
LAFAYETTE PHYSICAL THERAPY, INC.
Patient Information

Last Name First Name MI Sex
M   F

Marital Status

Home Phone                              Cell/Alternate SSN DOB AGE

Address (No P.O. boxes please) City State Zip

Emergency Contact Person Relation Phone

Employer Occupation Work Phone

Employer Address City State Zip

Guarantor Name Employer DOB Phone

Referring Doctor Who can we thank for referring you?

Automated Appt. Reminders: Please select one phone number or e-mail to receive appt. reminder notifications on

[    ]Home  [   ]Cell/Alternate   [   ]Work  [   ] Email: ____________________________________  [   ] No reminder

Private Pay Clients Policy

1. PAYMENT: Clients who are being treated on a Private Pay basis are required to pay at the
time of service.

2. ACCOUNT RESPONSIBILITY: I understand that I am responsible for the full payment for
these services. Lafayette Physical Therapy will not bill your insurance.

3. NO SHOW OR CANCELLATION POLICY: Please understand the importance of your
appointment. Lafayette Physical Therapy Inc. charges a $65.00 fee for no show or same day
cancellations (cancellations with less than a 24 hour notice). When cancelling a Monday
appointment we require notice by 3pm the Friday before.

4. RELEASE OF LIABILITY: I have read and understand the enclosed Release of Liability
Waiver included in the intake paperwork.

I attest that all information I have provided to Lafayette Physical Therapy regarding my condition
and personal information is true and correct. I have read and understand the terms for Private
Pay Clients. A photocopy of this agreement shall be as valid as the original.

Thank you for choosing Lafayette Physical Therapy for your Wellness needs

________________________________________ _____________
Patient/Guarantor Signature Date

2010



Lafayette Physical Therapy, Inc.
NOTICE OF PATIENT INFORMATION PRACTICES

Lafayette Physical Therapy, Inc. is required by law to protect the privacy of your personal health information and
provide this notice about our information practices that are described herein.

USES AND DISCLOSURES OF HEALTH INFORMATION
Lafayette Physical Therapy, Inc. uses your personal health information primarily for treatment; obtaining payment for
treatment; conducting internal administrative activities and evaluating the quality of care that we provide. For example,
Lafayette Physical Therapy, Inc. 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 you.

Lafayette Physical Therapy, Inc. may also use or disclose your personal health information without prior authorization
for public health purposes, for auditing purposes, for other health related benefits that could be of interest to you.

In any other situation, Lafayette Physical Therapy, Inc.’s policy is to obtain your written authorization before disclosing
your personal health information. If you provide us with a written authorization to release your information for any
reason, you may later revoke that authorization to stop future disclosures at any time.

Lafayette Physical Therapy, Inc. may change its policy at any time. When changes are made, a new Notice of
Information Practices will be posted in the waiting room and patient exam areas and will be provided to you on your
next visit. You may also request an updated copy of our Notice of Information Practices at any time.

PATIENT’S INDIVIDUAL RIGHTS
You have the right to review or obtain a copy of your personal health information at any time. You have the right to
request that we correct any inaccurate or incomplete information in your records. You also have the right to request a
list of instances where we have disclosed your personal health information for reasons other than treatment, payment or
other related administrative purposes.

You may also request in writing that we do not use or disclose your personal health information for treatment, payment
and administrative purposes except when specifically authorized by you, when required by law or in emergency
circumstances. Lafayette Physical Therapy, 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 you are concerned that Lafayette Physical Therapy, Inc. may have violated your privacy rights or if you disagree with
any decisions we have made regarding access or disclosure of your personal health information or if you have a
complaint, please contact the Clinic Director, Valerie Watase at (925) 284-6150.  You may also send a written
complaint to the U.S. Department of Health and Human Services.

I have read and fully understand Lafayette Physical Therapy, Inc.’s Notice of Information Practices. I understand that
Lafayette Physical Therapy, Inc. may use or disclose my personal health information for the purpose of carrying out
treatment, obtaining payment, evaluating the quality of services provided and any administrative operations related to
treatment  or  payment.  I  understand  that  I  have  the  right  to  restrict  how  my  personal  health  information  is  used  and
disclosed for treatment, payment and administrative operations if I notify the practice. I also understand that Lafayette
Physical  Therapy,  Inc.  will  consider  requests  for  restriction  on  a  case-by-case  basis,  but  does  not  have  to  agree  to
requests for restrictions.

I hereby consent to the use and disclosure of my personal health information for purposes as noted in
Lafayette Physical Therapy, Inc. Notice of Information Practices. I understand that I have the right to revoke this
consent by notifying Lafayette Physical Therapy, Inc. in writing at any time.

______________________________ ____________________________ ____________
Print Patient Name Patient Signature Date



Lafayette Physical Therapy, Inc.

To Our Patients Regarding
Cancellations and No-Shows

The following are our policies regarding cancellations and no-shows. We take this subject seriously
at the clinic, because it can make the difference between whether you succeed in your treatment or
not. Usually your referring doctor/and or your therapist have prescribed a set frequency of
treatment. Showing up as scheduled for these visits is your most important job. Other than that, all
you need to do is follow your therapist’s instructions and we will be able to help you achieve your
goals in treatment.

We require a 24 hour notice in the event of a cancellation. For Monday appointments we
require notice by 3pm on the Friday before.  It  is  your responsibility,  when you call  in,  to
have  an  alternative  time  in  mind  that  will  ensure  you  get  in  the  full  prescribed  number  of
treatments that week whenever possible. (In some cases, this may not work since some forms
of treatment do not work well if given two sequential days.)
There is a $65 charge for cancellations without proper notice. This charge will not be
covered by insurance and will have to be paid by you personally.
For Worker’s Compensation and Personal Injury patients: documentation of any missed
appointments is forwarded to your Case Manager and Primary Physician and this could
jeopardize your claim. State law prohibits charging Work Comp patients for missed visits.
If you rearrange your appointments you may need to see a therapist other than the one who
normally treats you. All of our therapists are experienced professionals, and they will
familiarize themselves with your condition, so you will be in good hands. You will return to
your original therapist on your next regularly scheduled visit. Lafayette Physical Therapy
reserves the right to discharge patients who fail to attend their scheduled appointments.
Please understand that your pain could increase and decrease as your course of treatment
progresses before the completion of your treatment. Either condition may seem to be a reason
to not come in: a) you are feeling worse and think the treatment is not working or b)You are
feeling better and it’s a great day for wind-surfing. Neither of these conditions is a legitimate
reason  to  not  come:  a)  If  you  are  in  pain,  come  in  and  let  the  therapist  work  with  you  to
reduce  it.  b)  if  you  are  out  of  pain,  now  is  the  time  that  we  can  begin  doing  some  real
correction of the underlying causes of your problem, educate you so you won’t re-injure
yourself, etc.

When you do not show up as scheduled, three people are hurt: You, because you do not get the
treatment you need as prescribed by the doctor and/or Physical Therapist; The Therapist who now
has a space in their schedule since the time was reserved for you personally; And another patient
who could have been scheduled for treatment if you had given proper notice.

Thank you for your cooperation. We are looking forward to working with you.

_________________________________ ______________
Patient Signature Date

_________________________________ ______________
Interviewer Signature Date



Welcome to Lafayette Physical Therapy Wellness Program

If you are new to our clinic, please note that prior to commencing a new exercise program, we
advise you to consult with your medical doctor.

Release of Liability
In consideration of being allowed to participate in any way in the Lafayette Physical Therapy
program, related events and activities the undersigned acknowledges, appreciates, and agrees that:

1. The risk of injury from activities involved in this program is significant, including the
potential for permanent paralysis and death, and while particular rules, equipment, and
personal discipline may reduce this risk, the risk of serious injury does exist; and,

2. I knowingly and freely assume all such risks, both known and unknown, even if arising from
the negligence of the releases or others, and I assume full responsibility for my participation;
and

3. I willingly agree to comply with the stated and customary terms and conditions for
participation. If, however I observe any unusual significant hazard during my presence or
participation, I will remove myself from participation and bring such to the attention of the
nearest official immediately; and

4. I, for myself and on behalf of my heirs, assigns, personal representatives and next of kin,
hereby release and hold harmless Lafayette Physical Therapy, their officers, officials,
agents, and/or employees, other participants, sponsoring agencies, sponsors, advertisers, and
if applicable, owners and lessors of premises used to conduct the event, with respect to all
and  any  injury,  disability,  death,  or  loss  or  damage  to  person  or  property,  whether  arising
from the negligence of the releasees or otherwise, to the fullest extent permitted by law.

I have read this release of liability and assumption of risk agreement, fully understand its
terms, understand that I have given up substantial rights by signing it, and sign it freely and
willingly without inducement.

__________________________________ _____________
Participant Signature Date

__________________________________ _____________
Parent/Guardian Signature Date
(If participant is under 18 at the time of registration)



Lafayette Physical Therapy
Patient History and Pain Questionnaire

Name: _______________________________ Date: _____________ Age: _______

1) Have you ever had any of the following problems or conditions?
Yes

Current
Yes
Past

No
Never

Yes
Current

Yes
Past

No
Never

High Blood Pressure _____ _____ _____  Osteoporosis _____ _____ _____
Heart/Circulation Disorders _____ _____ _____  Diabetes _____ _____ _____
Pacemaker _____ _____ _____  Dizziness _____ _____ _____
Immune Deficiency Disease _____ _____ _____  Headaches _____ _____ _____
Seizures _____ _____ _____  Vision _____ _____ _____
Numbness or Tingling _____ _____ _____  Nausea _____ _____ _____
Bowel or Bladder Changes _____ _____ _____  Cancer _____ _____ _____
Broken Bones _____ _____ _____  Depression _____ _____ _____
Metal pins/plates post fracture _____ _____ _____  Anxiety _____ _____ _____
Arthritis _____ _____ _____  Allergies _____ _____ _____
Neurologic Disorders _____ _____ _____ To what: ______________________

Please Specify _____________________

If YES to any of the above, please explain:

_______________________________________________________________________________________

_______________________________________________________________________________________

2) Have you ever had Physical Therapy treatment before? Yes No
If yes, when and what was it for? ______________________________________________________

3) Please list ALL surgical procedures you have had in the past and give the dates if possible:

_______________________________________________________________________________________

_______________________________________________________________________________________

4) Please list recent diagnostic studies (X-Ray, MRI, CAT, etc.) and give dates if possible:

_______________________________________________________________________________________

5) If female, are you Pregnant? Yes No

6) List any medications you are now taking. (Prescribed and over the counter: provide list if available)

_______________________________________________________________________________________

_______________________________________________________________________________________

7) Have you ever taken steroids (ie: asthma inhalers) for an extended period of time? Yes No

8) Have you ever taken anti-coagulants (ie: Aspirin) for an extended period of time? Yes No

PLEASE FILL OUT BACK PAGE



9) Have you had an unusual weight loss or gain recently?  Yes No

10) Briefly describe the history of your present injury, accident, or illness: Date of Injury: ________

_______________________________________________________________________________________

_______________________________________________________________________________________

11) What aggravates your pain?
Bending _____ Twisting _____ Reaching _____
Sitting _____ Standing _____ Walking _____
Driving _____ Other: __________________________________________

12) What eases your pain?
Changing Positions _____ Stretching _____ Heat _____
No Movement _____ Lying Down _____ Cold _____
Walking _____ Standing _____ Massage _____
Other: ______________________________

13) For the current condition, on a scale of 0 to 10
      (0 Being no pain, and 10 being worst pain ever).
          What is your: Pain level today: _____

Pain at its worst:  _____
Pain at its best:     _____

14) Please indicate on the body chart the area of
      your problem(s) and/or your discomfort:

15) Have you fallen in the past year?  _____ Yes,  ______ times.   _____ No (If yes please complete #16)
Please explain the circumstances surrounding the fall(s) that you are reporting above.

_______________________________________________________________________________________

_______________________________________________________________________________________

16) Did you sustain any injuries from the fall(s)?
_______________________________________________________________________________________

_______________________________________________________________________________________

_________________________________ ____________
Patient  Signature Date


