
Authorization to Use or Disclose Protected Health Information 
Premier Physical Therapy 

 
 

Patient Name:_____________________________________________________ 

 

Address: _________________________________________________________ 

 

Date of Birth: _______________________  Date of Request:________________ 
 
As required by the Privacy Regulations, Premier Physical Therapy may not use or disclose your protected health 
information except as provided in our Notice of Privacy Practices without your authorization. 
 
I hereby authorize this office and any of its employees to use or disclose my Patient Health Information to the following 
person(s), entity(s), or business associates of this office: 
______________________________________________________________________ 
 
 
Patient Health Information authorized to be disclosed:  
________________________________________________________________________ 
 
________________________________________________________________________ 
 
For the specific purpose of (describe in detail) 
 
______________________________________________________________________ 
 
 

 
Effective dates for this authorization:  _____/_____/_____ through _____/_____/_____ 
This authorization will expire at the end of the above period. 
 
I understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for 
reasons beyond our control. 
 
I understand I have the right to: 
 
1. Revoke this authorization by sending written notice to this office and that revocation will not affect this office’s 

previous reliance on the uses or disclosure pursuant to this authorization. 

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, and as a 
result of this authorization. 

3. Inspect a copy of Patient Health Information being used or disclosed under federal law. 

4. Refuse to sign this authorization. 

5. Receive a copy of this authorization. 

6. Restrict what is disclosed with this authorization. 
 

I also understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health 
plan, or eligibility for benefits whether or not I provide authorization to use or disclose protected patient health information. 

 

________________________________________________      ______________ 

Signature or Patient or Patient’s Authorized Representative                                       Date 

 

________________________________________________      _______________ 

Authorized Signature of Facility                                                                                  Date 



PREMIER PHYSICAL THERAPY GENERAL POLICIES  (effective 07/01/2009) 

General Patient Policies 

 Do not be late.  If you are more than 10 minutes late to your appointment, you will be asked to reschedule and 

a $20 fee will be applied to your account. 

 Give 24 hour advance notice. A $20 fee will be applied to your account for any reschedules or cancellations 

made with a less than 24 hour advance notice. 

 No-Shows are bad.  We understand things happen.  If you are unable to keep your appointment, please call and 

let us know.  Simply not showing up will result in the loss of all previously scheduled future appointments.  New 

appointments will be allowed on a “first-come, first –serve” basis. 

 Turn cell phones OFF. No cell phone or telephone calls during treatment time.  In cases where the cell phone is 

needed for emergency contact, you may keep the phone on vibrate only and please keep calls to a minimum. 

 No unlawful waiver of patient responsibility payments. Outside of documented financial hardship (federal 

guidelines used) no waiver, discounts, or special treatment will be awarded. 

Please sign below acknowledging that you have read and understand the above policies. 

_________________________________________   _____________________ 

Signature        Date 

 

Informed Consent for Treatment 

Complete if over the age of 18: 

The undersigned, being over the age of eighteen (18) years and being under no disability or prohibition that would in 

any way prevent or affect the Consent and Release, does hereby represent that, I ______________________________ 

(patient), consent to rehabilitation treatment as prescribed by my provider. 

__________________________________________   _______________________ 

Signature        Date 

OR 

Complete if the patient is a minor or when the adult patient is not competent: 

In the treatment of _______________________________________ (minor/adult patient), I 

___________________________________________, patient representative, of said minor/adult consent to 

rehabilitation treatment as prescribed by minor’s/adult’s provider.  My relationship to the patient is (i.e. parent, son, 

daughter, etc) _____________________________________. 

 

__________________________________________   _________________________ 

Signature        Date 

 

  



 

VERIFYING YOUR INSURANCE BENEFITS 

 

Prior to your appointment, you need to contact your insurance company to verify 

your physical therapy benefits.  If you come to your first appointment without 

verifying your benefits, you may either reschedule your appointment, or if you 

come early enough, you can call your insurance company from the clinic. 

 

Check for the toll free number on the back of your insurance card and either 

speak with a representative or use the automated system to find out: 

 

Co-pay per visit ___________________ 

 

Deductible _______________________ 

 

Co-insurance ______________________ 

 

Do you require prior authorization or a referral? _____________ 

(ALL TRICARE PRIME POLICIES REQUIRE A REFERRAL FROM YOUR PRIMARY 

CARE DOCTOR.  Please allow at least seven days between requesting your 

referral and scheduling your first appointment.) 

 

Who needs to obtain this authorization?  _____________________ 

 

Visit limitations __________________ 

 

Monetary limitations ____________________ 

 

If you are coming under Direct Access, verify if your insurance will cover your 

visit without a physician’s prescription. 

 

**Note to Medicare patients** Medicare Part B will cover 80% of each physical 

therapy visit.  It’s best to contact your secondary insurance to find out if they 

will cover the remaining 20%. For 2009: Medicare Part B has a monetary 

limitation of $1800 per calendar year. 

 
 
 

 

6330 Five Mile Centre Pk 
#406  
Fredericksburg, VA 22407 

PHONE (540) 785-9770 
FAX (540) 785-9772 
E-MAIL yvette@mypremierpt.com 
WEB SITE www.mypremierpt.com 

PREMIER PHYSICAL 
THERAPY 



Premier Physical Therapy 

Statement of Privacy Notice 
Effective April 2, 2007 

 
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. 
 

 
We may disclose your health care information to other healthcare 
professionals within our practice for the purpose of treatment, 
payment or healthcare operations. 
 
We may disclose your health information to your insurance provider 
for the purpose of payment or health care operations.  
 
We may disclose your health information as necessary to comply 
with State Workers’ Compensation Laws. 
 
We may disclose your health information to notify or assist in 
notifying a family member, or another person responsible for your 
care about your medical condition or in the event of an emergency or 
of your death. 
 
As required by law, we may disclose your health information to public 
health authorities for purposes related to:  preventing or controlling 
disease, injury or disability, reporting child abuse or neglect, reporting 
domestic violence, reporting to the Food and Drug Administration 
problems with products and reactions to medications, and reporting 
disease or infection exposure. 
 
We may disclose your health information in the course of any 
administrative or judicial proceeding. 
 
We may disclose your health information to a law enforcement official 
for purposes such as identifying or locating a suspect, fugitive, 
material witness or missing person, complying with a court order or 
subpoena, and other law enforcement purposes. 
 
We may disclose your health information to coroners or medical 
examiners. 
 
We may disclose your health information to organizations involved in 
procuring, banking, or transplanting organs and tissues. 
 
We may disclose your health information to researchers conducting 
research that has been approved by an Institutional Review Board. 
 
It may be necessary to disclose your health information to 
appropriate persons in order to prevent or lessen a serious and 
imminent threat to the health or safety of a particular person or to the 
general public. 
 
We may disclose your health information for military, national 
security, prisoner and government benefits purposes.   

We may leave a message on an automated answering device or 
person answering the phone for the purposes of scheduling 
appointments.  No personal health information will be disclosed 
during this recording or message other than the date and time of your 
scheduled appointment along with a request to call our office if you 
need to cancel or reschedule your appointment.” 
 

 We may contact you by phone, mail, or email.  “It is our practice to 
participate in charitable and marketing events to raise awareness, 
food donations, gifts, money, etc. During these times, we may send 
you a letter, post card, invitation or call your home to invite you to 
participate in the charitable activity.   
 
In the event that we are sold or merged with another organization, 
your health information/record will become the property of the new 
owner. 
 

 You have the right to request restrictions on certain uses 
and disclosures of your health information.  Please be 
advised, however, that we are not required to agree to the 
restriction that you requested. 

 

 You have the right to have your health information 
received or communicated through an alternative method 
or sent to an alternative location other than the usual 
method of communication or delivery, upon your request. 

 
 You have the right to inspect and copy your health 

information. 
 

 You have a right to request that we amend your protected 
health information. Please be advised, however, that we 
are not required to agree to amend your protected health 
information. If your request to amend your health 
information has been denied, you will be provided with an 
explanation of our denial reason(s) and information about 
how you can disagree with the denial. 

 
 You have a right to receive an accounting of disclosures of 

your protected health information made by us. 
 

 You have a right to a paper copy of this Notice of Privacy 
Practices at any time upon request. 

 
We reserve the right to amend this Notice of Privacy Practices at any 
time in the future, and will make the new provisions effective for all 
information that it maintains. Until such amendment is made, we are 
required by law to comply with this Notice.   
 
We are required by law to maintain the privacy of your health 
information and to provide you with notice of its legal duties and 
privacy practices with respect to your health information.  If you have 
questions about any part of this notice or if you want more 
information about your privacy rights, please contact us by calling 
this office at (540)785-9770.  If our Privacy Officer is not available, 
you may make an appointment for a personal conference in person 
or by telephone within 2 working days.   
 
Complaints about your Privacy rights, or how we have handled your 
health information should be directed to our Privacy Officer by calling 
this office at (540)785-9770. If our Privacy Officer is not available, 
you may make an appointment for a personal conference in person 
or by telephone within 2 working days.   
 
If you are not satisfied with the manner in which this office handles 
your complaint, you may submit a formal complaint to: 

DHHS, Office of Civil Rights 
200 Independence Avenue, S.W. 
Room 509F HHH Building 
Washington, DC  20201 

 
I have read the Privacy Notice and understand my rights contained in 
the notice.  
 
By way of my signature, I provide Premier Physical Therapy with my 
authorization and consent to use and disclosed my protected health 
care information for the purposes of treatment, payment and health 
care operations as described in the Privacy Notice 
 
 
 
________________________________________________  
Patient’s Name (print)    
  
________________________________________________ 
Patient’s Signature   Date 
 
 
 
________________________________________________  
Authorized Facility Signature  Date  



Assignment of Benefits to Premier Physical Therapy 
 

 

Patient Name:___________________________________________________________________ 
 

Insurance Policy #:____________________________________________________________________________________________ 

 
Insured Name:_____________________________________________________Insured Date of Birth__________________________ 

 

Your relationship to the Insured:      Parent           Spouse           Other:______________________________________________ 
 

Claim #________________________________________________________________________ 

   

 

I hereby instruct and direct ___________________ insurance company to pay by check 

made out and mailed to: 

 

 

 

 

 

 

If my/this current policy prohibits direct payment to doctor, I hereby also instruct and 

direct you to make out the check to me and mail it to the above address for the 

professional or medical expense benefits allowable, and otherwise payable to me under 

my current insurance policy as payment toward the total charges for the professional 

services rendered. 

This is a direct assignment of my rights and benefits under this policy. 

This payment will not exceed my indebtedness to the above-mentioned assignee, and I 

have agreed to pay, in a current manner, any balance of said professional service charges 

over and above this insurance payment. 

(Check each box and sign at the bottom) 

 A photocopy of this Assignment shall be considered as effective and valid as the 

original. 

 I authorize the release of any medical or other information pertinent to my case to 

any insurance company, adjuster, or attorney involved in this case for the purpose 

of processing claims and securing payment of benefits. 

 I authorize the use of this signature on all insurance submissions. 

 I authorize Premier Physical Therapy  to deposit checks made in my name. 

 I authorize Premier Physical Therapy to initiate a complaint to the Insurance 

Commissioner for any reason on my behalf. 

 I understand that I am financially responsible for all charges whether or not paid 

by insurance. 

 
Dated this ______ day of ______________, 20_____. 

 

___________________________________  ______________________________ 
Signature of Policyholder     Witness 

 

___________________________________ 
Signature of Claimant, if other than Policyholder 

Premier Physical Therapy 

6330 Five Mile Centre Pk #406 

Fredericksburg, VA 22407 

(540)785-9770 

 
  



PATIENT HEALTH HISTORY FORM 

TODAYńS DATE:______________ 

PATIENT ID#:______________ 

__ 

  
1, NAME 

   _______________________________________________________ 

   Last  

   _____________________________________   ______   ______ 

   First      MI Suffix  

 

2. STREET ADDRESS ________________________________________ 

__________________________________________________________ 

City     State   Zip 

 

3. DATE OF BIRTH:  _____ /_____ / ________   

                    MM     DAY     YEAR  

 

4. SEX:   Male     Female 

 

5. ARE YOU:  Right Handed   Left handed  

 

6. RACE:  7. ETHNICITY  8: LANGUAGE 

a.  Am.Indian   a.   Hispanic or         a. English   

   or Alaska native      Latino                  Understood      

b.  Asian       b.   Non Hispanic        b.   Interpreter  

                         or Latino                    needed  

c.   Black or                               c.   Language 

    African American                             spoken most  

d.  Hispanic or                                often  

       Latino                                    _____________ 

e.   Native Hawaiian or  

      Other Pacific Islander  

f.  White 

 

9. EDUCATION 

a. Highest Grade Completed(circle one)1 2 3 4 5 6 7 8 9 10 11 12   

b.   some College/Technical School  

c.  College Graduate  

d.  Graduate School/Advanced Degree 

 

SOCIAL HISTORY 

10. CULTURAL/RELIGIOUS: Any customs,relgious beliefs or customst 

that might affect care?  

_______________________________________________________________ 

11.WITH WHOM DO YOU LIVE: 

a.  Alone 

b  Spouse Only 

c.  Spouse and Other(s)  

d.  Child (not spouse)  

e.  Other relative(s) (not spouse or children)      

f.  Group Setting  

g.  Personal Care Attendant  

h.  Other 

12. HAVE YOU COMPLETED AND ADVANCED DIRECTIVE: a.  Yes b. No 

 

13. WHO REFERRED YOU TO A PHYSICAL THERAPIST? 

_____________________________________________________________ 

 

14. EMPLOYMENT/WORK (JOB/SCHOOL/PLAY) 

a.  Working Full Time           c.   Working Full Time  

      Outside the home                   Inside the home  

b.  Working PartTime            d.   Working Part Time  

      Outside the Home                   Inside the home  

e. Homemaker    f. Student  g. Retired  h. Unemployed 

 

i. Occupation ____________________________________________ 

                                       

                             

  

  

   

   

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

  

    

LIVING ENVIRONMENT: 

15. DOES YOUR HOME HAVE:  16.DO YOU USE: 

a.  stairs, no railing   a  cane 

b.  stairs, railing   b.  walker or rollator  

c.  ramps   c.  manual wheelchair  

d.  elevator    d.  motorized wheelchair  

e.  uneven terrain   e.  glasses, haering aids  

f.  assistive devices (e.g  f.  other _______________.        

bathroom) ____________                   

g.  any obstacles _________          

      ______________________ 

      

17. WHERE DO YOU LIVE: 

a.  private home         d.  assisted living, group home  

b.  private apartment    e.  homeless (with or without shelter  

c.  rented room         f.  nursing home 

             g.  other ____________________ 

 

18. GENERAL HEALTH STATUS: 

a. Please rate your health:  

 excellent     good     fair      poor 

b. Have you had any major life changes in the past year? (e.g. 

new baby, job change, death of a family member)   Yes    No 

 

19. SOCIAL/ HEALTH HABITS: 

a. Smoking: currently smoking tobacco    

  Yes 

 cigarettes : how many packs per day? _______________ 

 cigars/pipes: how many per day?  __________________  

  No 

b. Smoked in the past?  Yes   Year quit ______________  

        No 

c. Alcohol:1. How many days per week do you drink beer, wine or 

other alcoholic beverages  on average?_________________ 

    2. If one beer, one glass of wine or  one cocktail 

equals one drink,  how many drinks do you have on an average day?   

           _____________________ 

d. Exercise: Do you exercise beyond normal daily activities and 

chores? 
  Yes Ŀ Describe the exercise _______________________ 

How many days per week do you exercise? _______________ 

For how many minutes on an average day? _______________ 
  No 

 

20. FAMILY HISTORY: (Indicate whether father/mother, 

sister/brother,  aunt/uncle, grandmother/grandfather and age of 

onset if known)  

a. Heart Disease ____________________________________________ 

b. Hypertension _____________________________________________ 

c. Stroke ___________________________________________________ 

d. Diabetes _______ __________________________________________ 

e. Cancer ___________________________________________________ 

f. Psychological ____________________________________________ 

g. Arthritis ________________________________________________ 

h. Osteoporosis _____________________________________________ 

i. Other ____________________________________________________ 

 

 

 

 

  

  

  

  

  

  

 

  

  

  

 

    

  

 

 

 

 



 

21, MEDICAL/SURGICAL HISTORY 

Please check if you have ever had:  

 Arthritis    Multiple Sclerosis  

 Broken bones/fractures    Muscular Dystrophy  

 Osteoporosis   Parkinsonńs Disease 

 Blood Disorders    Seizures/Epilepsy  

 Circulation /Vascu l ar    Developmental or Growth  

    Problems       Disorders  

 Heart problems     Cancer 

 High Blood Pressure    Infectious Disease  

 Lung problems    Kidney problems 

 Stroke    Repeated infections  

 Diabetes/ high blood sugar   Stomach problems/ulcers  

 Low blood sugar/ hypoglycemia   Skin diseases  

 Head Injury     Depression 

   Other _______________ 

Within the past year, have you had any of the following: 

(please check all that apply)  

 Chest pain     Difficulty sleeping  

 Heart palpitations    Loss of appetite  

 Cough     Nausea/vomiting 

 Hoarseness    Difficulty swallowing  

 Shortness of breath    Bowel problems 

 Dizziness or blackouts    Weight loss/gain  

 Coordination problems    Urinary problems  

 Weakness in arms or legs   Fever/chills/sweats  

 Loss of balance    Headaches 

 Difficulty walking    Hearing problems 

 Joint pain or swelling    Vision problems  

 Pain at night     Other _______________ 

 

Have you ever had surgery?  Yes  No 

 If yes, please describe and indicate dates:  

                              Month   Year  

_____________________________    

_____________________________    

_____________________________    

 

For men only:  Have you been diagnosed with prostate disease?  

  Yes   No 

For women only:  

Have you been diagnosed with: (check all that apply)  

 Pelvic Inflammatory Disease   Complicated pregnancies  

 Endometriosis       or deliveries  

 Trouble with your period   Pregnant or think you  

 Other gynecological or       might be pregnant  

   Obstetrical difficulties.  

   Describe: _____________________________________________ 

 

22. CURRENT CONDITIONS/CHIEF COMPLAINT(S): 

a. Describe the problem for which you currently seek physical 

therapy. _________________________________________________  

__________________________________________________________ 

                                        Month   Year  

b. When did the problems begin (date)?    

c. What happened? ________________________________________ 

d. Have you ever had the problem(s) before?  

 Yes   What did you do for the problem?  

_________________________________________________ 

Did the problem(s) get better?   Yes    No 

About how long did the problem last? ___________  

 No 

 

 

 

 

 

 

 

  

  

  

  

  

  

  

  

  

  

  

  

 

  

  

  

  

  

  

  

  

  

  

  

  

  

      

      

      

  

  

 

  

 

      

 

  

 

22. CURRENT CONDITIONS/CHIEF COMPLAINT(S) continued: 

e. How are you taking care of the problems now?_____________  

____________________________________________________________ 

f.What makes the problem(s) better?  _______________________  

____________________________________________________________ 

g. What makes the problem(s) worse? ________________________ 

____________________________________________________________ 

h. What are your goals for physical therapy? _______________  

____________________________________________________________ 

i.Are you seeing anyone else for the problem(s)?(check all that 

apply)  

 Acupuncturis t     Occupational Therapist  

 Cardiologist     Orthopedist  

 Chiropractor     Osteopath 

 Dentist     Pediatrician  

 Family Practitioner    Podiatrist  

 Internist     Primary Care Physician  

 Massage Therapist   Rheumatologist 

 Neurologist     Other _______________ 
  Obstetrician / Gynecologist  

 

23. FUNCTIONAL STATUS/ACTIVITY LEVEL (check all that apply)  

a.  Difficulty with locomotion/movement  

 1.  Bed mobility  

 2. Transfers (such as moving from bed to chair, sit  

      to stand)  

 3.  Gait/walking  

  a.  on level ground c.  on ramps 

  b.  on stairs      d.  on uneven terrain  

b.  Difficulty with self care (such as bathing, dressing, 

eating, toileting)  

c.  Difficulty with home management (such as household 

chores, shopping, driving/transportation, care of dependents)  

d.  Difficulty with community/work activities  

 1.  work/school  

 2.  recreation/play activities  

24. MEDICATIONS: 

a. Do you take any prescriptio n medications?  Yes   No 

If yes, please list:_______________________________________  

___________________________________________________________ 

b. Do you take any nonprescription medications?  

(check all that apply)  

 Advil/Aleve    Decongestants 

 Antacids    Herbal supplements 

 Ibuprofen    Tylenol  

 Antihistamines    Other _____________________ 

 Aspirin       ___________________________ 

c. Have you taken any medications previously for the condition  

for which you are seeing the physical therapist?  

 Yes   No If yes, please list:____________________  

  _______________________________________ 

 

25. OTHER CLINICAL TESTS Within the past year, have you had any 

of the following tests? (check all that apply)  

 Angiogram    Mammogram 

 Arthroscopy     MRI 

 Biopsy    Myelogram 

 Blood tests     NCV(nerve conduction velocity)  

 Bone scan    Pap smear 

 Bronchoscopy    Pulmonary function test  

 CT Scan    Spinal tap  

 Doppler ultrasound    Stool tests  

 Echocardiogram    Stress test (treadmill  test)  

 EEG (electroencephalogram)    X- rays 

 EKC (electrocardiogram)    Urine Tests  

 EMG (electomyelogram)    Other _________________ 

 

 

 

  

  

  

  

  

  

  

  

 

 

 

 

  

  

 

 

 

 

 

  

  

  

  

  

 

  

  

  

  

  

  

  

  

  

  

  

  

  


