Bel Air Perry Hall

Gold Medal Building Baltimore County Credit Union Bldg.

407 E. Churchville Road 8640 Ridgely's Choice Drive

Suite 102 Suite 202

Bel Air, MID 21004 Perry Hall, MI} 21136
FRNSIGAL THIER/APY Phone: 410-638-5525 Phone: 410-529-0959
www.GoldMedalPT.com Fax: 410-638-5558 Fax: 410-529-0993

—
PATIENT INFORMATION

Please provide the necessary information below as accurately as possible so that we may correctly process insurance
billing. Please ask our office staff if there are any questions or concerns. Thank you for choosing Gold Medal
Physical, LLC.

NAME: DATE OF BIRTH

STREET CITY ZIP

PLEASE CHECK YOUR REMINDER CALL PREFERENCE: ( choose one)
[] TEXT PHONE CALL: [JHOME []CELL

HOME PHONE ( )

CELL PHONE ( )

WORK PHONE ( )

SOCIAL SECURITY NO:

EMAIL:

SEX: F M MARITAL STATUS: M S D W

EMERGENCY CONTACT:

EMERGENCY CONTACT PHONE ( )

RELATIONSHIP TO PATIENT:

WHO MAY WE THANK FOR REFERRING YOU? (Please provide name & address)

I AUTHORIZE THE RELEASE OF ALL MEDICAL INFORMATION NECESSARY TO PROCESS MY MEDICAL CLAIM. I ALSO
AUTHORIZE MY INSURANCE COMPANY TO MAKE PAYMENT DIRECTLY TO GOLD MEDAL PHYSICAL THERAPY, LLC FOR
SERVICES RENDERED TO THE ABOVE NAMED PATIENT. 1 UNDERSTAND THAT I AM FULLY RESPONSIBLE FOR ALL CHARGES
INCURRED FOR TREATMENT RENDERED TO THE ABOVE NAMED PATIENT.

SIGNATURE DATE

Updated September 22, 2017

“Personalized, Professional Care”



Bel Air Perry Hall

Gold Medal Building Baltimore County Credit Union Bldg.

407 E. Churchville Road 8640 Ridgely’s Choice Drive

Suite 102 Suite 202

Bel Air, MD 21014 Perry Hall, MD 21236
[PRNSIGAL TRISRAPYY Phone: 410-638-5525 Phone: 410-529-0989
www.GoldMedalPT.com Fax: 410-638-5558 Fax: 410-529-0993

Patient Medical History

Name: DOB: Height: Weight:
Referring Doctor Phone
Primary Doctor Phone

When do you return to doctor who referred you to PT?

Injury Description

What is your main complaint that brings you to therapy?

When did the injury occur? Date

How did the injury occur?

Check all of those which apply to your current condition:

___ Work Related Injury ___Sports Injury ___Fall

__ Surgery ___Aggravation of Pre-Existing Injury ___Causes Unknown
___Injury Recurrence ___Motor Vehicle Accident ___ Lifting Injury

___ Other

Describe your level of function before injury: Normal Restricted, (please specify):
Are your symptoms getting worse — better — the same since your injury? (circle one)

What have you been doing to decrease your pain?

Have you ever had these symptoms before? 0 Yes 0O No IF so, When?

Please circle the tests you have had performed for your injury:
None X-Rays MRI CT Scan Bone Scan Other (Explain)

Where were these tests performed? Results?

Have you had physical therapy for your injury? 0O Yes T No IF so, When?

Have you had any injections for your injury? 0O Yes O No IF so, When?

What type of non-work/physical activities/sports are you involved in? -

Have you had a fall with the past 12 months? O Yes ©No If yes, how many?

Is there any other information about your present health that we should know about?

Employment Information

Occupation:

Primary work duties:

Employer: Phone ext.

Are you currently working? € Yes € No  IF no, when did you last work?

If yes, are your work duties € Full <€ Restricted How many hours per week do you work?
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What critical work duties have been most affected by your problem?

Have you ever, or are you presently being treated for any Please checkall that may apply. My pain is worse:
of the following? YES NO in the morning / during the day / at night / constant / with activity £ during rest
Diabetes . . On gscaleof 0to 1D, y o
Feadactes e T
Dizzy spells Using the key provided, please draw the symbal representing your
Fainting Spells pain over the area of the body as it relates to your present condition.
Epilepsy
Stroke
Pregnancy
Seizures
Asthma
Emphysema
Osteoporosis
Back injury
Arthritis
Bleeding Disorders
Fracture =1\~ . ke
Cancer XXX Fsi"’pg';:l'"g b
Pacemaker 77 Tenderness
fi Numbness/Tingling
Metal Implants 0000  AchelPain
Respiratory Problems
TUberFHIOSIS (Complete this diagram at your first appointment)
Hepatitis A, B, C
Heart Trouble List all surgeries and dates:
High Blood Pressure
Hernia
Kidney Problems

Bowel/Bladder Abnormalities

Liver / Gallbladder Problems

List all present medications:

Smoking

Sexual Dysfunction

Skin Abnormalities

Nausea / Vomiting

How did you hear about us? (circle one)

Allergies

Ringing in your ears Internet MD Friend Other

Rheumatoid Arthritis What made you choose Gold Medal Physical Therapy?
Special Diet guidelines

Hypoglycemia

To the best of my knowledge, the information I have given is complete and true.

I hereby give my consent to receive therapy services

Patient Signature (Guardian if patient is a minor) Date

Therapist Signature Date
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Bel Air Perrv Hall

Gold Medal Building Baltimore County Credit Union Bldg.

407 E. Churchville Road — Bod0 Ridgelv's Choice Drive

Suite 102 Suire 202

Bel Air, MD 21014 Perry Hall, MD 21236
THERAPRY Phone: 410-638-5515 Phone: 410-529-0989
www.GoldMedalPT.com Fax: 410-638-5558 Fax: 410-529-0993

ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICE
& PRACTICE POLICIES

We are required to provide you with a copy of our Notice of Privacy Practices**, which states how we may
use and/or disclose your health information. However, you have the right to refuse a copy if you wish.
Please select your options below, sign and date.

Choose One:

A T acknowledge that I have received a copy of this office’s Notice of Privacy Practices.

A I was offered but declined a copy of the Notice of Privacy Practices.

Practice Policy:
(Imitial) I acknowledge that I fully understand the Practice Policy of Gold Medal Physical

Therapy. I am also acknowledging that the office policy states that there is a_$50.00 charge for

any missed or cancelled appointment without notice or rescheduling by the close of the previous

day’s business hours.
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Permission to Verbally Discuss Protected Health Information

I give permission to Gold Medal Physical Therapy to VERBALLY discuss the following medical
and billing information about me ( check all boxes that apply):

A Scheduling/appointment information

[ Medical information, including my symptoms, diagnosis and treatment plans

A Billing and payment information

A Other
Gold Medal has my permission to discuss the above Information with the following:

Name Phone Number Relationship to Patient

Signature Date

**A copy of our Notice of Privacy Practices and Practice Policies can be found on our website www.goldmedalpt.com




