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PHYSICAL THERAPY

TAG PHYSICAL THERAPY
111 Penn Street
El Segundo, CA 90245
(310) 426-9570 Fax (310) 426-9572

Date: fefddoctor:

PLEASE PRINT CLEARLY Home Phone:

First Name: RPelhe:

Last Name: Binth:

Address: ISBeiarity #:

City, St., Zip: Sex: Age:
Single Married Widowed Separated Divorced
Employer: (@ 1114]()]

Address: \Rboke:

City, St., Zip: rivéds License #:

Date last worked: ydasemployment terminated?

Name of spouse or legal guardian:

Employer: Biette:

Address: Waokd>

City, St., Zip: ci@d&®ecurity #:

May we leave voicemail messages regarding youriappents at the following?

Home: Yes No: WorksYe No: Cell: Yes:_  No:

How did you learn of our practice?
Type of Payment? Insurance

Is condition due to one of the following? : WorkI&ed:

Insurance Carrier:

Cash Workers Comp

Other; Please Describe:

Auto Accident:

Date of Accident:

Address:

fettjus

City, St., Zip:

orfieht:
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PATIENT HISTORY

Please completely fill out the following questions. This will assist us in dyojpeating you and
identifying possible contraindications for certain treatments. All infaonas held in strict
confidence.

Name: Date:

Birthdate: Occupation:

Date of Injury or Onset of complaint(s):

Briefly describe how you were injured or how complaints began (i.e.tafteis, bending....):

Where is your pain / injury located

Please use the drawings to indicat
the location of your pain/injury.

List all over-the-counter and
prescription medications you are
currently taking for any reason:
(include pills, injections, skin
patch, etc.

If you have any metal or other
implants in your body, please
describe where they are:

Have you had any treatment for this condition? Yes __ No

If yes, please describe:




Please check any of the following diagnostic studies completed for this condition

] X-Rays ] Electromyography (EMG)
1 MRI [ computed Tomagraphy (CT Scan)
[1 other

Have you ever been diagnosed with any of the following: (Circle Yes or No for eamh ite

YES NO Cancer If Yes, please describe:

YES NO Heart Attack
YES NO Other Heart Condition, If YES, please describe:

YES NO Pacemaker YES NO Kidney Disease
YES NO High Blood Pressure YES NO Anemia
YES NO Respiratory Problems YES NO Epilepsy
YES NO Asthma YES NO Eye/ Vision Problem
YES NO Emphysema YES NO Emotional / Psychological Problems
YES NO Thyroid Problems YES NO Sleep Problems
YES NO Diabetes YES NO Headaches
YES NO Multiple Sclerosis YES NO Hepatitis
YES NO Rheumatoid Arthritis YES NO Tuberculosis
YES NO Other Arthritic Conditions YES NO Osteoporosis
YES NO Stroke YES NO Pregnant or think you might be.
YES NO Deep Vein Thrombosis YES NO HIV
(blood clot)

YES NO Other
If YES, please describe:

Please list any surgeries or other conditions for which you have been hospitatihetk the
approximate date and the reason for the surgery or hospitalization.

Date Surgery / Hospitalization Reason

Do you Smoke tobacco? Y&d No [J If Yes, how much per day?

What are your goals for Physical therapy?




TAG Physical Therapy Office Policies

Consent for Care and Treatment: |, the undersigned, do hereby agree and give my consent for
TAG Physical Therapy to provide physical therapy care esmtrhent necessary and proper in
evaluating and treating my physical condition.

Consent for Treatment of a Minor: As parent and/or legal guardian, | authorize TAG Physical
Therapy to treat the minor patient named in the attached consent form while | preseott.

Benefit Assignment/Release of Information: | hereby assign all medical benefits to which |
am responsible to TAG Physical Therapy. | hereby authorizé PAysical Therapy to release
all information necessary, including medical records, to secure payment.

Workers’ Compensation Claims: If | claim Workers’ Compensation benefits and am
subsequently denied such benefits, | may be held responsible forahanaunt of charges for
services rendered.

Cancellation and No-Show Policy: We require 24 hours notice in the event of a cancellation.
The charge for cancellation without proper notice is $50.00.

Patient Signature Date

TAG Physical Therapy Financial Policy

As a courtesy to you, we bill your insurance carrier once eaek aed make every reasonable
effort to assist you in expediting insurance payment. You are raslgomsr your bill and
ultimately responsible for making your insurance carrier relggg/ment. If your insurance
carrier does not remit payment within 60 days, the balance will be due in full from you.

If any payment is made directly to you by the insuranceerafor services billed by us, you
recognize an obligation to promptly remit the payment to TAG Physical Therapy

Flat co-pays are due at the time of service. You will beedilf you have a co-insurance
amount.

If formal collections procedures become necessary, you wileggonsible for additional costs
incurred.

| have read the above information and understand that | am sedglgnsible for the payment of
my account.

Patient Signature (if minor, signature of parent/guardian) Date



TAG PHYSICAL THERAPY
NOTICE OF PATIENT INFORMATION PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTOU MAY BE USED OR
DISCLOSED AND HOW YOU CAN GET ACCESS TO INFORMATIQNPLEASE REVIEW IT CAREFULLY.

TAG PHYSICAL THERAPY’S LEGAL DUTY

TAG Physical Therapy is required is required by ta protect the privacy of your personal healtloimation,
provide this notice about our information practieesl follow the information practices that are digsal herein.

USES AND DISCLOSURES OF HEALTH INFORMATION

TAG Physical Therapy uses your personal healthrinédion primarily for treatment; obtaining payméamt
treatment; conducting internal administrative dtitg and evaluating the quality of care that wevpde. For
example, TAG Physical Therapy may use your persoealth information to contact you to provide appiient
reminders, or information about treatment altexgatior other health related benefits that couldflieterest to
you.

TAG Physical Therapy may also use or disclose peusonal health information without prior authotiaa for
public health purposes, for auditing purposesrésearch studies and for emergencies. We alsoda aviormation
when required by law.

In any other situation, TAG Physical Therapy's plis to obtain your written authorization befoisatbsing your
personal health information. If you provide us watkvritten authorization to release your informatior any
reason, you may later revoke that authorizatiostap further disclosures at any time.

TAG Physical Therapy may change its policy at amet When changes are made, a new Notice of Infiloma
Practices will be posted in the waiting room antigqué exam areas and will be provided to you onrywxt visit.
You may also request an updated copy of our Natideformation Practices at any time.

PATIENT'S INDIVIDUAL RIGHTS

You have the right to review or obtain a copy ofiypersonal health information at any time. Youehthe right to
request that we correct any inaccurate or incoraptgormation in your records. You also have thghtito request
a list of instances where we have disclosed yotsgmal health information for reasons other thaattnent,
payment or other related administrative purposes.

You may also request in writing that we not uselisclose your personal health information for tnezxt, payment
and administrative purposes except when speciiealthorized by you, when required by law or in egeacy
circumstances. TAG Physical Therapy will considesiach requests on a case by case basis, butdbgage is not
legally required to accept them.

CONCERNS AND COMPLAINTS

If you are concerned that TAG Physical Therapy imaye violated your privacy rights or if you disagreith any
decisions we have made regarding access or diselofyour personal health information, please acnbur
owner(s) at the address listed below. You may séswl a written complaint to the U.S. Departmeriedlth and
Human Services. For further information on TAG RbgkTherapy’s health information practices, oyali have a
complaint, please contact the following:

TAG PHYSICAL THERAPY
111 Penn Street, EI Segundo, CA 90245
CATHY TARTE or MINDY GARVEY
(310) 426-9570 (310) 426-9572 Fax
May 1, 2006



PATIENT INFORMATION ACKNOWLEDGEMENT FORM

I have read and fully understand TAG Physical Therapys Notice of lattwmPractices. |
understand that TAG Physical Therapy may use or disclose my personalitieathation for

the purposes of carrying out treatment, obtaining payment, evaluating thg gtisétvices
provided and any administrative operations related to treatment or payment.stamd¢nat if |
notify the practice, | have the right to restrict how my personal health infionmia used and
disclosed for treatment, payment and administrative operations. | also unddratandlG
Physical Therapy will consider requests for restriction on a casesbybeais, but does not have
to agree to requests for restrictions.

| hereby consent to the use and disclosure of my personal health information foep@pos
noted in TAG Physical Therapy's Notice of Information practices. | utmeighat | retain the
right to revoke this consent by notifying the practice in writing at ang tim

Patient Name

Signature Signature of Parent/Guardian
(If patient is a minor)

Date



