Perpetual Motion Physical Therapy, Inc.
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PERPETUAL MOTION PHYSICAL THERAPY
MEDICAL HISTORY QUESTIONNAIRE

CURRENT MEDRICAL PROVIDERS

Do you have an appointment to return to your referring doctor? If so, when is your next appointment?

Please list all physicians whose care you are under. Please include their information as follows:

Doctor’'s Name [First, Last): Phone #

Address: City/State/Zip:
Doctor’'s Name (First, Last): Phone# .

Address: City/State/Zip:
Dactor’'s Name (First, Last): Phone #

Address: City/State/Zip:

MEBICAL HEALTH HISTORY

1. Have you had treatment for this/these probiems before? Yes
If yes, where and when were you treated?

2. Have vou had surgery related to this/these problems?
if yes, what type of surgery did you have and when was the surgery?

Yes

No

3. Have you had any injections for your current problem? Yes/No
4. Do you currently have any metal implants? Yes
5. Do you currently have a pacemaker? Yes
6. Do you have any communicable diseases? Yes
7. Doyousmoke? Yes

8 List any medications you are currently taking:

if yes, Location:

No

NG

Ng

9. in general, would you say your overall health right now is: {circie one)

Excellent Very Good

Good Fair

Poor



DESCRIPTION OF SYMPTOMS

DATE OF INJURY OR ONSET OF SYMPTOMS:

DESCRIBE HOW YOUR INJURY OCCURRED OR WHEN/HOW YOUR SYMPTOMS BEGAN:

CURRENT COMPLAINT:

PLEASE INDICATE ON THE DIAGRAM WHERE YOU EXPERIENCE YOUR PAIM/SYMPTOMS.
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MY PAIN IS INCREASED BY:

MY PAIN IS DECREASED BY:




TYPE OF PAIN: shooting burning aching sharp dull tingling other:

WHEN DO YOU EXPERIENCE YOUR PAIN/ SYMPTOMS:
How many times a week  AM/PM  With what activity:

THE FREQUENCY OF YOUR SYMPTOMS ARE:
Constantly (76-100% of day}; Frequently {51-75% of day); Occasionally (26-50% of day); Intermittently (0-25% of day)

HOW ARE YOUR SYMPTOMS CHANGING?
Getting Better  Not Changing  Getting Worse

DURING THE PAST 4 WEEKS, THE MOST SEVERE INTENSITY OF YOUR SYMPTOMS WERE:
1 2 3 4 5 6 7 8 9 10

DESCRIPTIONS OF FUNCTIONAL LIMITATIONS AND GOALS:
WHAT ACTIVITIES IN YOUR DAILY LIFE ARE AFFECTED THE MOST BY YOUR CURRENT COMPLAINT, INCLUDING RECREATIONAL

SOCIAL ACTIVITIES, FUNCTIONAL ACTIVITIES, AND WORK ARDUND THE HOUSE?

IF YOU HAVE LIMITATIONS/RESTRICTIONS AT YOUR JOB, WHAT ARE THEY?

HOW MUCH HAS THE PAIN iNTERFERRED WITH YOUR WORK? Circle

All of the time Some of the time None of the time

WHAT ARE YOUR GOALS FOR THE FIRST 2 WEEKS?

WHAT ARE YOUR GOALS AT 6-8 WEEKS?




CONSENT TO TREATMENT & THERAPEUTIC PROCEDURES

I, . hereby consent to the therapeutic procedures outlined below, to be performed by Perpetual Mation Phys

Therapy, Inc.. and their associates.

¢ agree to be evaluated and treated for functional loss due te related nerve, muscle, and skeietal dysfunctions
and/or pain.
®  lunderstand that therapeutic procedures can include, but are not limited to: joint and soft tissue mobilization,
home exercise programs, functional training including: posture and bedy mechanics, modalities, such as heat, ice,
electrical stimulation, and ultrasound, and special procedures such as: taping, neuromuscular electrical stimulation,
and musculoskeletal training.
® | understand that | will be explained the purpose of the therapeutic procedures prior to receiving treatment and
that i may refuse any therapeutic procedure or treatment at any time.
i understand that | may consult with other therapists and/or physicians at any time regarding my condition.
i understand that i may purchase exercise equipment from Perpetual Motion Physical Therapy, inc. or from any other

sQurce.

I certify that | have read, and understand, the above consent statements:

Patient’s Signature: Date: —— S

Physical Therapist’s Signature: ) ___ Date: -

FINANCIAL RESPONSIBILITY POLICY

I hereby agree to pay my account as provided FEE FOR SERVICE. If for any reason there is a balance ewing an my account, |
will pay promptly upon receipt of the statement, in exceptional circumstances, an extended payment plan may be arranged
through Perpetual Motion Physical Therapy Inc..'s bifling department. These arrangements must be completed within 10
days of my initial visit to the office.

I hereby assign all physical therapy benefits to Perpetual Motion Physical Therapy, Inc. | understand that if my insurance

benefits and/or eligibliity DO NOT COVER OR APPROVE PAYMENT FOR SERVICES PROVIDED BY PERPETUAL MOTION PHYS!CAL
THERAPY INC., THEN | AM FINANCIALLY RESPONSIBLE AND AGREE TO PAY FOR ALL CHARGES RELATED TO THE SERVICES PROVIDED,
This includes, but not limited to, services deemed ‘non-covered’ or ‘not medically necessary’ by my insurance.

Although | have requested Perpetual Motion Physical Therapy Inc. to bill my insurance company on my behalf, i CLEARLY

UNDERSTAND THAT | AM RESPONSIBLE DIRECTLY TO PERPETUAL MOTION PHYSICAL THERAPY, INC. FOR MY ACCQUNT
REGARDLESS OF THE STATUS OF MY INSURANCE CLAIM.

PATIENT’S SIGNATURE: pATE:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

l'acknowledge that | was provided 3 copy of the Notice of Privacy Practices and that ) have read (or had the opportunity to
read if ! so chose} and understood the notice.

Patient’s Name: ) ) e
Patient’s Signature: - ) o Date: i -
Parent/Authorized

___ Date: _

Representative (if applicable):

Devicnd- 11711 /3011



PERPEIUAL MU ITIUN PHYSICAL IHERAFY ING,
PATIENT ARBITRATICN AGREEMENT

Atlicie 1: Agreement to Arbitrate: It is understood that any dispute as lo medical malpractice, that Is as to whether any medical services rendered
under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission
to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law provides for judicial review of
arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional rights fo have any dispute decided in a court
of law before a jury, and instead are accepting the use of arbitration.

Article 2: All Ciatms Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise oul of or relate
to treatment or service provided by the physical therapist including any spouse or hairs of the patient and any children, whether bormn or unborn, at
the time of the occurrence giving rise to any claim. In the case of any pregnan mother, the term “patient” herein shall mea n both the mother and the
mother's expected child or children.

All claims for monetary damages exceeding the jurisdictional fimit of the small claims court against the physical therapist, and the physical therapist's
pariners, associates, association, corporation or partnership, and the employees, agenis and estales of any of them, must be arbitrated incluging,
without limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages. Filing of any action in any court oy the
physical therapist to collect any fee from the patient shall not waive the fight to compel arbitration of any malpractice claim.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. £ach party shalf select an
arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selacted by the arbitrators appeinted by the pariies
within thirty days of a demand of a neutral arbitrator by either party. Each party to the arbitration shall pay such party's pro rata share of the
expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not
including counsel fees or witness fees, or other expenses incurred by party for such a party's own benefit. The parties agre e that the arbitrators
have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract. This immunity shall supplement,
not supplant, any other applicable statutory or common law.

Either party shall have the abselute right o arbitrate separataly the issues of liability and damages upen written request to the neutral arbitrator. The
parties consent to the intervention and joinder in this arbitration of a person or entity which would otherwise be a proper additional party in a court
action and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.

The parties agree that provisions of California law applicable to heaith care providers shall apply to disputes within this arbitration agreement,
including, but not limited to, Code of Civil Procedure Sections 340.5 and 667.7 and Civit Code Sections 3333.1 and 3333.2, Any party may bring
before the arbitrators a motion for summary judgment or summary adjudication in accordance with the Code of Givil Procedure. Discovery shall be
conducted pursuant to Code of Civil Procedure section 1283.05, howaver, depositions may be taken without prior approvai of the neutral arbitrator,

Adticle £: General Provisions: All claims based upon the same incident, transaction or related circumstances shali be arbitrated in one proceeding.
A cigim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would be barred by the
applicabie California statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein
with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the California Code of
Civil Procedure provisions relating to arbiiration.

Atticle 5: Revocation: This agresment may be revoked by wiitten nofice delivered to the physical therapist within 30 days of signature. Itis the
intent of this agreement to apply to all medical services rendered any fime for any condition.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (including, but not fimited to,
emergency freaiment) patient shouid initial below:

Effective as of the date of first medical services S
Patlent's or Patient Representative's Inttials

I any provision of this arbifration agreement is held invalid or unenforceable, the remaining provisions shafl remain in full force and shall not be
affected by the invalidity of any other provision,

tunderstand that | have the right to receive a copy of this arbitration agreement. By my signaturs below, | acknowledge that | have received a copy.
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRAGTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU ARE GIVING UP YOU RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

By:
By. Patient’s or Patient Representative's Signature {Date)
Physical Therapist or Authorized Representative's {Date)
Signature By: _
Perpetual Motion Physical Therapy Inc. -
Print or Stamp Name of Physical Therapist, Medical Group or Assaciation (If Representative, Print Name and Relationship to Patient)

A signed copy of this document is to be given to the Patient. Criginal is to be filed in Patient's medical racords.



Perpetual Motion Physical Therapy

Authorization Form Policy

Effective date of policy: 11/14/2011

Protected health information (PHI) will only be released from our practice with a
properly executed authorization from the patient or his/her personal representative,
except for treatment, payment, or health care operations (TPO) and as otherwise required
by law. Examples of some instances in which we are required to disclose your PHI
include:

Public health activities; information regarding victims of abuse, neglect, or domestic
violence; health oversight activities; judicial and administrative proceedings; law
enforcement purposes; organ donations purposes; research purposes under certain
circumstances; national security and intelligence; correctional institutions; and

Worker’s Compensation.

Perpetual Motion Physical Therapy will only use or disclose PHI, except as noted above,
consistent with the terms of the authorization.

A patient may revoke his authorization to use or disclose PHI at any time but actions
taken prior to the revocation are excluded. If authorization is a condition of obtaining
insurance coverage, and the authorization is revoked, the insurer may contest a claim
under the policy.

Authorizations must be properly executed by the patient or his personal representative. It
should include, the date signed, specific PHI to be released or used, to whom this use or
relcase relates, and an expiration date for the authorization.



