3

V.

For the best experience, open this PDF portfolio in
Acrobat 9 or Adobe Reader 9, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


PHYsICAL THERAPY

Accidental Injury Questionnaire

Patient Name: ID/SS#:

If you are filing your claims with your group health plan it will have a reimbursement provision for claims
resulting from an act or omission of a third party. The term “third party” can be a person, a business, or other entity.

In most cases, the third party has insurance to cover your claims. The medical expenses that your group health
plan pays which are also paid by the third party’s insurance may need to be reimbursed to your group health plan.

Please Complete Section 1

Section #1
1. Is this physical therapy care the result of an accidental injury caused by a third party? Yes No

** |f your answer is no, please sign at ®» below ** **If your answer is yes, complete 2-7 below**

2. Date of Accident: Time: Location:
3. Is your condition the result of an auto accident? Yes No

*If yes, complete Section 2 & 3
4. 1s your condition the result of a third party incident? Yes No
5. Is your condition the result of your employment? Yes No

*If yes, complete Section 4
6. Do you plan to collect damages as a result of this condition? Yes No
7. Has settlement been made on this condition already? Yes No

If yes, what date was settlement made?

Section #2

If your condition was caused by a Motor Vehicle Accident, your claims may be covered by your Personal Auto
Policy, Medical Pay, or Personal Injury Protection. Please complete this section regarding your automobile insurance.
If this accident involves a third party, please complete Section 3 also.

1. Policyholder Name: Policy#:

2. Auto Insurance Name: Phone:

3. Agents Name:

4. Do you carry Personal Injury Protection and/or MedPay ? (Y [N Limit $

5. Do you carry Uninsured Motorist? Y OON Limit $
Section #3

If a Third Party was involved in the accident, you must furnish the following information.

I hereby authorize any third party or insurer to reimburse my group health plan for benefit payments
made on my behalf as a result of this accident involving myself and/or my dependents.

1. Name and Address of 3" Party:
2. Name of 3" Party Insurance Carrier:
3. Address, City, St, Zip of Ins. Carrier:
4. Adjuster Name: Phone: Claim #:
5. Name of your Attorney: Phone:
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Section #4
If your condition was caused by your employment, you must furnish all the information below.

1. Name and Address of your Employer:

Phone:

2. Name and Address of your Employers Workers Compensation Carrier:

Phone:

w

Your Workers Compensation Claim or Case Number:
4. Your Workers Compensation Case Nurse Name and Phone Number:
Phone:
5. Your Workers Compensation Adjustor Name and Phone Number:
Phone:

If your Workers Compensation claim has been denied, attach a copy of the denial when sending claims.

In regards to 3" party claims resulting from a Motor Vehicle Accident and/or Personal Injury, please be advised that our
Billing Office may file a lien to protect payment of our services. If you have any questions or concerns regarding this
process, please contact our Billing Office at (405) 579-1600.

IF CONDITION WAS RELATED TO A MOTOR VEHICLE ACCIDENT, WORKERS COMPENSATION, OR
THIRD PARTY, PLEASE SIGN HERE:
These answers are true and complete to the best of my knowledge.

Patient Signature: Date:

If patient is a minor or requires guardianship, Parent or Guardian must sign below:

Parent/Guardian Signature: Date:

SIGN BELOW IF CONDITION WAS NOT CAUSED BY A THIRD PARTY:

» Patient Signature: Date:

If patient is a minor or requires guardianship, Parent or Guardian must sign below:

» Parent/Guardian Signature: Date:
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Authorization

| authorize Physical Therapy Central, INC to release any information acquired in the course of my
treatment necessary to process insurance claims or to discuss my treatment with other practitioners.

| authorize benefits to be paid on my behalf to Physical Therapy Central, INC for physical therapy
treatment.

| am aware that | am responsible for deductibles, co insurances and any non covered services.

Patient Signature Date:

Privacy Notice

By signing this form, | acknowledge that PTC, INC has provided me with a copy of its’ Privacy Notice,
which explains how my health information will be handled in various situations.

| understand that | may discuss my concerns and or any questions | have concerning this Privacy Notice
with the PTC, INC representatives.

Patient Signature Date

Email Information

We would like to have your Email Address so that we may send you our Monthly Newsletter.

If you don’t have an Email Address or you would rather not provide it to us; please specify below:

Email Address:







MVA and 3" Party Claims

Please specify your billing preferences below by circling all of the policies you wish us to file claims to:

PERSONAL HEALTH PERSONAL AUTO 3" PARTY OTHER

Please list names of companies

Patient/Guardian Signature: Date:

Please read and sign the below statement.

If you DO NOT have personal health
OR you DO NOT want us to file your personal health

| have asked PTC NOT to send claims to my personal health carrier.

If | decide at a later date to have PTC send claims to my personal health carrier, | understand PTC will do so
only at its discretion, because possible contract obligations, precertifications, authorizations, etc., may not have
been performed; which could prohibit the likelihood of benefit coverage of my services.

| understand and accept responsibility for full payment of any unpaid services.

Patient/Guardian Signature: Date:







PHYSICAL THERAPY

CENTRAL, nc

Guarantor / Minor Assignment & Consent

| declare that | am the parent/legal guardian of

(Patient Name)

And that | authorize Physical Therapy Central, Inc. to render services to said patient named above.

Parent/Legal Guardian Name:

Relation to patient:

Address:

City, St, Zip:

Home Phone: Cell #:

Soc Sec #: Date of Birth:
Employer:

Employer Phone:

Signature: Date:












PHYSICAL THERAPY

ENTER

Patient Health Questionnaire

Name: Age: Weight: Height:

Occupation:

Are you currently experiencing or do you have any of the following:

Conditions Symptoms

High Blood Pressure  oYes 0©ONo Dizziness oYes ONo
Pacemaker oYes ONo Visual disturbances oYes ONo
Spinal cord stimulator oYes ©ONo Ringing in ears oYes ONo
Stroke/TIA oYes ONo Hearing loss oYes ONo
Lung Disease/COPD oYes ©No Nausea/vomiting oYes ONo
Blood clots oYes 0ONo Headache oYes 0ONo
Blood thinners oYes ONo Difficulty swallowing oYes ONo
Osteoporosis oYes ONo Unexplained weight changes oYes ©ONo
Osteoarthritis oYes ONo Pain wakes me at night oYes ONo
Rheumatoid Arthritis  oYes oONo Chest pain oYes ONo
Autoimmune Disease 0OYes 0©ONo Cough oYes ONo
Diabetes oYes ONo Shortness of breath oYes ONo
Kidney Disease oYes ONo Bowel or bladder disorder oYes ONo
Thyroid Disease oYes ONo Recent fever, chills, sweats oYes ONo
Stomach Ulcers oYes ONo Depression oYes ONo
Hepatitis oYes ONo

Type:

Cancer oYes ONo Social History/Wellness

Site:

Pregnancy oYes ONo Do you drink alcoholic beverages? ©OYes oONo
Asthma oYes ONo Do you use tobacco? oYes ONo
HIV oYes ONo Do you exercise regularly? oYes ONo

Other medical iliness: (Please list):

List current medications (include prescription, over-the-counter, and herbal):

List any known allergies (include medications, latex, etc):

List the dates and results of any X-rays:

MRI:

Bone Density test:

Nerve Conduction test:

Other:

List of previous hospitalizations/surgeries with approximate dates:






History of Current Problem or Symptom
Please mark on the diagram below to indicate where you feel symptoms. Use the following key to indicate the
different types of symptoms.

Deep Ache = 77277
Sharp/Stabbing = ////
Pins and needles = 0000
Burning = XXXX
Throbbing = ++++

Do you have any regular numbness, tingling, or burning?oVYes aoNo If yes, where?

Please describe in detail your current problem and how this problem began:

When did this problem first begin? (Approximate date): / /

Have you ever had this problem before? ovYes o No

If you have, what treatment helped the most?

My pain/problem is slowly getting oworse Obetter ostaying the same
My symptoms bother me: oconstantly omost of the time ooccasionally oonce in a while
100% 75% 50% 25% or less

Are your symptoms worse in: 0 Morning O Afternoon 0 Evening o Night o Same all day

What worsens your symptoms?

What makes your symptoms better?

On a scale from 0-10 (0 = no pain; 10 = worst pain imaginable), what is the worst your pain has been in the
past several days? __ /10. What is the best your pain has been? /10.
Please rate your current pain on the line below.

How are you able to sleep at night? (Check one)
oFine OModerate difficulty oOnly with medication oChange positions all night

PATIENT'S SIGNATURE: DATE: / /







Physical Therapy Central, Inc

909 Wall Street
Norman, OK 73069

Physical Therapy Central, Inc.

New Patient Form

Patient Information

Telephone: 405-579-1600
Fax: 405-579-1601
www.ptcentral.org

Patient Name:

(First) (M.L) (Last)
Mailing Address:
City: State: Zip Code:
Home Phone: Cell Phone:
Age: SS#: Birth Date:
Male Female (if under 18, complete guarantor form)
Marital Status: Spouse:
Employer: Work Phone:
Physician Referring: How did you hear about us?
Emergency Contact: Relation: Phone:

1. What is your chief complaint / area of pain?

What date did the problem begin?

2. Is your condition related to an Accident in which are holding someone else responsible? Y N

What type of accident was it?

Date of Accident:

3. Have you had any other Physical Therapy or Chiropractic this year? Y N
How Many Visits?

4, Have you had any Home Health Services this year? Y N
By Whom:

Primary Insurance:

OFFICE USE ONLY

Appointment Time:

Date:

Secondary Insurance:

With:

E-Mail Address:

Confirmation Sent: Date:

Initials:






