Waldron’s Peak Physical Therapy and Sirona Physical Therapy
Patient Intake Questionnaire

Please take a few minutes to fill out the following packet so that we are better able to assist you in your recovery. We look forward to working with you and thank you for choosing Waldron’s Peak Physical Therapy and Sirona Physical Therapy for your physical therapy services.
Patient Information











Patient Name (Last, First, MI):   ______________________________________________
Preferred Name ___________________________________________________________     
    Miss     Ms.     Mrs.     Mr.     Dr.
Preferred Pronoun:     He     She     They      Other_________________________________
What is your current gender identity? (Please check all that apply)

   Male      Female      Transgender (FTM)      Transgender (MTF)      Genderqueer  

   Intersex      Other      Prefer not to answer
D.O.B.:  ______________  

Address:  ___________________________________________  City:  _______________State: _____ Zip: _________

Home Phone:   (_____)_____________   Cell Phone:  (_____)______________  Work Phone:  (____)_____________
What phone can we leave voice messages on? Please circle.
Email: __________________________________________        Sex:  M    F           Marital Status: ____________

Would you like to receive TEXT appointment reminders?  YES or NO

Guarantor Information (person responsible for paying bill/Insurance policy holder)

Guarantor Name (Last, First, MI):  _________________________________________  

Address:  ____________________________________________  City _______________ State _____ Zip _________

Home Phone:  (_____)_____________     D.O.B. ______________   Relationship to Patient:  ___________________  

Emergency Contact

Name (Last, First, MI):  _______________________________________  Relationship to Patient: _________________  

Phone #:  (____)____________________

Physician Information

Referring Physician: ________________________________________   Phone #: (_____)_______________________

Family Physician:  __________________________________________  Phone #: (_____)_______________________

Additional Physician(s) involved with care:  ___________________________________​​​​​​_________________________ 

Phone #: (_____)___________________ / Phone #: (_____)________​​​​​​​​​​​​​​​​​​​______________

How did you hear about Waldron’s Peak or Sirona Physical Therapy?
( Dr. _______________  ( Friend ________________  ( Website_________________
( Other _________________
Patient or Guardian Signature: _____________________________________________    Date: ________________ 
Current Condition(s)/Chief Complaint(s):

Date of injury or date when you first noticed symptoms _____/_____/_____

Where did injury first occur:
( at work
( at home
( Motor vehicle accident


      (   Recreation   
( Other:  _____________________________________

Please explain how injury occurred: ________________________________________________________________________________________________________
________________________________________________________________________________________________________
Since symptoms began they are (circle one):     the same         worsening           improving
What activities make your symptoms better? (i.e. treatments, positions)  ________________________________________________________________________________________________________
________________________________________________________________________________________________________
What activities make your symptoms worse? (i.e. treatments, positions)  ________________________________________________________________________________________________________
________________________________________________________________________________________________________
What specific activities can you not do or are difficult to perform because of your symptoms? ________________________________________________________________________________________________________
________________________________________________________________________________________________________
What was your prior level of physical activity? 


Inactivity







Daily Intense Exercise


0
1
2
3
4
5
6
7
8
9
10

Please list your normal/pre-injury recreational activities: ________________________________________________________________________________________________________
________________________________________________________________________________________________________
Please rate the following:



     No pain






      Excruciating

Pain at its worst
     0      1       2        3
  4
5
6
7
8
9
10

Pain at its best
     0      1       2        3
  4
5
6
7
8
9
10


Pain right now
     0      1       2        3
  4
5
6
7
8
9
10


Using the diagram below, please indicate the location of symptoms listed.


[image: image1.png]i




Due to my present symptoms I currently have difficulty with (please circle all that apply):

Sitting      standing      walking      stairs – up      stairs – down      sit to stand      bending      voiding      lying down      cough/sneeze      twisting      lying down      carrying      lifting      kneeling      crouching      pulling      balance      working    grasping     reading       computer use      dressing      bathing      shaving      driving      cleaning      grocery shopping           washing dishes      cooking      vacuuming














Initials: ___________

Diagnostic tests you have had for your condition: ( X-ray  ( MRI  ( Cat Scan  ( EKG  ( Bone Scan   

( Nerve Conduction Study/EMG    ( Holter Monitor  ( Stress Test 

Results:___________________________________________________________________________________________
Please list all treatments you have received for your condition (include dates and place of care): ________________________________________________________________________________________________________
________________________________________________________________________________________________________
Were you hospitalized for this injury/condition?
   ( No   ( Yes    If yes, when? ________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ ________________________________________________________________________________________________________
Have you had any similar injuries in the past?
   ( No   ( Yes   If yes, please explain: 
Work Status (check one):  

	( Full-Time
	( Work outside of Home
	( Part-Time
	( Work from home

	( Unemployed
	( Student
	( Retired
	( Homemaker


Occupation: __________________________________________

Job Duties: _______________________________________________________________________________________________
Do you have any physical work restrictions?     ( Yes     ( No


If yes, what are they? ________________________________________________________________________________________________________
Dates of work missed due to injury? ________________________________________________________________________________________________________
Dominant Hand:
(  Right  (  Left

Approximate height and weight: __________________________________
Please indicate if you have ever had (check all that apply):
	( Allergies
	( Osteoporosis
	( Seizures/epilepsy
	( Parkinson disease

	( Broken Bones/fractures
	( Arthritis
	( Kidney problems
	( Skin diseases

	( Depression
	( Cancer
	( Blood disorders
	( Ulcers/stomach problems

	( Low blood sugar/hypoglycemia
	( Infectious disease (eg. tuberculosis, hepatitis)
	( Developmental /growth problems
	( Repeated infections

	( Muscular dystrophy
	( Stroke
	( Multiple sclerosis
	


During the past year have you experienced any of the following:

	( Weakness in arms or legs      ( Fever/chills/sweats
( Loss of appetite

( Loss of balance with 1 or more falls                              ( Bowel/bladder changes

( Hoarseness
                         ( Major life changes
( Weight loss/gain     ( Pain at night

( Coordination problems          ( Joint pain or swelling
( Headaches
          ( Nausea/vomiting

( Difficulty walking
            ( Difficulty swallowing ( Vision Problems     ( Difficulty sleeping       ( Depression
                         ( Cough
             ( Other:______________________________












               
Yes        No

During the past month, have you often been bothered by feeling down, depressed, or hopeless?       


During the past month, have you often been bothered by little interest or pleasure in doing things?     










Initials: ___________
Please list all medications, vitamins and supplements you are currently taking, including the dose.  Please circle the method by which you take them and the frequency.

	Medication/Vitamin/Supplement and dose
	Method (circle one)
	Frequency (circle one)

	
	Oral      Patch    Inhaler   Injection

Other: 
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:

	
	Oral      Patch    Inhaler   Injection

Other:
	1x/day    2x/day    3x/day    4x/day

Other:


Prior surgeries and dates: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	For men only:

  Have you been diagnosed with prostate disease?

  ( Yes  ( No

Date:  ​​​​​​​​​​​​________________________________________
	For women only:

Pregnant, or think you might be pregnant?   

( Yes  ( No

Gynecological or obstetrical difficulties?     

( Yes  ( No

If yes, please describe:____________________________


Family History:

	( Arthritis
	( Osteoporosis
	( Stroke
	( Other: _______________

	( Diabetes
	( Cancer
	( Psychological
	

	( Hypertension 
	( Heart disease 
	( Thyroid disease
	


Cardiovascular: Have you ever had any of the following (check all that apply):

	( Heart problems 
                  ( Diabetes 
                                       ( High blood pressure 

( Lung problems 
                  ( Circulation, vascular problems
( High Cholesterol

( Thyroid problems 
                  ( Heart palpitations    
             ( Chest pain 

( Shortness of breath 
                  ( Dizziness or blackouts 




Social History:

	Currently smoke tobacco?     ( Yes     ( No     If yes, how many packs per day?    _______  

Smoked in the past?     ( Yes     ( No     If yes, year quit: ________  

How many days per week do you drink alcoholic beverages, on average? __________   (N/A)

On average, how many days per week do you exercise beyond normal daily activities? ______, how many minutes/day? _____















Initials: ___________
Do you use:

	( Cane
	( Glasses
	( Walker
	( Hearing aid
	( Wheelchair
	( Other: _______


Does your living environment have:

	( Stairs (no railing)
	( Stairs (railing)
	( Ramps
	( Elevator

	( Uneven terrain
	( Assistive devices (e.g., shower chair, raised toilet seat)

	Any obstacles: _____________________________________________________________________________________


Please indicate your goals and expectations of therapy (i.e. return to activities): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient or Guardian Signature: _________________________________________________________  Date: ______________

Thank you for completing this section
Notice of Protected Health Information Practices
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  

Purpose of Notice 

Under the federal health care privacy regulations pertaining to Health Insurance Portability and Accountability Act of 1996 set forth at 45 CFR [image: image2.emf]160.101 et seq. (the “Privacy Regulations”), Waldron’s Peak Physical Therapy (“the Practice”) is required to protect the privacy of you individually identifiable health information health information, which includes information about your health history, symptoms, test results, diagnoses, treatment, and claims and payment history. We are also required to provide you with this Notice of Protected Health Information Practices regarding our legal duties, policies and procedures to protect and maintain the privacy or your health information (‘the Notice”). We will not use or disclose your health information except as provided for in the Notice. However, we reserve the right to change the terms of this Notice and make new notice provisions for all your health information that we maintain. 
Permitted Uses and Disclosures of Your Health Information
1. Uses and Disclosures with Patient Consent: Under the Privacy Regulations, after having made good faith efforts to obtain your acknowledgement of receipt of this Notice, we are permitted to use and disclose your health information for the following purposes: 

a. Treatment. We are permitted to use your health information in the provision and coordination of your health care. We may disclose information contained in your medical record to your primary health care provider, consulting providers, and to other health care personal who have a need for such information for your care and treatment. For example, your physical therapist may disclose your health information when consulting with a physician regarding your medical condition.
b. Payment. We are permitted to use your health information for the purposes of determining coverage, billing, claims management, medical data processing and reimbursement. This information may be released to an insurance company, third party payer or other authorized entities involved in the payment of your medical bill and may include copies or portions of your medical record which are necessary for payment of your account. For example, a bill sent to your insurance company may include information that identifies you, your diagnosis, and the procedures and supplies used in your treatment.
c. Health Care Operations. We are permitted to use and disclose your health information during the Practice’s routine health care operations, including but not limited to, quality assurance, utilization reviews, medical reviews, auditing, accreditation, certification, licensing or credentialing activities and for education purposes. 

2. Uses and Disclosures with Patient Authorization. Under the Privacy Regulations, we can use and disclose your health information for purposes other than treatment, payment or health care operations with your written authorization. For example, with your authorization we can provide your name and medical condition to companies who might be able to provide you useful items or services. Under the Privacy Regulations, you may revoke your authorization; however such revocation will not have any effect on uses or disclosures of your health information prior to our receipt of the revocation. 
3. Uses and Disclosures With Patient Opportunity to Verbally Agree or Object. Under the Privacy Regulations, we are permitted to disclose your health information without your written consent or authorization to a family member, a close personal friend or any other person identified by you, if the information is directly relevant to that person’s involvement in your care or treatment. You must be notified in advance of the use or disclosure and have the opportunity to verbally agree or object. 
4. Uses and Disclosures Without an Acknowledgement, Authorization or Opportunity to Verbally Agree or Object. Under the Privacy Regulations, we are permitted to use or disclose your health information without your consent, authorization or the opportunity to verbally agree or object with regard to the following:

a. Uses and Disclosures Required by Law. We will disclose your health information when required to do so by law. 

b. Public Health Activities. We may disclose your health information for public health reporting, reporting of communicable diseases and vital statistics and similar other circumstances.
c. Abuse and Neglect. We may disclose your health information if we have a reasonable belief of abuse, neglect or domestic violence. 

d. Regulatory Agencies. We may disclose your health information to a health care oversight agency for activities authorized by law, including, but not limited to, licensure, certification, audits, investigations and inspections. These activities are necessary for the government and certain private health oversight agencies to monitor the health care system, government programs and compliance with civil rights.

e. Judicial and Administrative Proceedings. We may disclose health information in judicial and administrative proceedings, as well as in response to an order of a court, administrative tribunal, or in response to subpoena, summons, warrant, discovery request or similar legal request.

f. Law Enforcement Purposes. We may disclose your health information to law enforcement officials when required to do so by law. 

g. Coroners, Medical Examiners, Funeral Directors. We may disclose your health information to a coroner or medical examiner. This may be necessary, for example, to determine a cause of death. We may also disclose your health information to funeral directors, as necessary, to carry out their duties. 
h. Research. Under certain circumstances, we may disclose your health information to researchers when their clinical research study has been approved by institutional review board that has reviewed the research proposal and provided that certain safeguards are in place to ensure the privacy and protection of your health information.

i. Threats to Health and Safety. We may use or disclose your health information if we believe, in good faith, the use or disclosure is necessary to prevent or lessen a serious or imminent threat to the health or safety of a person or the public. 

j. Military/Veterans. If you are a member of the armed forces, we may disclose your health information as required by military command authorities. 

k. Workers’ Compensation. We may disclose your health information to the extent necessary to comply with laws relating to workers’ compensation or other similar programs. 

l. Marketing. We may use or disclose your health information to make a marketing communication to you, if such communication is conducted face-to-face, concerns products or service or nominal value, or identifies us as the communicating party and that we will receive remuneration for making the communication and, where required by the Privacy Regulations, instructions describing how you may verbally object to receiving future communications. 
m. Appointment Reminders. We may use and disclose your health information to remind you of an appointment for treatment and medical care at our practice.

n. Other Uses and Disclosures. In addition to the reasons outlined above, we may disclose your health information for other purposes permitted by the Privacy Regulations. 

5. Uses and Disclosures to Business Associates. Within an acknowledgement or a proper authorization, we are permitted to disclose your health information to Business Associates and to allow Business Associates to receive your health information on our behalf. A Business Associate is defined under the Privacy regulations as an individual or entity under contract with us to perform or assist us in a function or activity which requires the use of your health information. Examples of business associates include, but are not limited to, consultants, accountants, lawyers, medical transcriptions and third party billing companies. We require all Business Associates to protect the confidentiality of your health information. 

Patient Rights 

Although your medical record is our property, you have the following rights concerning your medical record and health information:
1. Right to Request Restrictions on the Use and Disclosure of Your Health Information. You have the right to request restrictions on the use and disclosure of your health information for treatment, payment and health care operations. However, we are not required to agree with such a request. If, however, we agree to the requested restriction, it is binding on us.

2. Right to Inspect and Copy Your Health Information. You have the right to inspect and copy your own health information upon request. However, we are not required to provide you access to all the health information that we maintain. For example, this right does not extend to psychotherapy notes, information compiled in reasonable anticipation of, or for use in, a civil, criminal or administrative proceeding, or subject to or exempt from Clinical Laboratory Improvements Amendments of 1988. Access may also be denied if disclosure would reasonably endanger you or another person.

3. Right to Verbally Object. You have the right to verbally object to certain disclosures that are routinely made for treatment, payment or healthcare operations or for other purposes without an Authorization. For example, we are required to give you an opportunity to object to the sharing of your health information with a person or family member accompanying you for treatment. 

4. Right to Seek an Amendment of Your Health Information. You have the right to request an amendment of your health information. If we disagree with the requested amendment, we will permit you to include a statement in the record. Moreover, we will provide you with a written explanation of the reasons for the denial and the procedures for filing appropriate complaints and appeals.

5. Right to an Accounting of Disclosure of Your Health information. You have the right to receive an accounting of disclosures made by us of your health information within six (6) years prior to the date of your request; provided, however that we need not provide an accounting for any information disclosed prior to April 14, 2003. The accounting will not include disclosures related to treatment, payment or health care operations, disclosures made to you, disclosures made pursuant to a validly executed authorization, disclosures permitted by the Privacy Regulations, disclosures to persons involved in your care, or disclosures that occurred prior to the April 14, 2003 compliance deadline under the Privacy Regulations. The accounting of disclosures shall include the date of each disclosure, name and address of the person or organization who received your health information, a brief description of the information disclosed, and the purpose for the disclosure. 
6. Right to Confidential Communications. You have the right to receive confidential communications of your health information by alternative means or alternative locations. For example, you may request that we only contact you at work or by mail. 
7. Right to Revoke Your Authorization. You have the right to revoke a validly executed authorization for the use or disclosure of your health information. However, such revocation will not have any effect on uses or disclosures prior to the receipt of the revocation.
8. Right to Receive a Copy of this Notice. You have the right to receive a copy of this Notice.
Contact Information and How to Report a Privacy Rights Violation

You may file a complaint with us and with the Secretary of DHHS if you believe that your privacy rights have been violated.  You may submit your complaint in writing by mail to our privacy officer, Audrey Waldron PT/President at Waldron’s Peak Physical Therapy, PC, 5387 Manhattan Circle, Suite 100A, Boulder, CO 80303.  A complaint must name the entity that is the subject of the complaint and describe the acts or omissions believed to be in violation of the applicable requirements of HIPAA or this Privacy Policy.  A complaint must be received by us or filed with the Secretary of DHHS within 180 days of when you knew or should have known that the act or omission complained of occurred.  You will not be retaliated against for filing any complaint.

Amendments to this Privacy Policy

We reserve the right to revise or amend the Privacy Policy at any time.  These revisions or amendments may be made effective for all personal health information we maintain even if created or received prior to the effective date of the revision or amendment.  We will provide you with notice of any revisions or amendments to this Privacy Policy or changes in the law affecting this Privacy Notice, by mail or electronically within 60 days of the effective date of such revision, amendment or change.

On-going Access to Privacy Policy

We will provide you with a copy of the most recent version of this Privacy Policy at any time upon your written request sent to Waldron’s Peak Physical Therapy, PC 5387 Manhattan Circle, Suite 100A, Boulder, CO 80303.  For any other requests or for further information regarding the privacy of your personal health information, and for information regarding the filing of a complaint with us, please contact our privacy officer Audrey Waldron PT/President at the address, telephone number listed above.  

Acknowledgement of Receipt of Privacy Notice
Purpose of this Acknowledgement

This Acknowledgement, which allows the practice to use and/or disclosure personally identifiable home information for treatment, payment or healthcare operations, is made pursuant to the requirements of 45 CFR [image: image3.emf] 164.520 ©(2)(ii), part of the federal privacy regulations for the Health Insurance Privacy and Accountability Act of 1996 (the “Privacy Regulations”).
Please read the following information carefully: 
1. I understand and acknowledge that I am consenting to the use and/or disclosure of personally identifiable health information about me by Waldron’s Peak Physical Therapy (the “Practice”) for the purpose of treating me, and as necessary in order to carry out any healthcare operations that are permitted in the Privacy Regulations.

2. I am aware that the Practice maintains a Privacy Notice which sets forth the types of uses and disclosures that the Practice is permitted to make under the Privacy Regulations and sets forth in detail the way in which the Practice will make such use or disclosure. By signing this Acknowledgement, I understand and acknowledge that I have received a copy of the Privacy notice.  
3. I understand and acknowledge that I have the right to request that the Practice restrict how my information is used or disclosed to carry out treatment, payment or healthcare operations. I understand and acknowledge that the Practice is not required to agree to restrictions requested by me, but if the Practice agrees to such a requested restriction it will be bound by that restriction until I notify it otherwise in writing.

I request the following restrictions be placed on the Practice’s use and/or disclosure of my health information (leave blank if no restrictions): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

By signing this form, I acknowledge that I have reviewed an executed copy of this acknowledgement and a copy of the Practice’s Policy Notice and agrees to the Practice’s use and disclosure of my protected health information for treatment, payment and health care operations. 

_________________________________________________



__________________________

Signature of Patient or Guardian 






Date

__________________________________________________






Patients Name

__________________________________________________

Date of Birth


___________________________________________________



__________________________


Name of Personal Guardian (if applicable)





Relationship to Patient
    Please check if you would like a copy of the Privacy Practices (pg.10)

Patient Authorization and Guarantee

Consent of Treatment-----------------------------------------------------------------------------------------------------------------------------------------
I hereby consent to such treatment procedures and patient care which, in the judgment of my therapist and/or physician, may be considered necessary or advisable while I am a patient of Waldron’s Peak Physical Therapy. 

Initials: __________

Charges & Payments --------------------------------------------------------------------------------------------------------------------------------------------
We will file your physical therapy claims with your insurance company.  All patient portions are due at the time of service.  This includes copays, deductibles, co-insurance, etc.  Cash, Check, Master Card and Visa are accepted.  There will a $40 fee for returned checks.  In some instances, insurance companies will not pay us directly for services rendered.  In these situations, you are responsible for payment.  You will be billed by WPPT, P.C.  Interest will be added on all charges not paid in full within 60 days from the date they are rendered at the rate of 1.5% per month (18% APR). 
Initials: __________
Insurance Payments-----------------------------------------------------------------------------------------------------------------------------------------------
As a courtesy to our patients we will try to verify your insurance benefits when able.  This is not a guarantee of benefits.  Please refer to your employer’s policy manual or contact your insurance carrier if you have questions pertaining to your coverage.  Please note that all disputed or pending claims will immediately become your responsibility.  In an event that a credit balance should reflect on your account due to insurance or patient payment, we will hold any refund until the account has been paid in full.  If your insurance company HAS NOT paid us within 45 days the account will be billed to you, and it becomes your responsibility to pay us.  You will then need to work with your insurance company for reimbursement to you.














       Initials:___________
Medicare------------------------------------------------------------------------------------------------------------------------------------------------------------
I hereby certify that the information given by me in applying for payment under title XVII of the Social Security Act is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or carriers any such information needed for this or a related Medicare claim. I request that the payment of authorized benefits be made on my behalf. I understand that I am responsible for any health insurance deductibles and co-insurance. As of January 1, 2017 Congress extended the Cap on Outpatient Physical Therapy Services to $1,940/ year. 








                                                                                 












    Initials: __________
Assignment of Insurance Benefits------------------------------------------------------------------------------------------------------------------------
I hereby authorize that the payment of authorized benefits be made directly to Waldron’s Peak Physical Therapy for any services that are reimbursable by Medicare or any third party sources. 



                            


    Initials: __________
Cancellation/No Show Policy -----------------------------------------------------------------------------------------------------------------------------
Waldron’s Peak Physical Therapy takes the subject of canceling your appointment very serious as it can make a difference as to whether you recover from your injury or condition. Showing up as scheduled is one of your most important responsibilities as a patient. We require a 24 hour notice for the cancellation of a scheduled appointment. You will be charged $40.00 for a no-show or cancellation without 24 hour notice. This charge will not be covered by your insurance and will have to be paid by you personally.


                                                                                                                        












Initials: __________
_____________________________________________
Patient Name







__________________________________________________






Legal Guardian’s Name (for patients under 18 years of age)

__________________________________________________


___________________
Signature







  
Date
+++ sharp pain             ---   numbness


ooo pins & needles      /// dull pain


 xxx burning pain      zzz deep ache
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