Welcome To Parker County Physical Therapy

Please Fill Qut Completely

Please Print Patient Information

Patients Name - Last Middie Birthdate
Email Address Cell Phone Home Phone
Physical Address City State Zip

SS# Drivers License # Sex Relationship to Responsibie Party

Employer Occupation — Business Phone

Address City State Zip

Spouse's Name Birthdate SS# Drivers License #
In case of emergency Please contact: / : Relationship: Phone #

IF THE PATIENT IS A MINOR OR STUDENT, PLEASE COMPLETE

Fathers Name Birthdate Contact Number SS#
Employer Businesls Phoﬁie Drivers License #
Mothers Name Birthdate Contact Number SS#
Employer BusinesIs Pho:le Drivers License #

MEDICAL INFORMATION

IMPORTANT: Please list ail allergies to medication of any kind. Dats of Injury
Patients Personal Physician Referred by: Reason for Visit
Workers Comp Carrier Claim Number

Injury on the job: L1 Yes [J No| Auto Accidentd Yes (3 No

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which | am
entitled, including Medicare, private insurance, auto insurance, and any other health plan to PhysiCare,
Inc. This agreement will remain in effect untit revoked by me in writing. A photocopy of this agreement
is to be considered as valid as an original. | understand that { am financially responsible for all charges
whether or not paid by said insurance. | hereby authorize said assignee to release all information
necessary to secure payment. MEDICAL RECORDS RELEASE - by my signature below, | authorize the
aforementioned physician to release records to my referring physician, therapist or any physician that |
am referred to.

Signed: Date;




Name

Parker County Physical Therapy

Date

Pain Drawing

Some PM & R Physicians have their patients complete a pain drawing so they can understand the

location and intensity of their pain.

Instructions: Mark these drawings accarding to where you hurt (if the right side of your neck hurts, mark the drawing on the right
side of the neck, etc.). Please indicate which sensations you feel by referring to the key below.

U RIGHT HANDED
— LEFT HANDED

KEY

/11/1//- Stabbing

XXXX- Burning

u—

00000 Pins and needies

/=" Numbness

|+t Aching

e

Pain Level

et

1
]
I
|
t

O-No Pain

1-Mifd pain; you are
aware of it but # doesn’t
bother yots.

. 2Moderate pain that
you can tolerate without
medication.

3-Moderate pain that
requires medication to
tolerate.

4.5 More severe paln;

you begin to feel
antisocial

G- severe pain t

7-9 Intensely severe ;
pain ’

10- Most severe paim; it |
may make you
comemplate suicide.

RIGHT LEFT ~ RIGHT

Circle your pain level at rest:
012345678910

Circle your pain level with activity:
012345678910

D N



PhysiCare, Inc.

LUKE J. HAYNES, PT
P.O. Box 2306, Weatherford, TX 76086

ASSIGNMENT OF BENEFITS

I hereby authorize (my insurance carrier) to pay all medical expense benefits

otherwise payable to me for items and/or services provided by PhysiCare, Inc./ LUKE J. HAYNES,
PT, to PhysiCare, Inc./ LUKE J. HAYNES, PT. I understand that I am responsible for all charges not
covered under my insurance policy and/or paid by my insurance company. Iunderstand that I have the right
to request (and receive within thirty days of such a request) an itemization listing the price for each item
and/or service provided to me by my supplier. I also agree to pay reasonable attorney’s fees and costs

associated with collection if such action is determined to be necessary to collect on my account.

This Assignment of Benefits is valid for a period of one year from the signature date.

RELEASE OF MEDICAL INFORMATION

I hereby authorize PhysiCare, Inc./ LUKE J. HAYNES, PT to receive, review, copy and release
medical information pertaining to my medical history which is required by my insurance carrier to pay
benefits on charges for services rendered to me by the above named provider. I also authorize any holder of
records or files pertaining to my health insurance policy (including but not limited to the medical plan
booklet, summary of benefits and/or Master Contract held by my employer) to release said information to
PhysiCare, Inc./ LUKE J. HAYNES, PT for purposes of evaluating my insurance coverage and

obtaining the maximum benefit available under the terms of my insurance policy.

This release of Medical Information is valid for a period of one year from the signature date and is requested
in order to comply with the Texas Civil Code and the terms of the Confidentiality of Medical Information
Act.

A photocopy of this document is as valid as the original.

Signature of PATIENT/GUARDIAN Date

T understand that I have the right to revoke these authorizations in writing at any time and [ acknowledge that I have received a copy of this document
(Initials of Beneficiary/Patient/Guardian)



UNIVERSAL CONSENT FOR TREATMENT

I understand that my health condition requires admission to outpatient physical therapy services.
I consent to and authorize testing, treatment, and/or procedures ordered by my physician and
outlined in a plan of treatment by Parker County Physical Therapy/LUKE J. HAYNES, PT Physical
Therapy staff. I authorize Parker County Physical Therapy/ LUKE J. HAYNES, PT to carry out the
instructions of my physician(s) and therapists with respect to the procedures and treatment that
are ordered. I also understand that it may be necessary for representatives of outside health care
companies to assist in my care and photographs and videos may be taken with my additional
consent in connection with my treatment.

I also understand and acknowledge that Texas law requires that if any health care worker is
exposed to my blood or other bodily fluid, Parker County Physical Therapy/ LUKE J. HAYNES, PT
may perform tests, with or without my consent on my blood or other bodily fluids to determine the
presence of any communicable disease, including but not limited to Hepatitis, HIV/AIDS and
Syphilis, I understand that such testing is necessary to protect those who will be caring for me
while I am a patient of the facility. I understand that the results of tests taken under these
circumstances are confidential and do not become a part of my medical record.

The undersigned hereby authorizes Parker County Physical Therapy to photograph or permit other
persons to photograph me while under the care of the above named Agency. The undersigned
agrees that the above named Agency may use and permit other persons to use the photographs
for such purposes and in such manner as may be deemed appropriate. The undersigned agrees
the photographs may be used for internal identification.

The term “photograph,” as used in the foregoing agreement, shall mean motion picture or still
photography in any format, as well as videotape, video disc, electronic, audio media and any other
mechanical means of recording and reproducing images or voice.

NO GUARANTEE: I acknowledge that no guarantees or warranties have been made to me with
respect to treatment to be provided at this facility

I HAVE READ AND UNDERSTAND THIS INFORMATION.
If the person signing this form is not the patient, please give full name, phone number and
address:

Signature of patient or legal Representative date

Witness date



MAPTA

American Physical Therapy Association OPTIMAL INSTRUMENT
Demographic information

1. Date of Birth 8. Employment/Work (Check all that apply)
mm/dd/ yyyy 1) Working full-time outside of home
2y _____Working part-time outside of home
2. Sex 3y ___ Working full-time from home
1y ____Male 4) ____Working part-time from home
2y ___ Female 5) ___ Working with modification in job

because of current illnessfinjury
6) Not working because of current illness/

3. Race injury
1) __ Aleut/Eskimo 7y ___ Homemaker
2) ___ American Indian 8) __ Student
3) ___Asian/Pacific |slander 8y ___ Retired
4) __ Black 10) ____Unemployed
5 ____White Qccupation:
6) __ Other
9. Do you use a: (Check all that apply)
4, Ethnicity 1) ___ Cane?
1) _____Hispanic or Latino 2) . Walker, rolling walker, or rollator?
2) ____ Not Hispanic or Latino 3) . Manual wheeichair?
4) _____Motorized wheelchair?
5) Other:
5. Insurance (Please check all that apply)
1) ____Workers' compensation
2y ____Self-pay 10.  With whom do you live? (Check all that apply)
3) HMO/PPO/private insurance 1) ____Alone
4y _____ Maedicare 2) ____Spousefsignificant other
s} ____Medicaid 3) _._ Child/children
6y _ Auto 4y ____ Other relative(s)
7) ___ Other 5) ____ Group setting
6) ____ Personal care attendant
7) Other;
6. Education (Please check one)
1) ____lLess than high school
2) Some high school 11. Where do you live?
3} _____High school graduate 1) ____Private home
4) ____Attended or graduated from technical school 2y ____Private apartment
5) _____Attended college, did not graduate 3) __  Rented room
6) ____Coliege graduate 4) _____Board and carefassisted living/group home
7) ____Completed graduate school/advanced degree 5) Homeless (with or without shelter)
6) ____lLong-term care facility (nursing home)
7) ____Hospice
7. Please check the combined annual income of everyone 8) ____ Other
in your house:
1) ___ Lessthan $10,000
2) ____$10,000-$14,999
3) ____ $15,000-%$24,999
4y ____ $25,000-$34,999 OPTIONAL
5 $35000-549,999 Adaptedirevised in July 2005 and August 2006 with permission of
6) _$50,000-574,999 APTA from Guccions AA, Mislenz TJ. De Velie RF, otal
7y ____$75,000-$99,999 Development and testing of a self-report instrument to measure
8) ___ $100,000-$149,099 actions: Outpatient Physical Therapy Improvement in Movement
9) ____$150,000 or more Assessment Log (OPTIMAL). Phys Ther. 2005;85:515-530.

© 2005, 2006 American Physical Therapy Association. All rights reserved. No part of this instrument may be reproduced, stored in
a retrievat system, or transmitted in any form or by any means, electronic, mechanical, photocopying, or otherwise without prior

permission of the American Physical Therapy Asseciation. Contact permissions@apta.org or visit www.apta.org/publications.



Confidence

Fully confident Not i

nstructions: Please circle the |in my ability to confident in

eV_el of conﬁde_n_ce you have for perform co\l:fei:l{mt et‘:g::lt:e cou?f?::'lce m:::rggto”m applicabie
doing each activity today.

1. Lying flat 1 2 3 4 5 9
2. Rolling over 1 2 3 4 5 9
3. Moving—lying to sitting 1 2 3 4 5 9
- Siting 1 2 3 4 5 9
5. Squatting 1 2 3 4 5 9
5. Bending/stooping 1 2 3 4 5 9
g. Balancing 1 2 3 4 5 9
. Kneeling 1 2 3 4 5 g
9. Walking—short distance 1 2 3 4 5 9
10. Walking-long distance 1 5 3 4 5 9
11. Walking~outdoors 1 2 3 4 5 9
12. Climbing stairs " 2 3 4 5 9
13. Hopping 1 2 3 4 5 9
14. Jumping " 5 3 4 5 9
15. Running 1 2 3 4 5 9
16. Pushing 1 2 3 4 5 9
17. Puliing 1 2 3 4 5 9
18. Reaching " 2 3 4 5 9
19. Grasping 1 2 3 4 5 9
20, Lifting 1 2 3 4 5 9
21. Carrying 1 2 3 4 5 9

22. Thinking about aff the activities you like to do, please mark an “X” at the point on the fine
that best describes your gveralf level of confidence in performing these activities today:

| have no confidence that | | have compiete confidence
can do activities that | that | ¢can do activities that |
would want to do. would want to do.

© 20085, 2006 American Physical Therapy Association. All rights reserved. No part of this instrument may be reproduced, stored in
a retrieval system, or transmitted in any form or by any means, electronic, mechanical, photocopying, or otherwise without prior
permission of the American Physical Therapy Association. Contact permissions@apta.org or visit www.apta.org/publications.

Adapted/revised in July 2005 and August 2008 with permission of APTA from Guccione AA, Mielenz TJ, De Vellis RF, etal.
Development and testing of a self-report instrument to measure actions: Outpatient Physical Therapy improvement in Movement
Assessment Log (OPTIMAL). Phys Ther. 2005;85:515-530.



OPTIMAL INSTRUMENT

Difficuity-Baseline
Instructions: Please circle the | SaC0 S0 | e “Tie [with moderate| with mueh | Unablo to
lfeevel of d_'f_f’CUity you have for difficulty difficulty difficulty | difficuity do Not applicable
ach activity today.

L{ﬂg flat 1 2 3 4 5 9
2. Roliing over 1 2 3 4 5 9
3. Moving-lying to sitting 1 2 3 4 5 9
4. Sitting 1 2 3 4 5 9
5. Squatting 1 2 3 4 5 9
6. Bending/stooping 1 2 3 4 5 9
7. Balancing 1 2 3 4 5 9
3. Kneeling 9 2 3 4 5 9
9. Walking—short distance 1 2 3 4 5 9
10. Walking-long distance 1 2 3 4 5 9
11. Walking—outdoors 1 2 3 4 5 9
12. Climbing stairs 1 2 3 4 5 9
13. Hopping 1 2 3 4 5 9
14. Jumping 4 2 3 4 5 9
15. Running 1 2 3 4 5 9
16. Pushing 1 2 3 4 5 9
17. Pulling 1 2 3 4 5 8
18. Reaching 1 2 3 4 5 9
19. Grasping 1 2 3 4 5 9
20 Lifing 1 2 3 4 5 9
21. Carying 1 2 3 4 5 9

22. Thinking about ail of the activities you would fike to do, please mark an “X" at the point on the line
that best describes your averall level of difficulty with these activities today.

| have extreme diffficulty I have no difficulty doing any
doing any of the activities of the activities that | would
that | would like to do. like to do.

23. From the above list, choose the 3 activities you would most like to be able to do without any difficulty
{for example, if you would most like to be able to climb stairs, kneel, and hop without any difficulty, you
wouldchoose: 1. _12 2. 8 3 _13)

1. 2. 3.

© 2005, 2006 American Physical Therapy Association, All rights reserved. No part of this instrument may be reproduced, stored in
a retrieval system, or transmitted in any form or by any means, electronic, mechanical, photocopying, or otherwise without prior

permission of the American Physical Therapy Association. Contact permissions@apta.org or visit www.apta.org/publications.

Adapted/revised in July 2005 and August 2006 with permission of APTA from Guccione AA, Mielenz TJ, De Vellis RF, et al.
Development and testing of a self-report instrument to measure actions: Outpatient Physical Therapy Improvement in Movement
Assessment Log (OPTIMAL). Phys Ther. 2005;85:515-530.
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PHYSICAL THERAPY
PHYSICARE, INC.

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

Treatment- Your health information may be used by staff members or disclosed to other health care professionals for
the purpose of evaluating your health, diagnosing medical conditions, and providing treatment. For example, results of
laboratory tests and procedures will be available in your medical record to all health professionals who may provide
treatment or who may be consuited by staff members.

Payment- Your health information may be used to seek payment from your health plan, from other sources of coverage
such as an automobile insurer, or from credit card companies that you may use to pay for services. For example, your
health plan may request and receive information on dates of service, the services provided, and the medical condition
being treated.

Health care operations- Your health information may be used as necessary to support the day-to-day activities and
management of Physicare, Inc D.B.A. Parker County Physical Therapy. For example, information on the services you
received may be used to support budgeting and financial reporting, and activities to evaluate and promote quality.

Law enforcement- Your health information may be disclosed to law enforcement agencies to support government audits
and inspections, to facilitate law-enforcement investigations, and to comply with government-mandated reporting.

Public health reporting- Your health information may be disclosed to public health agencies as required by law. For
example, we are required to report certain communicable diseases to the state’s public health department.

Other uses and disclosures require your authorization- Disclosure of your health information or its use for any purpose
other than those listed above requires your specific written authorization. If you change your mind after authorizing a
use or disclosure of your information you may submit a written revocation of the authorization. However, your decision
to revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified
us of your decision to revoke your authorization.

Additional Uses of Information
Appointment Reminders- Your health information will be used by our staff to send you appointment reminders,

Information about treatments- Your health information may be used to send you information that you may find
interesting on the treatment and management of your medical condition. We may also send you information describing
other health-related products and services we believe may interest you.

Individual rights- You have certain rights under the federal privacy standards. These include:



¢ The right to request restrictions on the use and disclosure of your protected heaith information.

»  The right to receive confidential communications concerning your medical condition and treatment.

» The right to inspect and coy your protected health information.

¢ The right to amend or submit corrections to your protected heaith information.

*  The right to receive an accounting of how and to whom your protected health information has been disclosed.
e  The right to receive a printed copy of this notice.

Physicare, Inc D.B.A. Parker County Physical Therapy Duties- We are required by law to maintain the privacy of your
protected health information and to provide you with this “Notice of Privacy Practices.” We are also required to abide by
the privacy policies and practices that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These changes in our
policies and practices may be required by changes in federal and state laws and regulations. Upon request, we will
provide you with the most recently revised notice on any office visit. The revised policies and practices will be applied to
all protected health information we maintain.

Requests to Inspect Protected Health Information

You may generally inspect or copy the protected health information we maintain. As permitted by federal regulation, we
require requests to inspect or copy protected health information be submitted in writing. You may obtain a form to
request access to your records by contacting the Facilities Director. Your request will be reviewed and will generally be
approved unless there are legal or medical reasons to deny the request.

Complaints
If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter
outlining your concerns to:

Ashtyn Davis, Facilities Director
Parker County Physical Therapy
P.O. BOX 237

Weatherford, TX 76086

if you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter
describing the cause of your concern to the same address.

You will not be penalized or otherwise retaliated against for filing a complaint.

Contact Person
The name and address of the person you may contact for further information concerning our privacy practices is:

Ashtyn Davis, Facilities Director
Parker County Physical Therapy
P.O. BOX 237

Weatherford, TX 76086

Effective Date
This notice is effective on or after 11/23/2009.
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PHYSICAL THERAPY
PHYSICARE, INC.

Acknowledgement of Receipt of Notice of Privacy Practices

Physicare, inc D.B.A. Parker County Physical Therapy reserves the right to modify the privacy practices
outlined in the notice.

| have received a copy of the “Notice of Privacy Practices” for Parker County Physical Therapy.

Printed Name

Signature of Patient

Signature of Patient Representative
{required if patient is a minor or an adult who is unable to sign this form)

Relationship of Patient Representative

Date

Questions: | may contact the Parker County Physical Therapy Facilities Director for answers to my questions about the privacy
of my health information at: P.O. Box 237, Weatherford, TX 76086, or by telephone at: (817} 594-9200 ext. 23
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PHYSICAL THERAPY
PHYSICARE, INC,

Authorization of Release of Information
i voluntarily authorize and direct my health care provider, Parker County Physical Therapy to use or disclose my health

information during the term of this authorization to the recipient(s) | have identified below (please list name, phone number,
and relation of each person):

i voluntarily authorize and direct my health care provider, Parker County Physical Therapy to use or disclose my health
information during the term of this authorization to the recipient(s) | have identified below {please list name, phone number,
and relation of each person) ONLY in an emergency situation:

tunderstand this authorization will remain in effect for one fult calendar year from this date. | also understand that once my
hezlthcare provider discloses my information to any of the recipients identified above, my heath care provider cannot
guarantee the recipient will not redisclose my health information to a third party. The third party may not be required to abide
by this authorization or applicable federal and state law governing the use and disclosure of my health information.

t understand that I may revoke (at any time) this authorization for any reason and that such refusal or revocation will not affect
the commencement, continuation or quality of my treatment by my healthcare provider.

lunderstand that this authorization will remain in effect untif the term of this authorization expires or | provide a written notice
of revocation to my health care provider’s Facilities Director at the address listed below. The revocation will be effective

immediately upon my health care provider’s receipt of my written notice, except that the revocation will not have any effect on
any action taken by my health care provider in refiance on this authorization before it received my written notice of revocation.

Printed Name Signature
Printed Name of Patient Representative Signature of Patient Representative
Date

Questions: | may contact the Parker County Physical Therapy Facilities Director for answers to my questions about the privacy
of my health information at: P.O. Box 237, Weatherford, TX 76086, or by telephone at: (817) 594-9200 ext. 23



