PATIENT/CLIENT MEDICAL HISTORY
Name: 







  Age: 




Current Condition:
Reason for visit/Chief Complaint: 

Right

Left
Do you have an advance directive: Living will or medical power of attorney?     Yes or No


If yes, may ARIS have a copy?  Yes or No

Would you like information about advance directive forms?  Yes or No



Date of Onset/Injury:    
     /
_   /_____ 
Work / Auto Related:
Yes
No    (circle)

Previous Surgeries/Dates of:  









Previous Physical Therapy/Dates for today’s condition(s) (important for insurance purposes): _____________________________________________________________________________

Previous X-Rays/CT Scans/MRIs Dates:  








GENERAL HEALTH
Known Medical Allergies:  










Are you currently taking any Medications?
Yes
No

List Medications: ___________________   ____________________    _____________________
Difficulties/Problems with any of the following please check all that apply.

	Head
	
	Heart
	
	High Blood Pressure
	
	Cancer
	

	Eyes
	
	Lungs
	
	Heart Attacks
	
	Angina/Chest Pain
	

	Ears
	
	Ulcers
	
	Gall Bladder
	
	Urinary Tract Infection
	

	Nose
	
	Asthma
	
	Passing Blood
	
	Polio
	

	Throat
	
	Bowels
	
	Diabetes/hypoglycemia
	
	Headaches
	

	Kidneys
	
	Arthritis
	
	Stroke
	
	Allergies
	


If you answered yes to any of the above, please give a brief explanation: 

















_______


______________________________________________________________________________​​​​​​​​​​​​​​​​​​____

Are you on a special diet prescribed by a physician?



Yes


No

Have you had any unexplained weight loss in the last month?


Yes


No

Do you exercise regularly?







Yes


No

Do you experience episodes of dizziness?





Yes


No

Do you have difficulty swallowing?






Yes


No

Have you noticed any lumps or thickening of skin or muscle on your body?
Yes


No

WORK ENVIRONMENT

Occupation:





_________________________________________

Does your job involve (please mark): 

Prolonged sitting:


Prolonged standing:




Prolonged walking:


Use of large or small equipment:





Lifting, bending, twisting, climbing, turning, reaching (please circle all that apply)

Other:















Do you use any special supports?  Back cushion_​​_
 Neck cushion  
Back Brace/Corset​​​​____

Other: 














Patient/Guardian Signature





Date

[image: image1.png]A R 1 S

HEALTH CORPORATION





Thank you for choosing ARIS as your physical therapy provider. We consider it an honor to be an integral part of your recovery. In an attempt to provide the best care, we use a team approach where each licensed physical therapist is teamed up with a licensed/ certified athletic trainer. As a result, our patients are being treated by a highly qualified clinical team and receive a great deal of one-on-one care. We use a “functional teaching model”, which is aimed at educating our patients so they actually understand the purpose of each activity during each session. Our ultimate goal is not to treat your symptoms, but rather the actual problem so that we achieve long term/permanent resolution. Each patient should apply what they have learned so as to improve their quality of life and eventually return to their full activity level, and perhaps to a higher degree.

The prescription that you receive from your physician for physical therapy can be compared to a prescription that you would receive for medication. In order to receive the benefit of physical therapy, it is imperative that you follow the prescription as written. We respect the amount of time, money, and effort that you are placing into your recovery and we will make sure that you receive a great return on your investment. In order to ensure that we are able to achieve the goal of optimal recovery, we ask that you attend each appointment that you schedule. Again, thank you for choosing ARIS and we hope that you have a great experience.

Sincerely,

The staff of ARIS physical therapy

Physical Therapist Initials: 
_______

Patient’s Initials:

 _______

PATIENT INFORMATION
	LAST NAME
	FIRST
	MI
	DATE OF BIRTH
	SOCIAL SECURITY NUMBER
	SEX

	HOME ADDRESS
	CITY
	STATE
	ZIP CODE
	HOME PHONE

(                    )

	MARITAL STATUS

 FORMCHECKBOX 
 SINGLE           FORMCHECKBOX 
 MARRIED           FORMCHECKBOX 
 OTHER
	HAVE YOU BEEN TREATED AT THIS OR ANY OTHER ARIS PHYSICAL THERAPY CLINIC BEFORE?  IF YES, WHEN?

	EMPLOYMENT STATUS

 FORMCHECKBOX 
 EMPLOYED      FORMCHECKBOX 
 FULL TIME STUDENT      FORMCHECKBOX 
 N/A
	EMPLOYER NAME / SCHOOL NAME
	TITLE / POSITION

	WORK ADDRESS
	CITY
	STATE
	ZIP CODE
	WORK PHONE

(          )

	E-MAIL ADDRESS                                                                                                      CELL PHONE    
                                                                                                                                     (               )


REFERRING PHYSICIAN INFORMATION
	LAST NAME
	FIRST
	MI
	ADDRESS
	TELEPHONE

(          )


EMERGENCY CONTACT OR LEGAL GUARDIAN INFORMATION

	LAST NAME, FIRST NAME
	RELATIONSHIP TO PATIENT
	TELEPHONE

(          )


RESPONSIBLE PARTY STATEMENT

	AS THE RESPONSIBLE PARTY, I AGREE THAT ALL CHARGES THAT ARE NOT DIRECTLY PAID BY MY INSURANCE COMPANY WILL BE MY RESPONSIBILITY.

	RESPONSIBLE PARTY SIGNATURE:
	DATE


PRIMARY INSURANCE COMPANY INFORMATION
	PRIMARY INSURANCE COMPANY NAME
	ID NUMBER
	GROUP NUMBER

	ADDRESS
	CITY
	STATE
	ZIP CODE
	PHONE NUMBER

(          )

	POLICY HOLDER (IF OTHER THAN PATIENT)
	SEX
	DATE OF BIRTH

	SOCIAL SECURITY NUMBER (POLICY HOLDER)
	PHONE NUMBER (POLICY HOLDER)

(          )
	RELATIONSHIP TO PATIENT

	POLICY HOLDER EMPLOYER NAME AND ADDRESS
	PHONE NUMBER

(          )

	FOR WORKERS COMPENSATION CLAIMS, WHAT IS YOUR DATE OF INJURY?
	


SECONDARY INSURANCE COMPANY INFORMATION

	SECONDARY INSURANCE COMPANY NAME
	ID NUMBER
	GROUP NUMBER

	ADDRESS
	CITY
	STATE
	ZIP CODE
	PHONE NUMBER

(          )

	POLICY HOLDER (IF OTHER THAN PATIENT)
	SEX
	DATE OF BIRTH

	SOCIAL SECURITY NUMBER (POLICY HOLDER)
	PHONE NUMBER (POLICY HOLDER)

(          )
	RELATIONSHIP TO PATIENT


ASSIGNMENT OF BENEFITS/AUTHORIZATION OF RELEASE MEDICAL INFORMATION/CONSENT TO TREATMENT
I HEREBY ASSIGN ALL MEDICAL BENEFITS TO WHICH I AM ENTITLED TO ARIS PHYSICAL THERAPY IN THE EVENT THEY FILE INSURANCE ON MY BEHALF.  I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY SAID INSURANCE.  IN THE EVENT MY ACCOUNT BECOMES DELIQUENT AND IS THEREFORE IN DEFAULT OF PAYMENT, I ACCEPT RESPONSIBILITY FOR THE PRINCIPLE AMOUNT OWEING AS WELL AS ALL RESPONSIBLE COSTS ASSOCIATED WITH THE COLLECTION OF THIS DEBT.  INTEREST MAY BE CHARGED AT A RATE OF 1.5% PER MONTH (18%APR) FOR UNPAID BALANCES OVER THIRTY DAYS OLD.  I HEREBY AUTHORIZE SAID ASSIGNEE TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF SAID BENEFITS.  A COPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.  I DO HEREBY CONSENT TO SUCH TREATMENT BY THE AUTHORIZED PERSONNEL OF ARIS PHYSICAL THERAPY AS MAY BE DICTATED BY PRUDENT MEDICAL PRACTICE BY MY ILLNESS, INJURY OR CONDITION.  THIS CONSENT IS INTENDED AS A WAIVER OF LIABILITY FOR SUCH TREATMENT EXCEPT ACTS OF NEGLIGENCE.
	AUTHORIZED SIGNATURE
	TODAY’S DATE


Welcome to ARIS Physical Therapy
We are pleased to have you as a new patient to our facility!  Below is a list of helpful tips to make physical therapy work to your advantage. Please initial next to each line.
APPOINTMENTS:

  It is important that you attend ALL of your scheduled physical therapy appointments, to achieve maximum benefit.  We highly recommend that you schedule your appointments for the duration of your prescription.  There are no standing appointments.  We ask that you please be on time for your appointment, if you are more than 15 minutes late, it will be up to your therapist’s discretion whether or not you will be seen.  This is a courtesy to the other patients that are scheduled at their time.

NO SHOW/CANCELLATION POLICY:

  If you should need to cancel, out of courtesy to our patients, we ask that you call no less than 24 hours in advance.  If you fail to do this more than once, we will be forced to take future appointments off the schedule.  If you happen to No-Show (defined as not showing for a scheduled appointment without calling), any scheduled follow up appointments will be removed from the schedule.  It will be your responsibility to reschedule, which may be difficult at times.  We reserve the right to charge a $25.00 No-Show fee, which includes appointments not cancelled within a 24 hour period.

COMPLIANCE:

  We are obligated to inform your insurance company and physician if you are non-compliant.  If it is a worker’s compensation injury, we are obligated to inform your employer, as well as your caseworker.

ATTIRE: 

 
  Loose fitting or athletic attire is suggested.  A changing area is available for your use.

PLEASE INITIAL NEXT TO YOUR SELECTION:
       Primary/Secondary Insurance – We will bill your insurance(s).  We assume payment of insurance benefits is not forthcoming on charges older than thirty days.  Charges outstanding for more than thirty days from the date of filing will be due in full from you regardless of the type of insurance involved.  Any overpayments will be refunded after all charges have been processed by your primary insurance.
     
Self-Pay – Payment is due in full at the time of service.  In the event you are unable to pay the balance in full, please advise us prior to the time of services.  Please be advised that we are not a credit grantor, and therefore, failure to maintain these arrangements may result in the placement of your account with an agency or attorney for collection.
       Worker’s Compensation – We will bill your Worker’s Compensation carrier for your charges.  Please note that you will remain financially responsible for any and all charges if your carrier denies coverage, or your claim is contested.

INSURANCE BENEFITS:

  As a courtesy to you, we will verify your insurance benefits.  However, this is a quote from your insurance company, not a guarantee of benefits.  Please be advised it is your responsibility to notify ARIS of any changes in your benefits and all applicable insurances related to your injury –including primary and secondary insurance, workman’s comp, and auto accident policies. I understand that if this information if not given to ARIS that I may be held liable for any charges as this may cause delay in billing and may cause ARIS to be out of timely filing insurance regulations. 


 Some insurance (BCBS and UHC) will issue payment to the member instead of ARIS Physical Therapy. If your insurance carrier issues you the payment for services rendered by ARIS Physical Therapy, you are financially responsible to submit those payments to ARIS.

BALANCES:
______    Please be advised that we reserve the right to suspend services until payment or payment arrangements are made to get your account in good standing if your outstanding balance becomes excessive. 

______ We ask that you make every effort to have your account balance paid in full as of your last scheduled visit at ARIS or within 30 days from your discharge. Please contact our billing department if you have any questions regarding your balance or making payment/payment arrangements. 

PAYMENTS:

______   All co-pays, deductibles, and coinsurances are due at the time of service.  In effort to assist you with staying current on your balance, we make every effort to estimate your coinsurance due for each visit. We accept cash, check, Visa and MasterCard.

ARIS Physical Therapy accepts all PPO Plans where the patient can take advantage of their Out-of-Network Benefits.  As a courtesy, ARIS agrees to mirror your in-network benefit level for services rendered at ARIS.

Your physical therapy benefits are:






       Your responsibility:
	
	In Network
	Out of Network
	ARIS Physical Therapy

	Deductible
	
	
	

	Co-insurance
	
	
	

	Co-pay
	
	
	

	Visit Limitation
	
	
	


________ I understand that the above benefits are my physical therapy benefits issued from my insurance carrier.  I am financially responsible for my portion that is not covered by the insurance carrier and payment is due upon check in.

 ARIS Physical Therapy accepts personal and business checks as a form of payment. If a check is returned from the bank (insufficient funds, stop payment, etc); a fee of $35.00 will be assessed.

ALL SUPPLIES RECEIVED WHICH ARE NOT COVERED BY INSURANCE ARE PAYABLE AT THE TIME OF SERVICE.  WE WILL FILE FOR ANY COVERED SUPPLIES BY YOUR INSURANCE CARRIER.

Please be aware that you will remain financially responsible for any and all services and supplies received regardless of the payment selected above.  In the event your account becomes delinquent and is therefore in default of payment, the patient, legal guardian, or admitting parent will be responsible for the principle amount owed and all reasonable costs associated with the collection of this debt, including, but not limited to, collection service fees, attorney’s fees, all court costs, and additional legal expenses associated with recovery of debt.

I understand all of the above statements.

Patient/Guardian Signature




Date
APPOINTMENT REMINDERS
To assist patients in avoiding the cancellation fee, we have an appointment reminder service that will give weekly reminder calls on Friday for the upcoming week appointment and daily text.  Please provide ARIS with a telephone number you would like to receive the reminder calls/text to.

The number you provided is a HOME NUMBER or a CELL Number?

Phone number: _____________________________

PATIENT INFORMATION CONSENT FORM
I have read and fully understand ARIS Physical Therapy’s Notice of Information Practices.  I understand that ARIS Physical Therapy 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 operations if I notify the Company in writing.  I also understand that ARIS Physical Therapy will consider request 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 ARIS Physical Therapy’s Notice of Information Practices.  I understand that I retain the right to revoke this consent by notifying the Company in writing at any time. 

Print Patient Name





Date

Patient Signature

Designated individuals authorization
I hereby authorize one or all of the designated parties listed below to request and receive the release of any protected health information regarding my treatment, payment or administrative operations related to treatment and payment.  I understand that the identity of designated parties must be verified before the release of any information.

Authorized Designees:

Spouse:

Name:






Relationship:


Name:






Relationship:


Name:






Relationship:

Patient Signature




Date

ARIS Physical Therapy

Notice of Patient Information Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR DISCLOSED AND HOW YOUR CAN OBTAIN ACCESS TO INFORMATION.  PLEASE REVIEW IT CAREFULLY.

ARIS Physical Therapy LEGAL DUTY

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

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

ARIS Physical Therapy may also use or disclose your personal health information without prior authorization for public health purposes, for auditing purposed, and for emergencies.  We may provide de-identified information for research studies.  We also provide information when required by law.

In any other situation, ARIS Physical Therapy’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.

ARIS Physical Therapy may change its policy at any time.  When changes are made, a new Notice of Information Practices will be posted in a common area of our clinic.  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 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.  ARIS Physical Therapy will consider all such requests on a case-by-case basis, but the Company is not legally required to accept them.

CONCERNS AND COMPLAINTS

If you are concerned that ARIS Physical Therapy may have violated your privacy rights of if you disagree with any decisions we have made regarding access or disclosure of your personal health information, please contact our HIPAA Compliance Office at the address listed below.  You may also send a written complaint to the US Department of Health and Human Services.  For further information on ARIS Physical Therapy’s health information practices, or if you have a complaint, please contact the following office:

ARIS Physical Therapy

Attn: Quality Assurance Committee

17100 N. 67th Ave. Bldg. 1, Suite 100

Glendale, AZ 85308 

EVERY PATIENT MUST RECEIVE A COPY OF THIS FORM

Patient Bill of Rights and Responsibilities

Except where medically contraindicated, these rights apply to all adults, neonates, children and adolescents treated at ARIS Physical Therapy.
You Have the Right…

•To access treatment regardless of race, color, creed, sex, sexual orientation, national origin, mental or physical disability, diagnosis, religion, age or socio-economic status.

•To designate a surrogate decision maker to exercise the rights you have given them to act on your behalf in accordance with state and federal laws.

•To considerate and respectful care and to expect a reasonable response to your requests.

•To reasonably, expect, from staff members responsible for your care and welfare, complete and current information concerning your conditions.

•To know the relationship(s) of the facility to other persons or organizations participating in the provision of his/her care.

•To reasonable consideration of your privacy and to be treated with respect and full recognition of your dignity, individuality, and reasonable cultural and religious needs.

•To expect reasonable safety insofar as the clinic practices and environment are concerned.

•To be free from all forms of abuse, assault, harassment, manipulation, coercion, neglect or exploitation of a sexual nature or otherwise.

•To be free from retaliation for submitting a complaint to Arizona Department of Health Services (the Department) or another entity.

•To be free from misappropriation of personal and private property by a personnel member, employee, volunteer or student.

•To consent to photographs and digital monitoring, as appropriated to document specific care or to assistant in my care (example, but not limited to: an op wound, or monitoring of a waiting room).  I understand that photos will be stored in a confidential and secured manner that I many view and/or obtain copies.  I understand that I, or my designated other, will be informed if photos are indicated and that I may refuse to have phones taken.  I understand that photos will not be released without my written authorization.

•To expect reasonable continuity of care and to know in advance the time and location of appointments as well as the identity of the person(s) providing the care.

•To be reasonably informed prior to or at the time of your visit, of medical and/or ancillary services available at the facility and the related charges.

•To examine and receive an explanation of the bill, regarding of the source of payment.

•To be informed of the source of the facility reimbursement for your services and of any limitations this may be placed upon your care.

•To be afforded the opportunity to participate in planning and implementing your treatment program.  To refuse care, treatment or services in accordance with law and regulations, including but not limited to experimental research.

•To the maintenance of confidentiality of your clinical records.

•To access information contained within your medical records, in accordance with the facility policy.

•To appropriate assessment, prevention and management of your pain and to receive information about pain and pain relief measures.

•To be informed, when appropriated, about the outcomes of care, including unanticipated outcomes.

•To request consultation at your expense or to request an in-house review of your treatment plan.

•To receive a referral to another health care institution if the outpatient treatment center is not authorized or not able to provide physical health services or behavioral health services needed by the patient.

•To have your rights explained to you in a language you understand.

•To reasonable resources to facilitate communications.

•To have an advance directive (Living Will, Healthcare Proxy, Durable Power of Attorney for Healthcare or DNR order/identification) and for facility staff and practitioners to be aware of those directives.
Turn over to page 2
You Have the Responsibility…

•To be honest about matters that relate to you as a patient

•To make an effort to understand your health-care needs and ask your physician or other members of the health-care team for information relating to your treatment.

•To provide staff with accurate and complete information about present complaints, past illnesses, hospitalizations, medications and other matters pertaining to your health.

•To report any unexpected changes in your condition or symptoms, including pain.

•To follow the care, service or treatment plan developed and report any perceived risks in your care.

•To understand the consequences of the treatment alternatives and not following your plan of care

•To inform staff of your pain management needs.

•To be considerate and respectful of the rights of both fellow patients and staff.

•To honor the confidentiality and privacy of other patients.

•To follow the facility rules and regulations concerning the patient care and conduct

•To comply with our tobacco/smoke free environment policy.

•To be considerate of the facilities property.

•To assure that financial obligations of your healthcare are fulfilled as promptly as possible.

•To notify the Department of Con Consumer Relations if you feel your rights are being violated.

Potential Conflict of Rights

Where any person raises a concern that remains unresolved regarding a divergence of opinion regarding the rights or treatment of a neonate, child, or adolescent patient and the rights of their patents and/or guardians, the facility shall consult with the Arizona Department of Child Safety to ensure that the minor’s rights are protected.

How to File a Complaint

Any patient or patient’s representative who has a concern regarding their visit to this facility is encouraged to contact the Practice Manager at this site within 7 days of their visit.

Any patient or patient’s representative has the right to report their unresolved concerns to Arizona Depart of Health Services, Medical Facilities Licensing, 150 North 18th Ave, 4th Floor, Suite 450, Phoenix, Az 85007; (602) 364-3030.

Ethics

Any patient or family member who has concerns of an ethical nature, is encouraged to speak with the Provider or Practice at this facility,

I have read and understand the ARIS Physical Therapy Patient Bill of Rights and Responsibilities.  

I understand that the original copy of ARIS Physical Therapy Patient Bill of Rights and Responsibilities will be part of my permanent medical records at ARIS Physical Therapy and I have the right to request a copy of Patient Bill of Rights and Responsibilities at anytime.

I would like a copy of the ARIS Physical Therapy Bill of Rights and Responsibilities for my own personal file. YES    or   NO

Patient/Guardian Signature





Date

Account: ____________________
P h y s i c a l   T h e r a p y








