Rode Physical Therapy PATIENT INTAKE FORM | 1 of 5
Patient Information

Please download or print forms before filling out.
Bring the day of your appointment, or email ahead of time to rodeptbend@gmail.com

First name Ml Last name

Street address

City State Zip
Phone Email Date of birth
Emergency contact

Phone Email

Employer and occupation

Primary care provider Phone
Physician/specialist’s name Diagnosis
Insurance co. Policy# Group#

lnsured’s name

Use this chart to indicate pain site(s).
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Patient Information

Patient’s name

What body part are you seeking treatment for today? (example: neck, upper back, lower back)

Date of onset Did you have surgery? yes () no () Date of surgery
Type of surgery Surgeon/referring provider
Have you had this problem before? yes () no C Symptoms

Have you had previous treatments for this? yes () no () uf so, please list with approx. dates (mo/year)

Please list all previous surgeries with approx. dates (mo/year)

Please list any X-rays, MRLs, CT scans or other imaging

Please list any additional musculoskeletal injuries (existing and past)

Patient Signature Date Signed
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Rode Physical Therapy

Patient’s name

What is your goal for therapy at this time?

What is your job/vocation?

List any activities that increase your pain (on the job/hobbies)

PATIENT INTAKE FORM | 3 of 5
Patient Information

Do everyday activities increase pain (stairs, reaching overhead)? Describe your symptoms

Does anything help to reduce your symptoms?
Do you have pain that keeps you up at night? yes () noC
Rate your highest pain level (0 lowest - 10 highest) in the past 24 hours

Are you taking any medications? yes (7 no () Please list

Are you allergic to any medications? yes (7 no () Please list

Are you pregnant? yes () no C

Please check if you have been diagnosed with any of the following conditions:

Cancer (year/type) Urinary frequency Arthritis Osteoporosis
Bowel/bladder change Stroke Recent weight loss/gain (10lbs)
Vision/hearing loss Heart condition Hyper-thyroid disease Anxiety
High blood pressure Autoimmune disease Hypo-thyroid disease HIV/AIDS
Blood disorder Depression Diabetes Other:
Patient Signature Date Signed
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Notice of Privacy Practices

Patient’s name

This notice describes how medical information about you may be used and disclosed and how
to obtain access to this information.

Uses and disclosures of your protected health information (PHI):

Treatment: With your agreement your information will be disclosed to additional
healthcare providers involved in your care.

Payment: Includes the disclosure of your PHI for payment to insurance companies.
Insurance companies occasionally require information regarding your physical therapy
treatment to determine that your treatment was medically necessary.

Appointments and services: Includes the use of your email address and phone number for
appointment reminders or information about your treatment.

Other uses and disclosures permitted/required by law:

» Public health activities, such as required reporting of disease, injury, birth and death or
required pubic investigation

» If we receive reports of abuse, neglect or domestic violence

» To the Food and Drug Administration to report adverse events, product defect/recalls

* To your employers when we provide care to you at the request of your employer

* To a government agency conducting audits, investigations, civil or criminal proceedings.

» Court subpoena or \aw enforcement officials as required by law

» To funeral directors/coroners as consistent with law

* To worker compensation agencies for benefit determination

Your Privacy Rights:

You have the right to request restrictions on use and disclosures of your PHI for treatment or
payment. We will attempt to accommodate reasonable requests when appropriate.

If you believe your privacy rights have been violated, you can file a complaint without
retaliation. If you have questions or need further assistance regarding this notice you may
contact us at 541-797-6104.

The signature below certifies that | have read and understand the above information.

Patient Signature Date Signed
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Patient Authorization

Patient’s name

Release of information and consent for treatment:

I am aware of my diagnosis and wish to receive treatment at Rode Physical Therapy. | permit its employees and all other persons
caring for me to treat me in ways they judge are beneficial to me. | understand that this care can include an evaluation and
treatment. No guarantees have been made to me about the outcome of this care. | give permission to Rode Physical Therapy and
affiliates to release information, verbal and written, contained in my medical record and other related information to my insurance
company, case manager, attorney, employer, school, healthcare provider, assignees and/or beneficiaries and all other related persons
as it relates to my treatment or payment for services provided. | authorize Rode Physical Therapy and/or its subsidiaries/affiliates

to obtain medical records and/or professional information from my physician or other medical professionals as it relates to my
treatment.

Initial
Notice of privacy practices (HIPAA acknowledgment/consent):
| hereby acknowledge that | have received a copy of the Notice of Privacy Practices for Rode Physical Therapy, its subsidiaries and/
or affiliates. In addition, | hereby consent to the use and disclosure of my personal health information for the purposes of treatment,
payment and health care operations.

Initial

Cancellation/no-show policy:

Please note that once you have booked an appointment with us it means that we have reserved time in our schedule exclusively
for you. If you cancel your appointment less than 24 hours before it is scheduled to take place or you no-show your scheduled
appointment, you will be subject to a fee of $50.00. To avoid any cancellation fees, please provide a cancellation notice of at least
24 hours prior to your visit. You can cancel or reschedule an appointment by emailing us at rodeptbend@gmail.com or calling our
office at (541) 797-6104.

Initial

Assignment of benefits:
| authorize payment directly to Rode Physical Therapy, its subsidiaries and/or affiliates for services. This is a direct assignment of
my rights and benefits under this policy. A photocopy of this assignment shall be considered as effective and valid as the original.

Initial

Payment guarantee:

| agree to pay Rode Physical Therapy, its subsidiaries and/or affiliates for the services provided to me or the party named above.

If any law, such as workers’ compensation, or insurance contract prohibits payment for these services | will cooperate and assist

in the provision of information, authorizations, releases, or any other type of information necessary to allow for speedy collection
from my third party payer. Where the law or an insurance contract does not prohibit payment by me, | acknowledge responsibility
for all account balances. Benefit verification is only an explanation of coverage obtained from my insurance company and it is not a
guarantee of coverage. If the information provided by my insurance company is not accurate or the insurance company changes its
coverage | will be responsible for payment for services. | further understand that this agreement is binding regardless of any legal
transaction currently in progress or initiated during or after the course of my treatments unless agreed to in writing by myself and a
representative of Rode Physical Therapy and/or its affiliates or subsidiaries.

Initial

The signature below certifies that | have read and understand the above information.

Patient Signature Date Signed

RodePTbend.com | 633 NW York Dr. Ste. 100, Bend, OR 97703 | 541-797-6104 | rodeptbend@gmail.com



http://rodeptbend.com
mailto:rodeptbend%40gmail.com?subject=

	FN: 
	MI: 
	LN: 
	street: 
	city: 
	state: 
	zip: 
	pphone: 
	pemail: 
	dob: 
	ecname: 
	ecphone: 
	ecemail: 
	employ: 
	primcare: 
	primcarephone: 
	phys: 
	diag: 
	ins: 
	policy: 
	group: 
	insname: 
	whatpart: 
	doo: 
	dosurg: 
	typesur: 
	surgeon: 
	pastsymp: 
	prevlist: 
	prevsurg: 
	xray: 
	addmult: 
	goal: 
	job: 
	incrpain: 
	everyday: 
	help: 
	painscale: 
	meds: 
	allerlist: 
	cancer: 
	other: 
	patientname: 
	paindot1: Off
	paindot17: Off
	paindot0: Off
	paindot2: Off
	paindot3: Off
	paindot4: Off
	paindot5: Off
	paindot6: Off
	paindot7: Off
	paindot8: Off
	paindot9: Off
	paindot10: Off
	paindot11: Off
	paindot12: Off
	paindot13: Off
	paindot14: Off
	paindot15: Off
	paindot16: Off
	paindot18: Off
	paindot19: Off
	paindot20: Off
	paindot21: Off
	paindot22: Off
	paindot23: Off
	paindot24: Off
	paindot25: Off
	paindot26: Off
	paindot27: Off
	paindot28: Off
	paindot29: Off
	paindot30: Off
	paindot31: Off
	paindot32: Off
	paindot33: Off
	paindot34: Off
	paindot35: Off
	paindot36: Off
	paindot37: Off
	paindot38: Off
	paindot39: Off
	paindot40: Off
	paindot41: Off
	paindot42: Off
	paindot43: Off
	paindot44: Off
	paindot45: Off
	paindot46: Off
	paindot47: Off
	paindot48: Off
	paindot49: Off
	paindot52: Off
	paindot53: Off
	paindot54: Off
	paindot55: Off
	paindot56: Off
	paindot57: Off
	paindot58: Off
	paindot59: Off
	paindot60: Off
	paindot61: Off
	paindot62: Off
	paindot63: Off
	paindot64: Off
	paindot65: Off
	paindot66: Off
	paindot67: Off
	paindot68: Off
	paindot69: Off
	paindot70: Off
	paindot71: Off
	paindot72: Off
	paindot73: Off
	paindot74: Off
	paindot75: Off
	paindot76: Off
	paindot77: Off
	paindot78: Off
	paindot79: Off
	paindot80: Off
	paindot81: Off
	paindot82: Off
	paindot83: Off
	paindot84: Off
	paindot85: Off
	paindot86: Off
	paindot87: Off
	paindot88: Off
	paindot89: Off
	paindot90: Off
	paindot91: Off
	paindot92: Off
	paindot93: Off
	paindot94: Off
	paindot95: Off
	paindot96: Off
	paindot97: Off
	paindot98: Off
	paindot99: Off
	paindot100: Off
	paindot101: Off
	paindot102: Off
	paindot103: Off
	paindot104: Off
	paindot105: Off
	paindot106: Off
	paindot107: Off
	paindot108: Off
	paindot109: Off
	paindot110: Off
	paindot111: Off
	paindot112: Off
	paindot113: Off
	paindot114: Off
	paindot115: Off
	paindot116: Off
	paindot117: Off
	paindot118: Off
	paindot119: Off
	paindot120: Off
	paindot121: Off
	paindot122: Off
	paindot123: Off
	paindot124: Off
	paindot127: Off
	paindot128: Off
	paindot129: Off
	paindot130: Off
	paindot131: Off
	paindot132: Off
	paindot133: Off
	paindot134: Off
	paindot135: Off
	paindot136: Off
	paindot137: Off
	paindot138: Off
	paindot139: Off
	paindot140: Off
	paindot141: Off
	paindot142: Off
	paindot143: Off
	paindot144: Off
	paindot145: Off
	paindot146: Off
	paindot147: Off
	paindot148: Off
	paindot149: Off
	nightpain: Off
	preg: Off
	med: Off
	allergy: Off
	surgery: Off
	before: Off
	prev: Off
	cancer_box: Off
	urinary: Off
	arthritis: Off
	osteo: Off
	bowel: Off
	strok: Off
	weightloss: Off
	anx: Off
	hyper: Off
	heart: Off
	vis: Off
	hiv: Off
	hpy: Off
	aut: Off
	high: Off
	blood: Off
	depr: Off
	diabetes: Off
	Date1: 
	Date2: 
	Date3: 
	Date4: 
	Initial1: 
	Initial2: 
	Initial3: 
	Initial4: 
	Initial5: 
	paindot50: Off
	paindot51: Off
	paindot125: Off
	paindot126: Off
	paindot500: Off
	paindot510: Off
	paindot1250: Off
	paindot1260: Off


