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* Last Name__________________________________   * First Name_____________________________________
*Address______________________________________________________________________________________

*City_______________________________________  * State _______________________  *Zip ______________

*Date of Birth ____________________ *Age _______* Email __________________________________________

*SSN_______________________________________ * Gender:  O Male   O Female
 *Job Title ________________________________ Employer____________________________________________

	Cell #__________________________ Home # ________________________  Work # ________________________
Preferred way of contact :     O  text message        O  email           O  phone call    


Marital Status: O Single     O Married     O Partnered     O Divorced     O Widowed

Emergency Contact ________________________________________ Phone _______________________________

	Referring Provider ___________________________________  Phone ____________________________________

Primary Care Provider ________________________________  Phone ____________________________________


	* Was this a work injury or auto accident?    O Work      O Auto      O NA    Initials _____
Date of injury (mm/dd/yyyy) __________________________ Claim # _____________________________________ 

Adjuster Name _________________________________ Phone ___________________________ ext ____________


	Is an attorney involved in your case?   O Yes     O No      Name _____________________ Phone _______________
Initials ______________


	* Do you have health insurance?   O Yes       O No                   Initials ___________
Primary insurance ___________________________________ Policy ID# __________________________________

Secondary insurance _________________________________ Policy ID# __________________________________




* Have you been seen for physical/ occupational therapy? O Yes   O No  Dates: ___________ Where ___________
* Attention Medicare!   Are you currently enrolled in Home Health Care?   O Yes   O No    Dates _______________
* I hereby acknowledge that I have received a copy of Dynamic Physical Therapy, LLC Notice of Privacy Practice. I authorize the release of any medical information and payment of medical benefits to the undersigned physician or supplier for services necessary to process a claim. I agree to be responsible for any deductible, co-insurance, co-pay, or any other balance not paid by my insurance. By signing below, I hereby give Dynamic Physical Therapy, LLC consent to treat me for physical and/or occupational therapy.
Patient Name:_________________________________________________ Date:____________________________
Signature:___________________________________________ relationship to patient: ▫self    ▫parent    ▫guardian
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Medical History                                                                                Name: ___________________________________
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Please indicate on the diagram to the

     right where you feel your pain

         (Specific to your referral)
Describe your pain: 
Dull

Achy
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Sharp

Radiating

Intense
Zapping

Stabbing
Burning

Numbness
Tingling

Constant
Intermittent

Rate your pain:     (No pain)     0    1    2    3    4    5    6    7    8    9    10     (Excruciating pain)

When did your pain start: _________________________________

What aggravates your pain: __________________________________________________________________

What alleviates your pain: ____________________________________________________________________

What current problems/ symptoms are you experiencing:    Locking              Giving way, buckling

                 Catching                    weakness                 Instability                      Difficulty Walking

                 Difficulty completing daily tasks                        other: ________________________________________
Medical History: Do you have, or ever had, any of the following?

Diabetes:   Y   N

Dizziness:   Y   N

High Blood Pressure:   Y   N

Neurological disorder:   Y   N

Heart Disease:   Y   N

Psychological Treatment:   Y   N

Heart Attack:   Y   N

Cancer:   Y   N

Cardiac issues (including A-fib): Y   N

Internal Stimulator:  Y   N

Stroke:   Y   N

Hernia:   Y   N

Seizures:   Y   N

Metal Implants:   Y   N

Prior Surgery:   Y   N

Pacemaker:   Y   N

Headaches:   Y   N

Pregnancy:   Y   N

Infectious Disease:   Y   N

Incontinence (urinary or fecal):   Y   N

Shortness of Breath/ Asthma:   Y   N

Open wounds:   Y   N

Contagious skin diseases:   Y   N

Any allergies/ sensitivity to heat, ice, latex, lotions, or adhesives:   Y   N
I acknowledge all above information to be true and accurate. This page was reviewed with my physical therapist. I was informed about my physical therapy findings, plan of treatment and goals. I consent to physical therapy treatment.

Patient Signature: ________________________________________________ Date: _____________________

Physical Therapist Signature: _______________________________________ Date: ______________________
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Physical Therapy Policies

Dynamic Physical Therapy understands your time is valuable. To assure optimal treatment is provided to all our patients, we request your cooperation in maintaining our schedule.

Timeliness

If you arrive greater than 10 minutes late for your scheduled appointment time without a phone call, Dynamic Physical Therapy reserves the right to cancel and reschedule your appointment or reduce your treatment time, as not to infringe on other patients’ scheduled treatment times.

_____________

Initial Here

Delinquent Accounts

Please be aware, if your account becomes delinquent (ie. copays, no show fees, balance due after insurance or self-pay) we may forward it to an outside collection agency without notice. If this happens, you will be responsible for all costs of collection, including but not limited to interest, rebilling fees, court costs, attorney fees, and collection agency costs.

_____________

Initial Here

Cases on Hold

If you will be taking a prolonged break from therapy or do not wish to continue, you will need to call our office and set up a discharge appointment with your therapist. This is required by your insurance company. Patient cases can only be put on hold for 2 weeks maximum (unless special circumstances apply) after which time your case will be discharged. 
_____________

Initial Here

Dress Code

To ensure your safety, comfortable, loose fitting attire and athletic shoes (please do not wear flip flops, sandals, heels, etc.) are required while conducting physical therapy treatment. If you have any questions about appropriate dress please ask your therapist and/or the front desk staff.
_____________

Initial Here

Children

Minors are not allowed in the treatment area. They may wait in the waiting are as long as they are accompanied by an adult, if any harm comes to your child that is not being treated for physical therapy and/or occupational therapy, Dynamic Physical Therapy is not liable.

_____________

Initial Here

Reminder Calls

As a courtesy we confirm your appointments the day before your scheduled time. This is done through our automated system that will either send you a text message or call the primary phone number you have listed for us. If you do not answer the phone call a message will be left to confirm the time and date of your appointment. Please understand that it is still your responsibility to remember your appointments to avoid late arrivals, missed appointments and cancellation fees. 
_____________

Initial Here

__________________________________________                                     _________________

Patient Signature
Date
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Cancellation Policies

We strive to provide excellent physical therapy for all of our patients. When an appointment is scheduled, that time has been set aside for you. We implore our patients to be on time so they can receive the maximum treatment from their provider. When you are late, the time lost is taken out of your therapy. When you cancel on the same day or do not show up to your scheduled time it leaves a time open that could have been given to another patient.

· We require all patients to call our office by 4:00 PM the business day before their appointment for any changes to their schedule (for example if your appointment is on Monday you will need to call by 4:00 PM the Friday before to cancel or it will be counted as a same day cancellation). This is to give our staff time to contact other patients in order to fill that appointment slot. 

· It is your responsibility to show up to your appointments on time. You may arrive too late to be seen at all 

· In the event that you cancel on the day of your appointment or no show 2 times, your case will be discharged and your doctor will be notified. It will be your responsibility to obtain a new referral from your doctor to return to therapy under a new case.


We understand that there may be times when unforeseeable emergencies occur and you may not be able to keep your scheduled appointment. If you should experience extenuating circumstances please contact our Office Manager, who will review whether we can wave the no show and cancellation fees, on a case by case basis.

__________________________________________                                     _________________

Patient Signature
Date
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Patient Questionaire and Informed Consent

Please answer the following questions. Read the statemtns concerning Graston Technique and sign below. If you have any questions, please speak with your clinician.
1. Do you bruise easily?  




          

   Yes         No                                                                                                                         

2. Do you bleed for a long period of time after you cut yourself?

   Yes         No               

3. Are you taking blood thinners or anticoagulants?


   Yes         No

4. Do you take aspirin on a regular basis?




   Yes         No

5. Do you take cortisone on a regular basis?



   Yes         No

6. Have you ever had inflamed veins or blood clots?


   Yes         No

7. Do you have surgical implants in your body?



   Yes         No

8. Do you have diabetes or kidney disease?




   Yes         No

9. Do you currently have any infections?




   Yes         No

10. Do you have uncontrolled high blood pressure?



   Yes         No

Graston Technique (GT) is an instrument- assisted variation of traditional cross fiber or transverse friction massage. The GT instruments consist of six stainless steel instruments of various sizes and contours. GT is a form of treatment used to “break up” or “soften” scar tissue, thus allowing for the return of normal function in the area being treated.

Graston Technique may produce the following:

1. Local discomfort during the treatment

2. Reddening of the skin 

3. Superficial tissue bruising

4. Post treatment soreness

Graston Technique is designed to minimize discomfort: however, the above reactions are normal, and in some instances desirable and unavoidable.

The Graston Technique protocol has several basic components. Your clinician will determine the protocol for your.

1. Warm up the treatment area

2. Graston Technique Instrument Assisted Soft- Tissue Treatment

3. High repetition, low load exercise

4. Up to three 30- second stretches

5. Low repetition, high weight exercise

6. Ice therapy

7. Stretching/ rehabilitation exercise

All components of Graston Technique have been explained to me. I understand the risks of the procedure and I give my full consent for Dynamic Physical Therapy to treat me. 

Print name: _______________________________________________ Date: _______________

Signature: _____________________________________________________________________
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Dry Needling Consent and Information

What is dry needling?

Dry Needling is a form of therapy in which fine needles are inserted into myofascial trigger points (painful knots in muscles), tendons, ligaments or near nerves in order to stimulate a healing response in painful musculoskeletal conditions. Dry needling is not acupuncture or Oriental Medicine; that is it does not have the purpose of alternating the flow of energy (“Qi”) along traditional Chinese meridians for the treatment of diseases. In fact, dry needling is a modern, science- based intervention for the treatment of pain and dysfunction in musculoskeletal conditions such as neck pain, shoulder impingement, tennis elbow carpel tunnel syndrome, headaches, knee pain, shin splints, planter fasciitis, or low back pain.

Is Dry Needling safe?

Drowsiness, tiredness or dizziness occurs after treatment in a small number of patients (1-3%) and if affected, you are advised not to drive. Minor bleeding or bruising occurs after dry needling in 15-20% of treatments and is considered normal. Temporary pain during dry needling occurs in 60-70% of treatments. Existing symptoms can get worse after treatment (less than 3% of patients); however, this is not necessarily a “bad” sign. Fainting can occur in certain patients (0.3%), particularly at the first treatment session when needling the head or neck regions. Dry needling is very safe; however serious side effects can occur in less the 1 per 10,000 (less than 0.01%) treatments. The most common serious side effect from dry needling is pneumothorax (lung collapse due to air inside the chest wall). The symptoms of dry needling- induced pneumothorax commonly do not occur until after the treatment session, sometimes taking several hours to develop. The signs and symptoms of a pneumothorax may include shortness of breath on exertion sweating. If such signs and/or symptoms occur, you should immediately contact your physical therapist or physician. Nerves or blood vessels may be damaged from dry needling which can result in pain, numbness or tingling; however this is a very rare event and is usually temporary. Damage to internal organs has been reported in the medical literature following needling; however, these are extremely rare events (1 in 200,000).

Is there anything your practitioner needs to know? 

1. Have you ever fainted or experienced a seizure? YES/NO

2. Do you have a pacemaker or any other electrical implant? YES/NO

3. Are you currently taking anticoagulants (blood thinners e.g aspirin, warfarin, Coumadin)? YES/NO

4. Are you currently taking antibiotics for an infection? YES/NO

5. Do you have a damaged heart valve, metal prosthesis or other risk of infection? YES/NO

6. Are you pregnant or actively trying for a pregnancy? YES/NO

7. Do you suffer from metal allergies? YES/NO

8. Are you a diabetic or do you suffer from impaired wound healing? YES/NO

9. Do you have hepatitis B, hepatitis C, HIV, or any other infectious disease? YES/NO

10. Have you eaten in the last two hours? YES/NO

Single- use disposable needles are used in this clinic.

Statement of Consent

I confirm that I have read and understand the above information, and I consent to having dry needling treatments. I understand that I can refuse treatment at any time. 

Signature: __________________________________________ Date: ________________
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Medication List

Patient Name: ___________________________________________       

1. __________________________________________________

2. __________________________________________________

3. __________________________________________________

4. __________________________________________________

5. __________________________________________________

6. __________________________________________________

7. __________________________________________________

8. __________________________________________________

9. __________________________________________________

10. __________________________________________________

Patient Signature: ___________________________________   Date: ____________________
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By signing below, I, __________________________________________, understand that Dynamic Physical Therapy will be sending me text message reminders the day before my appointments instead of a remind phone call to phone number ___________________. I understand that this will be effective on today’s date, ____________________, and all rates will apply.
_________________________________________

Patient Signature

· I do not want text reminders, please continue to call.
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