We may contact you as part of our efforts to market our practice’s services as permitted by apgplicable faw,

¢ Subject to applicable law, we may make incidental uses and disclosures of protected heaith information.
Incidental uses and disclosures are by-products of otherwise permitted uses or disclosures which are limited in
nature and cannot be reasonably prevented.

o Wewill use or disclose protected health information about you when required to do so by applicable law.

Note: In accordance with applicable faw, we may disclose your protected health information to your employer if
we are retained to conduct an evaluation relating to medical surveillance of your workplace or to evaluaie
whether you have a work-related illness or injury. You will be notified of these disclosures by your employer or
the Practice as required by applicable law.

SPECIAL SITUATIONS

Subject to the requirements of applicable law, we will make the following uses and disclosures of your protected heaith
information:

Qrgan and Tissue Donation. If you are an organ donor, we may release health information to organizations that handle
organ procurement or organ, eye or tissue transpiantation or to an organ donation bank, as necessaty to facilitaie organ
or tissue donation and transplantation.

Military and Veterans. If you are & member of the Armed Forces, we may release health information about you as
required by military command authorities. We may also release health information about foreign military persennel to the
appropriate foreign military authority.

Worker's Compensation. We may release health information about you for programs that provide benefits for work-
related injuries or ilinesses.

Public Health Activities. We may disclose health information about you for public health activities, including disclosures:

* 1o prevent or control disease, injury or disability;

e to report births and deaths;

¢ torepori child abuse or neglect;

® 1o persons subject to the jurisdiction of the Food and Drug Administration (FDA) for activities related o the quality,
safety, or effectiveness of FDA-regulated products or services and to report reactions to medications or problems
with products;

e to notify a person who may have been exposed 10 a disease or may be at risk for contracting or spreading a
disease or condition;

* to notify the appropriate government authority if we believe that an adult patient has been the victim of abuse,
neglect or domestic violence. We will only make this disclosure if the patient agrees or when required or
authorized by law.

Health Oversight Activities. We may disclose health information to Federal or State agencies that cversee our activities.
These activities are necessary for the government to monitor the health care system, government benefit programs, and
compliance with civil rights laws or regulatory program standards.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose health information about you in
response to a court or administrative order. We may also disclose health information about you in response to a
subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if the Practice is
given assurances that efforts have been made by the person making the request to tell you about the request or to obtain
an order protecting the information requested.

Law Enforcernent. We may release health information if asked to do so by a law enforcement official:
fn response to a court order, subpoena, warrant, summons or similar process;

To identify or locate a suspect, fugitive, material witness, or missing person;

About the victim of a crime under certain limited circumstances;

About a death we believe may be the result of criminal conduct:

About criminal conduct on our premisss: and

s & o 9 2



e [n emergency circumstances, to report a crime, the focation of the crime or the victims, or the identity, description
or focation of the person who committed the crime.,

Coroners, Medical Examiners and Funeral Directors. We may refease health information to a coroner or medical
examiner. Such disclosures may be necessary, for example, to identify a deceased person or determine the cause of
death. We may also release health information about patients to funeral directors as necessary to carry out their duties.

National Security and Intelligence Activities. We may release health information about you to authorized Federal officials
for intelligence, counterintelligence, or other nationat security activities authorized by law,

Protective Services for the President and Others. We may disclose health information about you to authorized Federal
officials so they may provide protection to the President or other authorized persons or foreign heads of state or may
conduct special investigations.

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may

release health information about you to the correctional institution or law enforcement official. This release would be

necessary (1) for the institution to provide you with health care; (2) 1o protect your health and safety or the health and
safety of others; or (3} for the safety and security of the correctional institution.

Serious Threats. As permiited by applicable law and standards of ethical conduct, we may use and disclose protected
health information if we, in good faith, believe that the use or disclosure is necessary to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public or is necessary for faw enfarcement authorities to identify
or apprehend an individual.

Note: HiV-related information, genetic information, alcohol andfor substance abuse records, mental health records and
other specially protected health information may enjoy certain special confidentiality protections under applicable State
and Federal taw. Any disclosures of these types of records will be subject {o these special protections.

OTHER USES OF YOUR HEALTH INFORBMATION

Other uses and disclosures of protected health information not covered by this notice or the laws that apply to us wili be
made only with your permission in a written authorization. You have the right to revoke that authorization at any time,
provided that the revocation is in writing, except to the extent that we already have taken action in reliance on your
authorization.

YOUR RIGHTS

1. You have the right to request restrictions on our uses and disclosures of protected health information for treatment,
payment and health care operations. However, we are not required to agree to your request, To request a restriction,
you must make your request in writing to the Practice’s Privacy Officer.

2. You have the right to reasonably request to receive confidential communications of protected health information by
alternative means or at alternative locations, To make such a request, you must submit your request in writing to the
Practice’s Privacy Officer.

3. You have the right fo inspect and copy the protected health information contained in your medical and billing records
and in any other Practice records used by us to make decisions about you, except:
(i} for psychotherapy notes, which are notes that have been recorded by a mental health professional
documenting or analyzing the contents of conversations during a private counseling session or a group, joint or
family counseling session and that have been separated from the rest of your medical record;

{ii) for information compiled in reasonable anticipation of, or for use in, a civil, criminaf, or administeative
action or proceeding;

(i) for protected health information involving laboratory tests when your access is restricted by law;

(iv) if you are a prison inmate, obtaining a copy of your information may be restricted if it would jeopardize

your health, safety, security, custody, or rehabilitation or that of other inmates, or the safety of any officer,
employee, or other person at the correctional institution or person responsible for transporting you;

(v) if we obtained or created protected health information as part of a research study, your access 1o the
health information may be restricted for as long as the research is in progress, provided that you agreed to the
temporary denial of access when consenting to participate in the research;

(vi) for protected heaith information contained in records kept by a Federat agency or contractor when your
access is restricted by law; and



{vii) for protected health information obtained from someone other than us under a promise of confidentiality
when the access requested would be reasonably likely to reveal the source of the information.
In order to inspect and copy your health information, you must submit your request in writing {o the Practice’s Privacy
Ofticer. !f you request a copy of your health information, we may charge you a fee for the costs of copying and mailing
your records, as welf as other costs associated with your request,

We may also deny a request for access to protected health information if:
¢ alicensed health care professional has determined, in the exercise of professional judgment, that the access
requested is reasonably likety to endanger your life or physical safety or that of another person;
¢ the protected health information makes reference to another person (unless such other person is a health care
provider) and a licensed health care professional has determined, in the exercise of professional judgment, that
the access requested is reasonably iikely to cause substantiai harm to such other person; or
* the request for access is made by the individual’s personal representative and a licensed health care professional
has determined, in the exercise of professional judgment, that the provision of access to such personal
representative is reasonably likely to cause substantial harm to you or another person.
» If we deny a request for access for any of the three reascns described above, then you have the right to have our
denial reviewed in accordance with the requirements of applicable law.
4. You have the right to request an amendment to your protected health information, but we may deny your reguest for
amendment, if we determine that the protected health information or recard that is the subject of the request:
¢ was not created by us, unless you provide a reasonable basis 1o believe that the originator of protected health
information is no longer available to act on the requested amendment;
° is not part of your medical or billing records or other records used to make decisions about you,
¢ is not availabie for inspection as set forth above; or
s is accurate and complete.
In any event, any agreed upon amendment will be included as an addition to, and not a replacement ¢f, already existing
records. In order to request an amendment to your health infermation, you must submit your request in writing to the
Practice's Privacy Officer, along with a description of the reason for your request,

5. You have the right to receive an accounting of disclosures of pratected health information made by us to individuals or
entities other than to you for the six years prior to your request, except for disclosures:

{i) to carry out treatment, payment and health care operations as provided above:

(ii incident to a use or disclosure otherwise permitted or required by applicable law;

(g pursuant {o a written authorization obtained from you;

(iv) to persons involved in your care or for other notification purpeses as provided by law;
(v for national security or intelligence purposes as provided by law;

{vi) 1o correctional institutions or law enforcement officials as provided by law;

{vii) as part of a limited data set as provided by law: or

{viii) that occurred prior to April 14, 2003,

To request an accounting of disclosures of your health information, you must submit your request in writing to the
Practice's Privacy Officer. Your request must state a specific time period for the accounting (e.g., the past three months).
The first accounting you request within a twelve (1 2) month period will be free. For additional accountings, we may
charge you for the costs of providing the list. We will notify you of the costs involved, and you may choose to withdraw or
modify your request at that time before any costs are incurred.

COMPLAINTS.

i you believe that your privacy rights have been violated, you should immediately contact the Practice's Privacy Officer.
We will not take action against you for filing a complaint. You also may file a complaint with the Secretary of Health and
Human Services.

CONTACT PERSON
If you have any questions or would like further information about this notice, please contact the Practice's Privacy Officer
at 480-503-2010.

This notice is effective as of August 14, 2010.



