Balance Physical Therapy & Human Performance Center, Inc.
143 John Street, Salinas, CA 93901 ¢ Phone: (831) 422-4782 Fax: (831)422-4784

PATIENT INFORMATION
Patient's Name: DOB: Age: Sex: SS#:
Employment Status: Marital Status:

Employed Unemployed Remred Student Single Marmed Other
Address: City, State, Zip E-Mail Address:
Home Phone: Work Phone: Cell Phone:
Employer: Referring MD:

Emergency Contact: Relationship: Home Phone:
Address: City. State. Zip Work/Cell Phone:
Financial Party (if patient is a minor)  |Relationship: SS#; DORB:
Home Phone: Work Phone: Employer:

CANCELLATION / NO SHOW POLICY
At Balance Physical Therapy, we pride ourselves on quality care while providing a level of service that exceeds
your expectations. In order to do so, we ask that you notify us 24 hours in advance to cancel and/or reschedule
your appointment times. All appointments not kept without at least 24 hours notice are subject to a $25 fee.
Thank you for your understanding and your commitment to your recovery.,

I, the undersigned. accept responsibility for my scheduled appointments, and I understand that I will be charged
$25 for appointments that are cancelled or not kept without 24 hour advance notice,

Patient's Signature: Date:

(guardian's signature if patient is a minor)

INFORMED CONSENT POLICY

Consent for Physical Therapy Treatment
The above information is correct to the best of my knowledge. In signing below, I agree to be treated by the staff
of Balance Physical Therapy & Human Performance Center, Inc., as preseribed by my physician and recommended
by my physical therapist. If I would become 1ll while undergoing treatment at Balance Physical Therapy I give
permission to the staff to administer treatments which they consider necessary to my well-being. I authorize the
release of medical information to my insurance company necessary to process claims for services rendered by
Balance Physical Therapy. Iauthorize payment of medical benefits directly to Balance Physical Therapy. 1
understand that [ am financially responsible to Balance Physical Therapy for all unpaid balances.

Patient’s Signature: Date:

(Guardian's signature if patient is a minor)




Balance Physical Therapy & Human Performance Center, Inc.

PATIENT MEDICAL HISTORY FORM

Name: Age: Current Concern/Problem Date of Onset

[}, HAVE YOU EVER BEEN DIAGNOSED WITH ANY OF THE FOLLOWING CONDITIONS?

CANCER Type(s). include date of diagnosis:
Yes NO
INFECTION: Yes No CARDIOVASCULAR Yes No
Uninary Tract/ Kidney Infection Heart Disease
Preumonia Deep Venous Thrombosis (DVT)
Bone/Joint Infection Artenial Blockage of the Legs
Viral Conditions High Blood Pressure
Other Infection: (Please List Below) Stroke / TIA
Pace Maker
GENERAL MEDICAL CONDITIONS: Yes No GENERAL MEDICAL CONDITIONS Yes No
Rhemmnatologic Disorders Osteoarthnitis: (Wear &Tear Arthntis)
Lung Disorders Osteoporosis | Osteopenia
Liver / Kidney Conditions Dizziness or falls
Gastrointestinal Disorders Depression
Newrological Disorders Bowel / Bladder Incontinence
Anemna / Blood Disorders Headaches (more than | per week)
Thyrond Conchitions Viston or hearing difficulty
Gout Immunologic / Allergy Conditions
Diabetes Gentomrmany' Gynecologic Conditions
Denmatologic Conditions Other conditions |
PLEASE LIST ALL MEDICATIONS INCLUDING FREQUENCY AND DOSAGE: (Over-the-Counter and Prescribed)
Name of medication Frequency Dosage [Name of medication Frequency Dosage
SURGERIES AND / OR HOSPITALIZATIONS OTHER CURRENT CONDITONS.: Yes No
Date 1. Recent. unplanned weight loss?
Date 2. Unexplained night pam?
Date 3. Fevers or night sweats?
Date 4. Nausea / Vomiting?
Date: 5. Unexplained weakness or fangue?
Date 6, Ase you cusrently pregnant? (Women)
HEALTH-RELATED HABITS
Yes No How much/often” Yes No
Smoking Ice Sensitive? |
Cafleine Heat Sensitive?
Alcohol
Previous experience with physical therapy? Yes No

If Yes, Where & why?

I affirm that the above mformation 1s accurate and true to the best of my knowledge.

Patient's Signature: Date:

(Guardian’s Signature if patient Is a minor)




Balance Physical Therapy & Human Performance Center, Inc.
143 John Street, Salinas, CA 93901 ¢ Phone: (831) 422-4782 Fax: (831)422-4784
MEDICAL RECORDS RELEASE

Please Print
Patient's First Name MIL: Last Name: DOB:

Yes. I authorize Balance Physical Therapy to obtain the following medical records relating to my present
condition.

No. I do not authorize Balance Physical Therapy to obtam medical records relating to my present

condition.

I, the undersigned, do hereby authonze

to release copies of the following records to Balance Physical Therapy & Human Performance Center. Inc.

Oftice Visits Date:

Operative Report Date:

Radiology Reports

X-Rav Date:
MRI Date:
CT Date:
Bone Scan Date:
Other Date:
(Please Specify)
Patient's Signature: Date:

(Guardian's Signature if patient is a minor)

Please fax reports to (831) 422-4784.



Balance Physical Therapy & Human Performance Center, Inc.
Pain Scale Diagram

Patent's Name: Date:

Please rate your pain on a scale of zero to ten. Zero is no pain, ten is the worst amount
of pain imaginable, Put an "X" in the box below the number that best describes your level of pain.

Please mark the location of your pain on the body chart below.




Balance Physical Therapy & Human Performance Center, Inc.
143 John Street, Salinas, CA 93901 ¢ Phone: (831) 422-4782 Fax: (831)422-4784

PRIVACY PRACTICES ACKNOWLEDGEMENT

I have read and fully understand Balance Physical Therapy & Human Performance Center, Inc., Notice
of Privacy Practices. I understand that Balance Physical Therapy & Human Performance Center, Inc..
may use or disclose my personal health information for the purposes of carrying out treatment,
obtaining payment, evaluating the quality of services provided and any administrative operations
related to treatment or payment. | understand that I have the nght to restrict how my personal health
information is used and disclosed for treatment, payment and administrative operations if I notify the
practice. | also understand that Balance Physical Therapy & Human Performance Center. Inc., will
consider request for restriction on a case-by-case basis. but does not have to agree to request for
restrictions.

Patient's Name: DOB:

(please print)

Patient's Signature: Date

(Guardian's signature if patient is a minor)



Balance Physical Therapy & Human Performance Center, Inc.
NOTICE OF PRIVACY PRACTICES

This notice descnibes how medical information about you may be used or disclosed or how vou can get access to
mformation. Please review 1t carefully.

BALANCE PHYSICAL THERAPY'S LEGAL DUTY
Balance Phvsical Therapy & Human Performance Center, Inc. is required by law to protect the privacy of your personal
health information. provide this notice about our privacy practices and follow the information practices that are described
herein.

] AN C A
Balance Physical Therapy & Human Performance Center, Inc. uses your personal health iformation primanly for
treatment; obtaimng payment for treatment; conducting internal administrative actuvities and evaluating the quality of care
that we provide. For example. we may use your personal health information to contact you to provide appointment
reminders, or information about treatment alternatives or other health related benefits that could be of interest to vou.

Balance Physical Therapy & Human Performance Center, Inc. may also use or disclose vour personal health information
without prior authorization for emergencies, research studies, auditing purposes, and public health/statistical purposes.
We also provide mformation when required by law. In any other situation. our policy 1s to obtain your written
authorization before disclosing vour personal health informaton. If you provide us with a written authonization to release
vour mformation for any reason. vou may later revoke that authorization to stop future disclosures at any time.

Balance Physical Therapy & Human Performance Center, Inc. mav change its policy at any ime. When changes are
made. a new Notice of Privacy Practices will be posted m the waiting room and one will be provided to you at vour next
visit. You may also request an updated copy of our Notice of Privacy Practices at any time.

PATIENT’S INDIVIDUAL RIGHTS

You have the right to review or obtain a copy or vour personal health information at any time, If vou request copies we
may charge vou a fee. You may contact us using the information hsted at the end of this notice for a full explanation of
our fee structure. You have the night to request that we correct any naccurate or incomplete information m your records.
You also have the night to request a list of instances where we have disclosed vour personal health information for reasons
other than treatment, payment or other related administrative purposes. You mav also request in writing that we do not
use or disclose vour personal health information for treatment, pavment and administrative purposes except when required
by law or in emergency circumstances. Balance Physical Therapy & Human Performance Center, Inc. will consider all
such requests on a case-by case basis, but the practice is not legally required to accept them.

CONCERNS AND COMPLAINTS
If yvou are concerned that we may have violated your privacy rights or 1f vou disagree with any decision we have made
regarding access or disclosure of your personal health information, please contact our office manager at the address listed
below. You may also send a wntten complaint to the US Department of Health and Human Services at the address listed
below.

Balance Physical Therapy & Human Performance Center, Inc.
Atm: Jessica Munllo, Practice Manager
143 John Street
Salmas. CA 93901
www balancept.com
Phone: (831)422-4782  Fax: (831) 4224784

US Department of Health and Human Service
200 Independence Avenue, SW
Washmgton, DC 20201

www.os.dhhs. gov

***Please retain this copy for your records***



Balance Physical Therapy & Human Performance Center, Inc.
143 John Street Salinas, CA 93901 ¢ Phone: 831-422-4782 Fax: 831-422-4784

CANCELLATION / NO-SHOW POLICY

At Balance Physical Therapy, we pride ourselves on quality patient care while providing a level of service that
exceeds your expectations. In order to do so, we ask that vou notify us 24 hours in advance to cancel and/or
reschedule your appomtment times. All appointments not kept without at least 24 hours notice are subject to a
$25.00 fee. Thank you for vour understanding and your commitment to your recovery.

I, the undersigned, accept responsibility for my scheduled appointments, and I understand that I will be charged
$25.00 for appointments that are cancelled or not kept without 24-hour advance notice.

Print Patient Name:

Patient Signature:

Date:




Patient Name: Date:

THE LOWER EXTREMITY FUNCTIONAL SCALE

We are interested in knowing whether you are having any difficulty at all with the actvities listed below because of your lower imb
Problem for which you are currantly sesking attention. Flease provide an answer for each actvity.

Today, do you or would you have any difficulty at all with:

Extreme
Difficulty or Quite a Bit Moderate A Little Bit No
Activities Unable to of Difficulty Difficulty of Difficulty
Perform Activity Difficulty
1 Any of your usual work. housework, or school activities. 1] 1 2 3 -
2 Your usual hobbies. re creational or sporting activities. 0 1 2 3 -
3 Setling into or out of the bath. o 1 2 3 4
4 Walking between rooms. 0 1 2 3 4
5 Putting on your shoes or socks. 0 1 2 3 4
=] Squatting. o 1 2 3 -
7 Lifting an object, like a bag of grocenes from the floor. 4] 1 2 3 —
8 | Performing light activities around your home. o 1 2 3 <
Q Performing heavy activities around your home. 0 1 2 3 -
10 | Getling into or out of a car. 0 1 2 3 4
11 | Walking 2 blocks. 0 1 2 3 -
12 | Walking a mile. 0 1 2 3 =
12 | Going up or down 10 stairs (about 1 flight of stairs). 0 1 2 3 -
14 | Standing for 1 hour. o 1 2 3 4
15 | Sitting for 1 hour. 0 1 2 3 4
16 | Running on even ground. 0 1 2 3 -
17 | Running on unaven ground. 0 1 2 3 4
18 | Making sharp tums while running fast (4] 1 2 3 -
18 | Hopping. ) 1 2 3 -
20 | Rolling over in bed. o 1 2 3 =
Column Totals:
Minimum Level of Detectable Change (30% Confidence): 9 points SCORE: /80

Please submit the sum of responses to ACN.
Repnnted from Binkley, J., Stratford, P. Lol S, Riddle, D., & The North Amencan Orthopaedic Rehabilitation Research Network, The Lower Extremity
Functionai Scale: Scale development, measursment proparties, and ciinical appiication, Physical Therapy, 1933, 75, 4371-353, with permission of the
Amencan Fhysical Therapy Association.



