LEWIS AND CLARK ORTHOPEDIC AND SPORTS THERAPY

PATIENT INFORMATION/CONSENT FORM

Patient name:
____________________________

Sex:  _____

Soc. Sec. #:______________
Date of Birth:
__________
Age:  ____
Marital Status:  _____
Address: ________________________
Referring Physician:
__________________________________

City/State/Zip:  ___________________
Home Phone: ____________________
Cell: _____________

Employer: _______________________
Work Phone:  ____________________
CONTACTS/CURRENT MEDICATIONS
Emergency Contact information:

Name:



Relationship:



Phone:


Cell:
List of current medications/dosages:

Have you/or do you currently have:  
Heart conditions:

yes
no
List condition: ___________________________________
Pacemaker/defibrillator
yes
no


High Blood Pressure:

yes
no


Cancer:


yes
no
If so, where was your cancer?  ______________________

Diabetes:


yes
no


Asthma:


yes 
no


Neck/Head injury:

yes
no


Recent surgeries:

yes
no
List surgeries: ___________________________________








_______________________________________________

Current exercise program
yes
no
List program: ____________________________________








_______________________________________________

*Why did you choose Lewis and Clark Orthopedic and Sports Therapy? _______________________________
________________________________________________________________________________________
INSURANCE INFO






Effective date

Policy #

prior auth required

Primary:

_____________________

____________

__________________

yes
no
Secondary:
____________________

____________

__________________

yes
no
Have you had any PHYSICAL THERAPY treatments before?  
Yes      No

If so, when did you have treatments, for what reason, and how many treatments were performed?: ___________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

1.  I hereby authorize ____________________________ , Physical Therapist and whomever he/she may designate to perform evaluation/other treatment procedures in order to determine appropriate treatment plan and goals to assist me with the above stated diagnosis.  These goals and treatment plan will be agreed upon by myself or authorized person prior to initiating treatment.  I also agree that my referring physician will be notified and ultimately approve the goals and plan of care for treatment of this diagnosis.

2.  I agree to follow the recommendations of the therapist to by best ability, as to efficiently meet the goals set.  This can include but not limited to:  home exercise program, home modalities (ice, heat, etc), and rest from activity if prescribed.

3.  I consent to medical treatment if needed in an emergency situation at the discretion of the Physical Therapist or other appropriate health care personnel in the event I am not able to make these decisions.  I also consent to blood testing for HIV or Hepatitis B & C in the event an individual is exposed to my blood or body fluids.

4.  I consent to the presence of other individuals in the treatment area with my prior approval.  If I later decide that I do not wish for the presence of another individual ie: student, observer, etc. I will notify the therapist in charge of my treatment. 
5.  I agree to pay the Hospital in accordance with it’s regular rates and terms.  TERMS: Net 30 days from date of invoice.  Should collection become necessary, the responsible party agrees to pay an additional 40% for collection without suit, including attorney fees, court costs and filing fees.

6.  I authorize direct payment to the Hospital of any insurance benefit.  I understand that I am responsible for any charges not paid by my insurer and I agree to pay any unpaid balances on my account.

7.  I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct.  I authorize any older of medical or other information about me to release to the Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare claim.  I request that payment of authorized benefits be made on my behalf.
8.  I agree that the Hospital may disclose information on me, including my records, to any third-party payers, including, but not limited to, health insurers, health care service plans, welfare agencies, worker’s compensation carriers, or my employer.  My record may also be disclosed to myself or my physicians as necessary for my health care.  I further authorize the release of any medical information necessary for transfer to another healthcare facility/provider.
9. You may leave messages on my answering machine or voicemail regarding appointment reminders, test results, etc and indicate the office/physician name.                    Yes        No
10.  I give you permission to discuss my treatment or condition ONLY with the following person(s) when I am not present to such                communication:

       Name:___________________________________________

       Relationship:______________________________________
11.  I have received a PATIENT’S RIGHT TO KNOW BOOKLET:                       
PATIENT/GUARDIAN INITIAL:_________

I have had all my questions answered to my satisfaction and understand the above consent.  I understand that no guarantees or assurance has been made concerning the results of this procedure.  I further understand that I am able to withdraw my consent at any time before the procedure.


___________________________

_______________________________


Signature of Patient



Signature of Patient’s Legal Representative


_______________________

__________________________


Signature of Witness



Relationship of Legal Representative to Patient
________


Date

