
Physical Therapy Dynamics & Sports Medicine
Patient Information Form

City, State & Zip Code:

WCRK PHONE #:

OCCUPATION:I EMPLOYER:
I
I rt^l)DRESIS - Nurnber & Street Name:
I
I
I

i SOCIAL IIECUR.ITY #:

S POUSE/PARE}{T EM PLOYER:

A.DDRE,SII - Nurnber & Street Name: City, State & Zip Code:

SPOUSE/PARENT DOB:I SPOIJSE/PARE}.JT SS#:

|,. ,' tr=|o'.1ff;=.,,.I.|... 
-

tn"t. "r *;Date of injury:

SPOUSE NAME:

City, State & Zip Code:

DATE OF BIRTH:

Phone #:

Is this a wrrk relarted injury? YES U NO I

Do ;rou have a lawyer representing you? YES ! NO I

Pidae hst n'rrn. of torn'*r'
J

Who is your primary physician?

Did the physician who issued the prescription for Physical The rapy refer y'ou to o,rr frcility fot

treatment? Y.es No

Phone #:

I If the ansv/er is No, please list who referred you to our facilit5r.

I How did vou hear about our facilitv?
J

I

i Wl*" 
" ),,r* n""t r.notut*O appoi;r*-"nt 

",itir 
tlffifetri;glhyririilt-_---

t-__

I 
l-ist two etnergenoy contacts (nearest relatirre r:r friend):

I Xame:_____ Relationship:___ phone #
t -
I Name :-- Relatio'ship:____ phone#



Physical Thenpy
DYNAMICS

Special izing in Orthopaedic & Sport Rehabil i tat ion, Spinal & Geriatr ic Injuries

Patient Consent Form

By signing this form, you are granting consent to Physical Therapy Dynamics & Sports Medicine to use

and disclose your protected health information, when it is appropriate and necessary, for the purposes of

treatmerrt, payment and health care operations. When doing so, we provide the minimum necessary

information to only those we feel are in need of your health care information and information about

treatmelt, payment, or health care operations, in order to provide your best interest. Our Notice of

privacy Practices provides more detailed information about how we may use and disclose this protected

health ilformation. You have a legal right to review our Notice of Privacy Practices before you sign this

consent., and we encourage you to read it in full.

Our Notice of Privacy Practices is subject to change from time to time without notice. If we change our

Notice, you may obtain a copy of the revised Notice by contacting our organization at (818) 348-0580 or

by accessing our website at www.ptdynamics.net.

you have the right to request us to restrict how we use and disclose your protected health information for

the purposes of treatment, payment or health care operations but this must be done in writing. We are not

require,C by law to grant your request. However, if we do decide to grant your request, we are bound by

our agr,oement.

you ha.ve the right to revoke this consent in writing, except to this or the extent we already have used or

disclosed your protected health information in reliance on a prior signed consent.

Signatrure of Patient or Legal Representative Date

231,0I Sherman Plerce, Suite 150, West Hills, California 9L307 | Phone 818.348.0580 | Fax 818.346.5948 | www.ptdynamics.net



trhysic*I ffi€rapy
ffiru ffi$il

1. Wlrat are your symptoms?

2. When did your symptoms begin?

3. \Aras the onset of this episode gradual or sudden?

4. Which of ttre following best describes how your injury occurred? (check all that apply)

t r l tr trauma tr hit bv a ball
tr MVA (car accident u deqenerative Drocess ! dental aooointment
tr a fall t durina recreation/spotts tr throwinq
! cumulative trauma tr runninq D unknown
tr overuse tr blow to the face u List other below

5. Since onset, are your symptoms getting:

I r

6. Have you had similar symptoms in the past?

[ t r
Yes No

7. Nilture of pain/symptoms (check all that apply)

tr Sharo tr Throbbinq D Periodic tr Constant
tr Dull tr Achinq tr Occasional D List other below

8. As the Dl[Y progresses, do your symptoms:

tr Increase I n Decrease I n Stay the same

9. Does the pain wake you at night?

T t r

10. Do you hrave pain/stiffness upon getting out of bed in the morning?

l Y e s l l N o

11. In what position do you sleep?

D Riqht side tr Stomach n Chair/recliner tr List other below
tr Left side tr Back tr Back,side,stomach



12. r)thgl Medical Symptoms? (check all that apply)

13. 'What aggravates your symptoms? (check all that apply)

14. What relieves your symptoms? (check all that apply)

15. Have you had any previous treatment for this condition? (check all that apply)

16. l{ave you had any of the following tests? (check all that apply)

tl u Dizziness/Faintinq attacks tr Malaise
tr Fever/Chills tr Weakness tr Vision/Hearinq problems
D Genital/Anal numbness D weiqht qain D None noted
tr Numbness tr Niqht Pain/Sweats t List other below

tr Sittino I Reachinq tr Couohino/sneezinq
tr Goinq to/risinq from sittinq tr Standino tr Takinq a deep breath
tr Lyinq down tr Souattinq tr Lookinq up overhead
tr Walkinq tr Sleepinq tr Swallowinq
tr Goinq up/down stairs tr household activities tr Stress
tr recreation/sports:pleasespecifo
tr reoetitive activities/motions
tr Oral activities: olease soecifo
tr List other:

U r Rest tr Massaoe
tr Heat tr Standinq tr Medication
tr cold tr walkinq tr Nothinq
tr Stretchinq tr Exercise tr List other below
tr Wearinq solint/orthosis tr Lvinq down

tr None n Bracinq/tapinq tr TENS unit
tr Medication (oral) n Iniection into the sPine tr Acupuncture
tr Joint manipulation DC/DO tr Iniection into the skin/muscle tr Bed Rest
tr Exercise tr PhvsicalTherapy ! Overniqht hospitalization
tr Massaqe theraov tr Hvonosis tr Castino
tr Traction tr Biofeedback tr List other below

tr None ! MRI tr Bone Scan tr Vestibular
tr Xrays tr Afthroqram T NCS tr List other below
tr CT scan D Stress Xray test tr Fluroscope

Are you currently taking any medication for your condition?

tr Prescription: Dlease specifo
tr Non-orescription: pleasespecifv
tl None
! List other:



Insurance Information Form

Flealth anrl accident policies are an alrangement between you and your insurance company. Notwithstanding any such
arrangemont, you are personally financially responsible for all services rendered in oui ofhce. All unpaid ch-arges will be
billed directly to you, the patient. we accept assignment of benefits after your insurance coverage has been verified. your
insurance company will send payment directly to 

-our 
office. We will promptly credit all received payments from your

insurance company- Any balance remaining unpaid after payment by any insurance company williernain your
responsibility to pay.

Patient Narrne (PRI1\T):

DEDUCTIBLE:$

Insurance Company:

(per year).
In order tc' meet yo'ur calendar year deductible we require that you, the patient, pay $ 180.00 (one-hundred eighty dollars)
per visit, prrior to treatment until your deductible is met, also $180.00 iJour per viiit cash price.

Have you had any physical therapy visits with any physical therapist within this year? YES NO _ (number of
visits).

Have you had any chiropractor, acupuncfure, speech therapy, or occupational therapy visits any time this year? yES NO
(number of visits).

Our offtce will not,enter into a dispute betwegn you and your insurance company over claims. This is your responsibility
and obligation. _.-_- (Patient's initials).

You acknowledge amd agree that you or your legal representative will be financially responsible for, and pay promptly
when billed, all charges for any services rendered to you by us that may ultimately be determined by yorri inrurer to be not
covered services, not authorized, or not medically necessary (Patient's initiaisj.
If you rece;ive any checks from your insurance carrier, you are responsible to sign the check on the back and turn it in to
our office within 5 lbusiness days. (patient's initials).

COPAYMiENT:$
rendered.

ADDITIONAL CHARGES
Returned c;heck charge:

Cancellation charge:

(per visit). The patient is responsible for the estimated percentage before treatment is

$25.00 per check

$25.00 for a NO-SHOW appointment or a cancellation that is not given within a 24-
hour notice (or by 2P.M. on a Friday afternoon for an appointment the following
Monday). We require a credit card on file that we are allowed to charge if patient
does not show up at appointment or call before required 24 hour period.

(Patient's initials)

$10,00 or 1.5ok (whichever is greater) will be added to your account along with a
collection service and/or attorney fees for delinquent accounts. There will be a
$ 15.00 office charge for the copying of medical records.

Late payment charge:

PRIVATE & MEDIICARE INSURANCE - The fees charged in our office are comparable to those charged by other
physical th:erapists in this area with similar qualifications.

WORKER'S COMIPENSATION - If you are hurt on the job, your employer's workers compensation insurance will pay
nA% of ycur care, upon authorization from the adjuster.

PERSONAL INJUIIY/AUTO ACCIDENT - If you have Med-pay coverage on your automobile policy we will bill them
for prompl, and direct payment. Med-pay will cover your doctor bills regardless of who was at fault. If there is no Med-
pay coverarge we will bill your health insurance and any balance will be billed to you upon completion of services.

My signaturr: below states that I have read the above, and have been informed of my insurance benefits, as stated by my insurance company. I
am awarc of my financrial responsibility to Physical Therapy Dynamics. I understand and agree to the above terms and conditions. I agrejthat a
photostatic c'r facsimile copy of this document is as valid as the original,

Patient Signature: Date:


