Phone (732) 353-6335
Fax (732) 254-1533

to taik to the pecpie wio
caie ahout you

East Brunswick Physical Therapy, LLC

PATIENT INFORMATION

\

Wiillamsburg Gommons
3-A & B Ausr Gourt
East Brunswick, NJ 08816

Please complete all of the following information thoroughly:

. Last, First Middle Occupation
Address:
Street/PO Box City State Zip
Residence if different from above:
Street/PO Box City State Zip
( ) ( ) ( )
Home Phone Vork Phone Cell Phone

Date of Birth Age Sex

Social Security#

Emall Addrass

Nearest Relative / Emergency Contact Phone # How did you hear about us?
Work Information:
Name Address Phone
Referri wsician:
eferring Physician s By
If Party is a minor:
Name of Insured Parent Secial of Insured Parent DOB
Diagnosls: Date of Injury
Circle YES or NO
1. Isthls condition related to an Injury on the Job? Yes No
If Yes, please provide workers compensation Information below
2. s thisinjury related to a Motor Vehlcle Accident? Yes No
If yes, please provide your auto Insurance Information below :
3. Is thls Injury invelved or will be Involved In litigation? Yes No

If yes, phase provide attorney information below

Yes answers:

I authorize East Brunswick PT to release and request information to/from Insurance companies and all medical providers,
| authorize assignment of benefits directly to this clinic.

Parent or Guardian Signature

Date

—_—




Otler Elimek Fests
Within the past y=ar have pou had Gy of the following tests?

(Please circie ol that agph)

Anglegran EEG (elect0ante, khalogram) Pylnonary function 1est
Arthroscopy EXG [dlzctrocardiog ) Seinsl Tap

Biopsy EMG (el sctreniyograTy Stress Test

Ultrasound Bone Scan MRT

X Ray CT Scan Myelograin

Verous Dozpler Test

=¥ 5 e snrest 5 e n e ymio . 10 J3 ;
Wz may reqiest from you plysician any ;epgyt&z.;dz&med ghaove wid otherhiformation that ywould be
helpful in the coise of your treatment™

Paiient Spnploins Drawing

Please draw on the bady where you.fael yeur pain orpirobiems:

Please indicale wkat kind of Symipioms you are Having, cirele all that appl

Tingling Numbness Starp Dall
Ache Tight Weak

Please imalecie Yes or No:
Yes No Hgve you ever taken steroid madicatior spoh as carisaned
Yes  INo Heve you ever beszn placzd m a cast, splint, ace wWrap: or ¢ Hrg for this infrry?

Yes  NO Are yaz.mu-razzfly being wracted o cave been (reatsd e the current year by

ary cilrsr physical thergpist, MasTEge theyapist, podicrish oF chriropractor?
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informed Consent for Physical Therapy Services

The purpose of physical therapy is to treat disease, Infury and disability by ex2 mination, gvaluation,

diagnosls, prognosis, and intervention by the use of refabilizative procedures, mohilization,. mmassage;

exercises and physical agents 1o aid the patlient i achiguing thelr maximum potential within their
capabllities, and to accelerate convalescence @ fd reduce the length of functional recovery. All
procedures will be thoroughty- expleined toyou before you 8re asked to perform.them.

Response o physical therapy intervention varies from personto person,

accurately pregict your response to a specific. Mo e protocol. East Brunswick.

Physical Therapy does not gua rantee what your reaction wilk be to a spegific tregtment, ner does it

guarawmtee that the treatment will help resolve the.congdition that you.are seeing treatment for.
Furthermore, there Is a possibility that the physical thetapy treatment.may resuit i aggravation of

existing symptoms and may cause pain or infury. Is -v.ary{im;.';o»rt'ant to com :

physical therapist thre ughout your treatment,

herice, it¥s mot possible te
daitty, procedure, or exercis

municate with youry treating

It is your right to decline any part of your treatment &3 any-thme before or during tré,‘a.tmen,t, shoutd yoi -
feel any discomfart or pain or have other unresoived cancerns. It s your right to.ask your physicat
therapist about the treatment they have plenned: baset;on your ind tvidual history, physical therepy
diagnosls, symptoms, and exammmation results. Conseguently,

it Is your right to discuss the potential
risks and benafiss involved miyour treatment,

| have read this consent form and understand the risks irivolved In physical therapy and agree to fully
cooperate, participste in ail physical therapy procedures, and comply with the estabitstied plap of carg, 1

authorize the release of my medical f{ﬁﬁﬂmaﬂonm.appr(}pr{ate third parties.

patient Name:

Signature__ Date:




patient Acknowledgement Form

Notice of Privacy Practices

| have been provided with a copy of East Brunswick Physical Therapy’s Notice of
Privacy Practices, which describes East Brunswick Physical Therapy’s use and
disclosure of my Protected Health Information (PHI)

patient Name:

Patient Signature:

Date:




New Patlent Consent 10 tie Tse and Disclosara of Health Inforusationfor Tucatment, Faymen 0¥
HenitcmeiDperatians

The Haal&xcavehsuranc:&?ortabﬂity and Aetourtebility ect of 1596 (“HIPFA™) is a feceral

program, wiich reqires fhet gll medical recceds Fnd of o dividuelly icentifighle health

infprmaatica uesd of sisclosed by usin any for, svhefher elestronisally, on papd, of orelly ai®

st oqufideniisl This gt gives you, the patiﬁ&ggsiggiﬂcant'new rights.fo underetarmd and cpatrol

how your healid information 18 ussd <HIPPA” provities penaliies £or covered entities thaf raisuse

pers\:-aal heaith informstion

We are reguired by 18w 0 omaintain the privecy of yiur protect health mformation and o provide
yau i notice of our legel duties and privesy prectiees wifh respeat t0 proteciad hezlth

Bt ki
irformetion.

As required by “HIPPA", we wave. prepered tiis explenation of how We-are raquired to maimtein
the privacy of youz nealth imformatien amd how we FEay U8 ard disclose yoar nesith informetion.

We mey us@ &nd discloss your medical yesords oaly foreach of the Teflowing prIposes:
treatment, paymant, hezlth care operafions.
o Treatment meEnS providing, goordinating, OF menaging healthcare and releted wervices
by one or mare health aere-providers. ]
o Payment means such activities as obtaming reimbassement forservinas, confirming
coverage, bilking or cellestion ectivitas, and wtlizetion avisw. .
o ‘Heslth care operations irclude thre-business aepecis of Turming ouT Practies, such.as
conducting quelity assessrent and igpproverment. artivites, audidng functons, @08
mpanegement analysis, and customer 3ECE.

1 understand sud heve been provided, (sae'b:odanra at-fromt desk), with & Noties of Privacy
prectices that provides 8 mote completa deseription of information uses and disclogores, I ihave
agy further questicns in regaras fo the Privacy Practices I e&n contact e privacy offficaT.

I understand taet G &7 Inc. is ot required to agree theTestrictiens requested,, T understard
that | may revoke &S sonsent in wHtsg exespt fo #hp extent that the orgazizziica has elready
taken inTeHance thepecn. 1 also understand thet by gefising fo sign fids consent or revoidng this
consent, this organizZetion ey refise to fsedl Mo As permitted by Qection 164505 ef the Code of
Pederal Reguiations. :

1 farther understand tust EFT, Ino reserves the right td change theirnetice and. prantices and

A

prlor 1o implementeton, in accordance with Secion 164,529 of e Code of Federal Reguations.
Shouid ", Inc change their notice, By will send = copy of aay*revistdne‘i—:é} tg the address]

nave proviged.

1 wish tO haveths followin restrictiens tothe use 0T disclosure of m; hestth informatiom
v

Ok to spesl with:

] understznd that as part of CBPT, Ine treatment, payment, of healfhcare Qperetions, it may
become neosssary disclose mY profectsd health information 10 smother entity, 2ad.1 comsent 10
such disctosure for these peomitied uSes, including via fex. ;

1 felly uzderstand ad acceptthe terans ofthis consent .

-
Paients Sigoetse Dats

.

1 have atferipisa 10 phiafn the pailent s slg:::mrea'n Actnsiladgrrent aiidils noitc of Privasy Praciises, but Yeas bletordo
sc as tdicaied: Date: Initialse, sReazoll
i 4
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ASSIGNMENT OF BENEFITS

Policy#

patient’s Name

| authorize and request insurance company to pay directly to the
above named medical provider, the amount due to me under the terms of the above-referenced policy
as a result of medical care rendered by the medical provider and all medical staff associated with the
provider’s office.

Patient’s Signature or Parent/Legal Guardian Date

Provider’s Signature Date




