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HANSEN

PHYSICAL THERAPY e Experienced Physical Therapy

50 E. Minnesota St. Ste. 2, Rapid City, SD 57701  Phone (605) 3423110  Fax {605) 342-3120 ¢ www.hansenphysicaltherapy.com

" | Employer/School Name:

Job Description: Phone:

| Address:

| Last Name: First Name: Middle Name:
| Street Address: City, State & Zip
& | E-mail Address: Social Security Number:
‘Sé . | Home Phone: Work Phone: Cell Phone:
§ | Date of Birth: Gender: Male Female
f | Patient Status: Single  Married Divorced Widowed Partner  Legally Separated
2
i
o

[ Are you a student?

How did you hear about us?

| Emergency Contact: Relationship: Phone:
Person responsible for the bill (only if different than Patient): Last: First:
| Date of Birth: Social Security Number: Phone:

_ Address of Person Responsible:

City, State & Zip:

Responsible |
s

son Responsible:

| Insurance Co. Name:

' . = i . 5&

| Relationship to Patient:
econdary Medical In o
Insurance Co. Name:

g o] Policy Holder's Name: Policy Holder's Name:
g g_ | Policy ID Number: Policy ID Number:
i ;E .| Policy Holder's Date of Birth: Policy Holder's Date of Birth:
T | Policy Holder's Social Security #: Policy Holder's Social Security #:
| Policy Holder's Relationship to Patient: Policy Holder's Relationship to Patient:
| Would you like appointment reminders? [J Yes [JNo
@ | If yes, please check how you would like to be contacted: [ZJ Email CJText * Standard messaging rates apply
% Cell phone carrier:

‘;; 3 | consent to all communication, including but not limited to communication about my medical condition and
advice from Physical Therapist by the following means:

[ Email [ Text

|3 1 do not consent to any email or texting communication.

| hereby assign all medical benefits to which | am entitled, including Medicare, private insurance, and any other health plan
to Hansen Physical Therapy. | further authorize assignee to obtain my plan provisions to act as authorized representative on
my behalf on insurance claims. | authorize the use of this signature on all my insurance and/or employee health benefits
claim submission. | understand that | am financially responsible for all charges whether or not paid by said insurance. This
order will remain in effect until revoked by me in writing. | hereby authorize said assignee to release all information,
including medical record copies, necessary to secure payment and to complete disability forms presented to me. In response
to any reasonable request of cooperation, | agree to cooperate with Hansen Physical Therapy in any attempts by Hansen
Physical Therapy to pursue such claim, choose action or right against my insurers and/or employees health care plan.

Signature of Patient or Guardian

Date




Authorization for the Use and Disclosure of Protected Health Information

As required by the Health Insurance Portability and Accountability Act of 1996, Hansen Physical Therapy
may not use or disclose your health information to anyone without your authorization, except as
provided in our Notice of Privacy Practice. Your signature on the following section indicates that you are
giving permission for the uses and disclosures described herein. |, , (print
patient name or name of minor child) hereby authorize and request the use and disclosure of all the
health information that pertains to me. | authorize and request Hansen Physical Therapy to make these
disclosures of my health information. 1authorize and request the following persons to receive these
disclosures of my health information and elect not to provide statement of purpose for the use of the
disclosure to the following persons (please print):

Name Relationship

Name Relationship
This authorization to use or disclose this protected health information will remain valid for one year
from the date indicated below, after which it will expire. | acknowledge that | may withdraw this consent
at any time by notifying Hansen Physical Therapy in writing at 50 Minnesota St., Suite 2, Rapid City, SD
57701. | further realize that anyone who has already used or disclosed my health information in reliance
on my authorization is not subject to any such revocation. | am aware that information used or revealed
in accordance with this authorization could not be protected by federal or state law and might be shared
again with other parties.

Signature of Patient or Guardian Date

Communication Consent: Patients/Clients frequently request that we communicate with them by email
or text. Hansen Physical Therapy respects your right to confidential communications about your
protected health information (PHI) as well as your right to direct how those communications occur.

Since email and texting are insecure as a method of communication, we will only communicate with you
by email or text with your written consent at the email address or phone number you provide to us.

Further examples of communication include: exercises, imaging reports, diagnostic’s studies, response
to treatment and follow-up care. We will not send out personally indefinable information such as Social
Security number, date of birth, insurance information or personal address.

When you consent to communicating with us by email or text you are consenting to email and texting
communications that may not be encrypted. Therefore, you are agreeing to accept the risk that your
protected health information may be intercepted by persons not authorized to receive such
information.

Hansen Physical Therapy will not be responsible for any privacy or security breaches that may occur
through email or text communications that you have consented to. You may choose to limit the type of
email or text communication to decrease your risk of exposing your protected health information to
unauthorized persons.



cash, checks, or credit. This section does not apply to workers compensation patients. If your account
becomes delinquent, collection proceedings will occur, and you will be 100% liable for any collection
fees, reasonable attorneys’ fees, and court costs incurred by the Hansen Physical Therapy to collect said
fees from the responsible party.

Cancellation Policy *: If it is necessary to cancel an appointment, please call our office 24 hours in
advance during business hours to cancel. If you feel ill, wary of road conditions or an emergency should
arise please contact us as soon as possible. Our policy is to charge a cancellation fee of $40.00 for three
consecutive missed appointments as a no-show fee. Hansen Physical Therapy wants you to get the
maximum results from treatment and this means attending your appointments on a regular basis.

Notice of Privacy Practices*: Your signature below indicates that you have been made aware of our
privacy practice. A copy will be provided to you upon your request. In addition, the undersigned patient
or responsible party acknowledges that they have read and agrees to the information provided.

| have read and understand the above polices.

*See our “Appointment & Payment Agreement Form “and “Notice of Privacy Practices” for more
information

Signature of Patient or Guardian Date

Minor Consent Form

As the Parent/Guardian to , @ minor, | am authorizing the
following.
Please initial in the provided blanks to those that you are authorizing.

1. lauthorize , @ minor, to be seen and treated without a parent
or guardian present.
2. | authorize , @ minor, to been seen and treated at Hansen

Physical Therapy when accompanied only by the following adult, friend, childcare provider etc.

Name Relationship

Name Relationship

Signature of Parent or Guardian Date



Medical History

Name: Today’s Date:

Onset/Injury Date: Surgery Date:

Referring Physician: Next Doctors Appt:

Is this: Work related? Employer Auto Related? State:

Describe your current condition and how it began:

Have you had any tests for this condition? |:|X—ray CIMRI [ Injections []cTscan
If yes date: Office:

How is your condition changing?
] Improving ] Nochange DWorsening

In the past week, how much has your pain interfered with your daily activities? (l.e. Household chores,
work, social activities,etc.) 0 1 2 3 4 5 6 7 8 9 10 Unable

Please shade the areas of pain:

Pain: Where?

What makes the pain worse?

What makes the pain better?

Numbness: YES/NO, where:

What increases numbness?

What decreases numbness?

Rate your pain at its best Rate your pain at its worst

Circle the nature of your pain: Sharp  Achy Numb  Burning  Throbbing Shooting

How often are your symptoms present?
[] Constantly (76-100% of the day) [] Frequently (51-75% of the day)

[1 Occasionally (26-50% if the day) ] Intermittently (0-25% of the day)

In general, how is your overall health right now:
[] Excellent [] Very Good [] Good [] Fair [] Poor

Please check all of the following that apply:

[:] Asthma |:l Diabetes |:] High Blood Pressure |:l Stroke |:]Seizures
] Epilepsy [_] Pacemaker ] Dizziness/ Fainting ] Back Injury
D Fracture D Arthritis [ ] cancer |:| Bladder Problems

[] Currently Pregnant: # Weeks [] Other:




