Athalon Physical Therapy 115 E. 57th Street, Suite 1420, New York, NY 10022     T 212.838.8023/ F 212.838.8027

PATIENT INFORMATION:

Name______________________________________________________________  Today’s Date___________________ 

Address___________________________________________________________________________________________ 

City ______________________________________ State________________________Zip_________________________ 

SSN __________________________________ Date of Birth______________________Sex:   □ Male    □ Female 

Home Phone _____________________ Work Phone_______________________ Cell Phone__________________________

Occupation/School ______________________________ 

If you would like to receive our newsletter via email, please provide your email address: ______________________________________________

Type of Insurance:  □ Carrier name_______□ Worker’s Comp​ □ Medicare □ Self-pay  □Other________________________

Contact person in case of emergency____________________________________________________________________

                                                                                                                         Relationship                  phone

Factors that might affect therapy (religious, cultural, language, education, etc.) __________________________________

Have you received physical therapy this year?  □  yes  □  no    If yes, for how long? ______________________________

Have you had physical therapy for this condition?  □  yes  □  no    If yes, for how long? ___________________________

How did you hear about us?  __________________________________________________________________________

CURRENT CONDITION/CHIEF COMPLAINT

1.  Describe problem _________________________________________________________________________________

___________________________________________________________________________________________________

2.  What activities is this problem interfering with? __________________________________________________________

____________________________________________________________________________________________________

3.  When did it begin? _________________________________________________________________________________

4.  What happened? ___________________________________________________________________________________

5.  What makes the problem better? ______________________________________________________________________

6.  What makes the problem worse? ______________________________________________________________________

7.  Are you seeing anyone else for the problem?  ____________________________________________________________

8.  Are you:  □ right-handed
□ left-handed

MEDICAL/SURGICAL HISTORY

Please check if you have ever had:
□  Arthritis


    □ Broken bones/fractures
□  Osteoporosis
            □  Blood disorders

□  Multiple sclerosis

    □ High blood pressure             □ Heart problems          □ Lung problems

□  Circulation/vascular problems    □ Diabetes/high blood sugar
□ Stroke
            □  Seizures/epilepsy

□  Head injury


    □Muscular dystrophy
             □   Parkinson’s disease  □  Cancer 

□ Low blood sugar/hypoglycemia   □ Allergies


□  Depression                □  Thyroid problems

□ Developmental/growth problems □ Kidney problems

□  Repeated infections  □  Skin diseases

□ Ulcer/stomach problems
     □Infectious disease (e.g. tuberculosis, hepatitis)

□ Other: ​​​​_________________________________________________

Within the past year, have you had any of the following symptoms?  (Check all that apply)

□Chest pain

□ Heart palpitations

□Cough


              □Hoarseness

□ Shortness of breath        □Dizziness or blackouts

□Coordination problems

□Weakness in arms/legs

□ Loss of balance
              □ Difficulty walking

□ Joint pain or swelling

□Pain at night

□ Difficulty sleeping
□Loss of appetite

              □ Nausea/vomiting

□Difficulty swallowing


□ Bowel problems
□ Weight loss/gain

□ Urinary problems

□ Fevers/chills/sweats

□ Headaches

□Hearing problems

□Vision problems

□Other:______________

Have you ever had surgery?  □ Yes

□ No
If yes, please describe and include dates:

For women only:  Do you have a history of/or currently have:

Trouble with your period    □Yes
□No
Complicated pregnancies?
   □Yes      □ No

Are you pregnant, or think you might be pregnant?
□Yes
□No

Other gynecological or obstetrical difficulties?
□Yes
□No     If yes, please describe: ________________________

MEDICATIONS

Please list any medications you take and for what reason: ______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

OTHER CLINICAL TESTS – Within the past year, have you had any of the following tests?  (Check all that apply)

□ Angiogram


□Arthroscopy


□ Biopsy

□Blood tests

□ Bone scan


□ Bronchoscopy


□CT Scan

□Doppler ultrasound

□Echocardiogram

□EEG (electroencephalogram)

□EKG (electrocardiogram)
□ EMG (electromyogram)

□ Mammogram


□ MRI



□ Myelogram

□NCV (nerve condion velocity)

□ Pap smear


□Pulmonary function test

□Spinal tap

□Stool tests

□ Stress test (e.g., treadmill, bicycle)
□ Urine tests


□ X-rays

              □Other: ______________

SOCIAL/HEALTH HABITS

Do you smoke?     □Yes 
□ No  
If yes, how often? _____________________________________

Do you drink alcohol?  □Yes     □ No      If yes, how often? ________________________________

Do you exercise?  □ Yes
□No      If yes, please describe the exercises ___________________________________________

_____________________________________________________________________________________________________ 

FAMILY HISTORY - Indicate what relative and age of onset, if known.

Heart disease: _____________________________
Hypertension: ___________________________________

Stroke: __________________________________      Diabetes: ______________________________________

Cancer: __________________________________
Psychological: __________________________________

Arthritis: _________________________________
Osteoporosis: ___________________________________

Other: ____________________________________________________________________________________

Athalon Physical Therapy 115 East 57th Street, Suite 1420, New York, NY 10022

PATIENT AGREEMENT
1.CANCELLATION/NO SHOW POLICY
At Athalon we are aware how important your time is, so we make every effort to begin your appointment at its scheduled time. We are also sensitive to the fact that emergencies, sickness or work responsibilities beyond your control can occur. However, cancellations, no shows or late arrivals hinder our ability to administer treatment to you, as well as decrease our ability to accommodate other patients. We therefore require the following patient agreement:

We require a 12 hour notice for a cancellation of a scheduled appointment.

You will never be charged for your first missed or cancelled appointment; however we automatically generate a letter to remind you of our cancellation policy.
All subsequent missed appointments are subject to a $50 fee, which is solely the patient’s responsibility.
2. IMPORTANT PAYMENT POLICY INFORMATION

Your insurance company may send explanation of benefits and payments directly to you for physical therapy services. Please bring ALL correspondence with or without payments from your insurance company to our office so that we may apply them to your account.

I understand that I will be responsible for any deductible and/or co-insurance payments.  I am responsible for any outstanding balance on my account after they have been fully processed by my insurance.

I understand that I will be responsible for a $25.00 fee for any returned check.


I also hereby authorize payment of insurance benefits to the provider, Athalon Physical Therapy.

3. MY SIGNATURE BELOW CONFIRMS MY AGGREEMENT TO THE ABOVE REQUIREMENTS

_____________________________________________    _________________________

Signature of patient





Date

Reviewed with patient by _________________ 

Athalon Physical Therapy 115 East 57th Street, Suite 1420, New York, NY 10022

CONSENT FOR CARE:

I, the undersigned, do consent to physical therapy treatment as ordered by physician prescription and administered by Athalon Physical Therapy.

Notice of Privacy Practices Acknowledgement:

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payers.

· Conduct normal healthcare operations such as quality assessments and physician certifications.

I have received, read, and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain an current copy of its Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment, or healthcare operations.  I also understand that you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name: ____________________________________________________________


Signature:_______________________________   Date: __________________________

Office Use only

I attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy Practices Acknowledgment form, but was unable to do so as documented below:

