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INTRODUCTION PATIENT CASE HISTORY

PATIENT INFORMATION

Name: (First M1 Last)

Preferred Name:

Address: City: State: Zip:

Home#: Mobile #:

Emaik: Gender: Marital Status: Sin;gle [ Married / Other
Date of Birth: )
Referred By: (Name): Family / Friend / Co-worker / Doctor / Other Source\;

Major Concern:

Primary Care Physician:

Dr. Address: Dr. Phone Number:

EMERGENCY CONTACT INFORMATION

Name: (First, Last) Mobile #:

Relationship: Child / Parent / Spouse / Other:

FINANCIAL INFORMATION

___ Insurance _ Worker’s Comip ~ ___ Self-Pay (Cask) _ Personal Inj ury/Auto Other
PRIMARY INSURANCE SECONDARY INSURANCE

Insurance Name: Insurance Name:

Relation to Insured: Self/ Spouse / Parent / Child / Other Relation to Insured: Self/ Spouse / Parent/ Child / Other

ID #:

ID#:

Group #:

Group #:

Insured Name:

Insured Name:

Evaluation Date:

It is Usual and Customary to Pay for Services Rendered Unless Otherwise Arranged

All rights reserved. Northampton Chiropractic Cenier Inc. DBA; Clearie C hiropractic — Community Care Physical Therapy LLC. Copyright 2024



COMMUNITY CARE
PHYSICAL THERAPY

Name: Height: Ft. In.  Weight _ Lbs.

What body part are you here for today? et , Right
| When did this problem begin? - -
| Was there aspecificinjury?  Yes No  {if ves, please describe}:

| Have you ever had physical therapy for this problem? ~ Yes Mo

Have vou had hysical therapy this calendaryear?  Yes  No

Have you had home care physical therapy for this problem? Yes nNo  if ves, when were you discharged?
tsyourinjury work related?  VYes o s your mjury retateﬁ to a motor vehicle acadent?  Yes  No

What isfare your main complaint{s}? Pain Numbness Stffness Balance loss  Other

If you have pain, please rate your pain on a scale of 0 to 10 with O being no pain and 10 being the worst imaginable:

| At this current time: /10 Worst in the past 24 hours: fii} Best inthe ;,ast 24 hm‘rs Faiel
i =

8 marg on the diggram with an X where i bhurfs
mark any areas of pumbness wth©

Medical Hnstcry Please check arug mﬁdntmns that y@u have ;
Diabetes  Striske TIA {mini stroke) |
Heart Arrhythmia - Corpnary Heart Disease - High BP l'
Hear] Attack High Chotestern! Depression
Rheumatoid Arthritis Liver Disease . Kidney Diseass
Neurcpathy Acid Heftux -Ostecarthritis
{ancer Type: z
Other: i

‘Oidonothaveany medicalproblems

List any grthopedic surgeries that you have had {including year):

List afw ather surgene s that 'you have had

Are you olfergic tolotex?  [Fyves [INe Do you have 2 pacemaker or defibrillator? OYes ONo Do youn smcke?  Yes " No

Do you exercise reguicely?  Yes  No Female Patients: Isthere aoy possibility that vou are pregnant?  Yes  No

- SR S e o A s A 5 i e A et R S e e A B i - = -

Review of Systems: Are you currently having, or have you had, problems with:  _ None  Numbness or Tingling?  Yes Nei_:
Lungs or Breathing?  Yes Mo  Bleeding Disorders? Yes No HeartorChestPain? Yes _No Glulcers?  Yes No!

Do you have any medication, food or environmental allergles? Yes No  ifYes, please list:
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Dxagncsﬁc Tesf;:;g Have vau had any of the fa!!awvng tests for yau current g}rabie;r :,
X-Ray MRI CT stan EMG / Nerve Conduction Study Other: N - ]
Results (if knowni:

Medications: Do you currently take any medications, vitamins, supplements or herbs:  Yes  No
i yes please filf out attached medication sheet or provide a current list,

| Goals: Please list the goak{s) that you hope 1o achieve by attending physical therapy:

The abave is true and cotrect 1o the best of my knowtedge
Patient Signature: Date:




CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION
APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION

Our Privacy Pledge
We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please understand that
we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information and/or billing records:
— to another health care provider or hospital if it is necessary to refer you to them for diagnosis, assessment, or
treatment of your health condition.
— to another party if they are potentially responsible for payment of your services.
— within our practice for quality control or other operational purposes.

Our office may need to use your name, address, phone number, and clinical records to contact you with appointment reminders,
information about treatment alternatives, or other health related information that may be of interest to you. If this contact is made
by phone and you are not at home, a message with be left on your answering machine. By signing this form you are giving us
authorization to contact you with these reminders and information.

Your Rights To Limit Uses or Revoke Authorization
You may restrict the individuals or organization to which your health care information is released or revoke your consent at any
time; however, your revocation must be in writing. We are not required to agree to your restrictions. However, if we agree, the
restriction is binding on us. We will not be able to honor your revocation request if we have already released your health
information before receiving your request to revoke your authorization. If you were required to give your authorization as a
condition of obtaining insurance, the insurance company may have a right to your health information if they decide to contest any
of your claims.

Information that we use or disclose may be subject to re-disclosure by anyone who has access to this information and may no
longer be protected by the federal privacy rules.

We have a more complete notice that provides a detailed description of how your health information may be used or disclosed and
you have a right to review that notice before you sign this consent form (§164.520). You may inspect or copy information that we
use to contact you to provide appointment reminders or other health care information at any time (§164.524). We reserve the right
to change our privacy polices. If we make changes we will notify you when you come in for treatment or by mail.

This notice is effective as of . This authorization will expire seven years after the date on
which you last received services from our practice.

I have read your consent policy and authorize use or disclosure of my health information in the manner described above. I am also
entitled to a copy of this or a detailed notice upon request.

PATIENT NAME PRINTED DATE

PATIENT SIGNATURE (or parent if minor) CLINIC REPRESENTATIVE SIGNATURE

PERSONAL REPRESENTATIVE PRINTED (optional)

DESCRIPTION OF PERSONAL REPRESENTATIVE’S AUTHORITY TO ACT FOR PATIENT.

Northampton Chiropractic Center DBA; Clearie Chiropractic - Community Care Physical Therapy, LLC.



Insurance and Payment Policy

Our multi-discipline practice makes the best effort to know what financial responsibility
our patients have at the time of service, as well as limitations of their insurance policies. We will
charge according to the information we have at that time. However, there are constant changes in
plans and other factors which may not give us the correct information. Should a discrepancy
occur once an Explanation of Benefits (EOB) is received, you will either receive a credit on your
account or be billed the difference. Deductibles are the responsibility of the patient at the time of
service.

Our health center treats you, the patient, not your insurance, and will lay out a treatment
course that is in your best interest. Should you exhaust your benefits, or your insurance company
does not deem care medically necessary prior to the end of the treatment plan prescribed, you
will be responsible for those visits on a cash-case basis.

Periodically, usually monthly, we must perform an examination to monitor your progress.
This examination is at the discretion of the doctor(s) and you will be responsible for any
additional charges according to your insurance. Again, our health center is treating you, not your
insurance, and these examinations are necessary to give you the best care.

Furthermore, there will be a $25.00 cancellation fee which will go into effect on January
15t, 2025, for any appointment cancelled less than 24 hours prior to scheduled appointment time.
We thank you for understanding.

I have read the above Insurance and Payment Policy. I understand that benefit quotes are not a
guarantee of payment by my insurance company, and I will be responsible for any copay/co-
insurance, deductibles, and services not covered or deemed medically necessary.

PRINT PATIENT NAME DATE

SIGNATURE OF RESPONSIBLE PARTY STAFF WITNESS

All ights reserved. Northampion Chirgpractic Center Inc. DBA; Clearie Chiropractic - Community Care Physical Therapy LLC. Copyright 2024

P: 610-365-2537 || F: 610-365-8485 || 217 E. Moorestown Rd. Wind Gap, PA 18091
W: physicaltherapycommunitycare.com || E: communitycarephysicaltherapy @gmail.com



