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Internal Use Only: Account #  Account Type  Office #  

First Name ________________________________     MI ___________ Date of Injury/Onset  _________ Today's Date _______________ 

Last Name ________________________________________________________________ Date of Birth  __________________    Age ______________ 

Address __________________________________________________________________ Sex:�� M    � F    Marital Status:  � S    � M    � D   � W  

              __________________________________________________________________ Home Phone ________________________________________ 

City __________________________  State ____   Zip _______________Work Phone __________________________________

Responsible Party __________________________________________________________ Cell Phone ____________________________________
 

Address ___________________________________________  

City __________________________  State ____   Zip _______________ Injury Area __________________________________________ 

Phone Number __________________________________  Accident Related:    ���Yes      � No  

Relationship to Responsible Party _____________________________________________      If Accident:    �  Auto      ��  Work      ���Other  

 Nature of Accident _______________________________________________ 

Employer _________________________________________________________________ SS# __________________________________________________________
 

Address _________________________________________________________________ Occupation __________________________________________________________ 

City __________________________  State ____   Zip _______________ Contact at Employer _______________________________________________ 

Referring Physician _________________________________________________________ Phone Number ___________________________________________________ 

Primary Insurance _______________________________________________ Insured Name __________________________________________________________________ 

Group # ______________  ID # __________________________ Address _____________________________   City ________________________________ 

Insured Employer ______________________________ State _______   Zip _____________  Phone ____________________________ 

Relationship to Insured ________________________________________ Insured Date of Birth ___________    Insured Sex:  ���M     � F

Second Insurance _______________________________________________ Insured Name __________________________________________________________________ 

Group # ______________  ID # __________________________ Address _____________________________   City ________________________________ 

Insured Employer ______________________________ State _______   Zip _____________  Phone ____________________________ 

Relationship to Insured ________________________________________ Insured Date of Birth ___________    Insured Sex:  ���M     � F  

Emergency Contact _________________________________________________Daytime Phone Number ____________________________________________________ 

Are you receiving or have you recently received home health services?   � Yes    �� No

Are you receiving or have you recently received other therapy services?   � Yes    �� No

E-mail ________________________________________

                                                                                                                                                          Revised 09/2011

RYKE PHYSICAL THERAPY                                             Attachment B1.003                                                              

PATIENT INTAKE AND CONSENT FORM

Page 1 of 2                                                                                                                          (Continued on next page)
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Internal Use Only: Account #  Account Type  Office #  

__________

__________

__________

__________

__________

__________ 

I certify that all of the information provided herein is true and correct.

Patient/Guardian Signature _______________________________________________ Witness Signature ___________________________________________________ 

Rev ised 09/2011

NOTICE OF PRIVACY:  I acknowledge receipt of Notice of Privacy Practices. 

WAIVER AND RELEASE: I hereby release, discharge and acquit RYKE PHYSICAL THERAPY, it’s agents, 
representatives, affiliates, employees, or assigns, of and from any and all liability, claim, demand, damage, 
cause of action, or loss of any kind arising out of or resulting from my refusal to accept, receive or allow 
emergency and or medical services, including but not limited to ambulance service, Emergency Medical 
Technician, physician or urgent care services. 

CONSENT TO TREATMENT: I consent to rehabilitation and related services at RYKE PHYSICAL THERAPY.  
In so doing, I understand, acknowledge and affirm that such rehabilitation and related services may involve 
bodily contact, touching, and/or direct contact of a sensitive nature.

LIABILITY: I know and agree that RYKE PHYSICAL THERAPY is not responsible for loss or damage to 
personal valuables.

TREATMENT OF MINORS:  I, as parent/guardian of a minor receiving treatment hereunder, do hereby 
agree and understand that I have been advised to remain on the premises during any such treatment, and 
waive any claim I may have resulting from failure to do so. 

RYKE PHYSICAL THERAPY                                                            Attachment B1.003                                                              

Please Initial 
Each as 
Applicable

AUTHORIZATION OF PAYMENT: I hereby assign all benefits directly to RYKE PHYSICAL THERAPY and 
also authorize release of any medical records necessary to facilitate my treatment to process medical 
claims and as otherwise permitted or required in the Notice of Privacy Practices. I understand fully that in the 
event my insurance company or financially responsible party does not pay for the services I receive, I will 
be financially responsible for payment.

                                             PATIENT INTAKE AND CONSENT FORM                                    Page 2
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AttachmentM5.002A 

MEDICAL HISTORY FORM 

PATIENT NAME: ___________________________________     TODAY’S DATE: _________________________ 

REFERRING PHYSICIAN’S NAME: ____________________     DATE OF INJURY OR ONSET: ______________ 

PRIMARY CARE PHYSICIAN’S NAME: _________________     ARE YOU PRESENTLY WORKING?   Y          N 

CAUSE OF INJURY OR ONSET:  ______________________    DATE OF NEXT MD APPT: _________________ 

 

WHAT IS YOUR REASON FOR ATTENDING THERAPY:   _______________________________________________ 

 

BECAUSE OF YOUR PROBLEM, WHAT SPECIFIC ACTIVITIES ARE YOU HAVING DIFFICULTY WITH? 

1. ________________________________________________________________________________________ 
2. ________________________________________________________________________________________ 
3. ________________________________________________________________________________________ 

 

WHAT ARE YOUR PERSONAL GOALS/OUTCOMES YOU HOPE TO ACHIEVE FROM THERAPY? 

1. _________________________________________________________________________________________ 
2. _________________________________________________________________________________________ 
3. _________________________________________________________________________________________ 

 

DESCRIBE YOUR GENERAL HEALTH: (circle one)             EXCELLENT GOOD   FAIR     POOR 

DO YOU USE TOBACCO? (circle one)    YES           NO               IF YES, HOW MUCH?  _________________________ 

HAVE YOU RECENTLY BEEN HOSPITALIZED OR HAD SURGERY?     YES      NO          IF YES, WHEN___________  

AND WHY________________________________________________________________________________________ 

HAVE YOU HAD PRIOR PHYSICAL/OCCUPATIONAL THERAPY FOR THIS CONDITION? (circle one)     YES      NO                            

WHAT WAS DONE? / WHAT WERE THE RESULTS?:  
__________________________________________________________________________________________________ 

HAVE YOU HAD PRIOR PHYSICAL THERAPY THIS CALENDAR YEAR? (circle one)                 YES                       NO 

WAS IT RECEIVED AT: (circle one) HOSPITAL   OUT PATIENT CENTER   HOME HEALTH 

FOR HOW LONG? _________________________________________________________________________________ 

 

CURRENT MEDICATIONS: __________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

ALLERGIES: Medication ___________Reaction_____________ Other ______________Reaction_________________ 

 

ARE YOU ALLERGIC TO LATEX?  (circle one)      YES   NO      If yes what is the Reaction______________________            

Are you Allergic to Dexamethasone?  YES   NO      If yes what is the Reaction________________   
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        DO YOU NOW OR HAVE YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS? (Check all that apply) 

� ANEMIA � DIABETES �controlled �uncontrolled  � RESPIRATORY PROBLEMS 

� ARTHRITIS � DEPRESSION           � ASTHMA � controlled � uncontrolled 

� CANCER � DIZZINESS/FAINTING          � COPD � controlled � uncontrolled 

� CARDIOVASCULAR PROBLEMS � FRACTURES           � Other 

� HOLTER MONITOR - currently wearing? � HEADACHES        � SEIZURES � controlled � uncontrolled    

    � PACEMAKER � HEPATITIS/HIV        �  THYROID PROBLEMS 

    � HIGH BLOOD PRESSURE � controlled � uncontrolled � KIDNEY PROBLEMS 

� LOW BLOOD PRESSURE           � MRSA (Methicillin Resistant Staphylococcus Aureus) 

� CURRENTLY PREGNANT           � OSTEOPOROSIS     

If checked any above, explain: _____________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

� ANY OTHER MEDICAL PROBLEMS:      __________________________________________________________________ 

________________________________________________________________________ 

 

SIGNATURE OF PATIENT: ___________________________ REVIEWED BY Therapist: ___________________Date_________ 

�	���
��� ���������������������������
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MEDICARE SECONDARY PAYER QUESTIONNAIRE 
 
Person Giving Information: __________________Relationship to Patient:__________________ 
Patient Name: ________________________________________________________________ 
HIC Number: _________________________________________________________________  
 
Patient Age______________________________  Patient Sex __________________________ 
Basis for Patient Entitlement to Medicare 
________  Age ________  Disability ________  End Stage Renal Disease (ESRD) 
 
 
 
 
Group Health Plan Information 
 
1.  Is the patient or patient’s spouse currently employed? _______ Yes _______ No 

If No: Retirement date of patient: _______________________  
Retirement date of spouse: _______________________ 

 
If Yes, continue. 
Is patient or spouse employed?  ________________________________________________ 

Are there:   __________ 1. Less than 20 employees 
__________ 2. More than 100 employees 

 
Is employee actively working? ________ Yes ________ No 

 
Insurance Company: _______________________________________________________________ 
Policy Number: ______________________________ Claim Number: ___________________ 
Insurance Plan Name: ______________________________________________________________ 
Plan Identification Number: __________________________________________________________ 
Is the patient employed?  _______ Yes _______ No   Full Time? _______  Part Time?______ 
Employer Name: __________________________________________________________________ 
Employer Address: ________________________________________________________________ 
City _________________________________ State ________ Zip Code _____________ 
Employer Identification Number: ______________________________________________________ 
  
 
 
Automobile, No Fault or Liability Insurance Information 
 
2.  Is the illness/injury due to an accident (auto included)?   ________ Yes ________ No 

If Yes, continue. 
Type of non-work-related accident: ______ Automobile    ______ Other (describe) ______ 
Date of Accident: ________________________ 
Insurance Situation:  ___________ Liable  ___________ Not Liable 
Name of Policy Holder: _____________________________________________________________ 
Address of Policy Holder: ___________________________________________________________ 
Policy Number or Claim identification Number: ___________________________________________ 
Name of Insurance Company: ________________________________________________________ 
Address of Insurance Company: ______________________________________________________ 
Name of Patient’s Legal Representative for the case if any: _________________________________ 
Phone Number of Legal Representative: _______________________________________________

,����	� ����&$�11'3�-����$��
�%
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Workers Compensation Insurance Information 
 
3.  Was the patient involved in a work-related accident?_______ Yes _______ No 

If Yes, continue.  
 
Date of Accident: ________________________________________________ 
Is the patient working?   ___ Yes  ___ No ___ Full Time? ___ Part time?_____  
Employer Name: _________________________________________________ 
Employer Address: _______________________________________________ 
City _____________________ State________ Zip Code ____________ 
Employer Identification Number: _____________________________________ 
Name of Insurance Company: _______________________________________ 
Name of Person or Company Insured: _________________________________ 
Insurance Company Claim or Policy Number: ___________________________ 
Workers Compensation Claim Number: ________________________________ 
Name of Workers Compensation Agency where claim was filed:  ____________ 
Address of Agency: _______________________________________________ 
Has the case been settled?   ______ Yes   _____   Date ________ No  
Name of Patient’s Legal Representative for the case if any:_________________ 
Phone Number of Legal Representative: _______________________________  
 
 
Veteran’s Administration (VA) Authorization Information 
 
Does the patient have a VA fee service card?     _____ Yes   ____ No  
Has the VA issued a special authorization for these services?_____ Yes       ____ No  
Does the patient authorize you to bill the VA?       _____ Yes        ____ No 
 
  
Black Lung Insurance Information 
 
Is the patient entitled to benefits under the  

Department of Labor’s Black Lung Program?         ____ Yes       ____ No 
 
Are the services provided on the Department of Labor’s list of 

approved procedures for the treatment of Black Lung Disease? ___ Yes   ____ No 
 
 
 
 
________________________________ 
Patient Signature Date 
 
 
________________________________ 
Witness Signature Date 

,����	� ����&$�11'3�-����%��
�%�
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Notice of Privacy Practices 

(Effective April 1, 2003) 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 
 
Understanding your health record 

A record is made each time you are treated at our Clinic. Your injuries, evaluation and test results, 
diagnosis, treatment, and a plan of care are recorded.  This information is most often referred to as your 
“health or medical record,” and serves as a basis for planning your care and treatment. It also serves as a 
means of communication among any and all other health professionals who may contribute to your care. 
Understanding what information is retained in your record and how that information may be used will help 
you to ensure its accuracy, and enable you to relate to who, what, when, where, and why others may be 
allowed access to your health information. This effort is being made to assist you in making informed 
decisions before authorizing the disclosure of your medical information to others. 
 
Understanding your health information rights 

You have the right to request restrictions on certain uses and disclosures of your information, and to 
request amendments be made to your health record. This Clinic is not required to accept your requests and 
you cannot request restrictions on uses or disclosures otherwise required by law.  Your rights include being 
able to review or obtain a paper copy of your health information, and be given an account of all disclosures. 
You may also request communication of your health information be made by alternative means or to 
alternative locations in a confidential manner.  This Clinic is required by law to accommodate reasonable 
requests to receive communications of health information by alternative means or to alternative locations if 
you clearly state that disclosures of all or part of the information could endanger you.  This Clinic may 
require you to submit a written request for any of the documents or actions that you have a right to under 
the Health Insurance Portability and Accountability Act of 1996. 
 
Our responsibilities 

This Clinic is required by law to maintain the privacy of your health information and to provide you with 
notice of our legal commitment and privacy practices with respect to the information we collect and 
maintain about you. This Clinic is required to abide by the terms of this notice, as currently in effect, and to 
notify you if we are unable to grant your requested restrictions or reasonable desires to communicate your 
health information by alternative means or to alternative locations. This Clinic reserves the right to change 
its practices and effect the new provisions with respect to all health information that it maintains (including 
such information that this Clinic had prior to implementation of the new provision).  In the event that 
changes are made, this Clinic will notify you at the current address provided on your medical file. Other 
than for reasons described in this notice, this Clinic agrees not to use or disclose your health information 
without your authorization. 
 
Use or disclosure of your health information without your authorization  
This Clinic may use and disclose your health information in order to provide “Treatment”, obtain “Payment” 
and perform our “Health Care Operations”, as well as other specific reasons as detailed below: 
 
• Treatment – Information obtained by your therapist in this Clinic will be recorded in your medical record 
and used to determine the course of treatment. This consists of your therapist recording his/her own 
expectations and those of others involved in providing your care. The sharing of your health information 
may progress to others involved in your care, such as physicians. 
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• Payment – Your health care information will be used in order to receive payment for services rendered by 
this Clinic. A bill may be sent to either you or a third party payer with accompanying documentation that 
identifies you, your diagnosis, procedures performed and supplies used. 
• Health Care Operations – The medical staff in this Clinic will use your health information to assess the 
care you received and the outcome of your case compared to others like it. Your information may be 
reviewed for risk management or quality improvement purposes in our efforts to continually improve the 
quality and effectiveness of the care and services we provide. 
• Business Associates – Some or all of your health information may be subject to disclosure through 
contracts for services to assist this Clinic in providing health care. To protect your health information, we 
require these Business Associates to follow the same standards held by this Clinic through terms detailed 
in a written agreement. 
• Notification – Your health record may be used to notify or assist family members, personal 
representatives, or other persons responsible for your care to enhance your well-being or your 
whereabouts. 
• Communications with Family – Using best judgment, a family member, or close personal friend, 
identified by you, may be given information relevant to your care and/or recovery. 
• Worker’s Compensation – This Clinic will release information to the extent authorized by law in matters 
of worker’s compensation. 
• Public Health – This Clinic is required by law to disclose health information to public health and/or legal 
authorities charged with tracking reports of birth and morbidity. This Clinic is further required by law to 
report communicable disease, injury, or disability. 
• Law Enforcement – This Clinic may disclose your health information to the police or other law 
enforcement officials as required or permitted under state law or in response to a valid court order or a 
grand jury or administrative subpoena.  
• Health Oversight Activities – This Clinic may disclose your health information to a health oversight 
agency that oversees the health care system and is charged with responsibility for ensuring compliance 
with rules of governmental health programs, such as Medicare or Medicaid. 
• Victims of Abuse, Neglect or Domestic Violence – If this Clinic reasonably believes you are a victim of 
abuse, neglect or domestic violence; it may disclose your health information to the appropriate 
governmental authority, authorized by law to receive reports of such abuse, neglect or domestic violence.  
• Judicial and Administrative Proceedings – This Clinic may disclose your health information in the 
course of a judicial proceeding in response to a legal order or other lawful purpose. 
• As required by Law – This Clinic may use and disclose your health information when required to do so 
by any other law not already referred to in the preceding categories.  
 
Use or disclosure of your health information with written authorization 
Any other use or disclosure of your health information, other than those listed above, will only be made with 
your written authorization.  You may revoke your authorization at any time, except to the extent this Clinic 
used or disclosed your health information in reliance of your authorization. 
 
To receive additional information or report a problem 
For further explanation of this notice you may contact our Compliance Director at 1-800-580-6285. If you 
believe your privacy rights have been violated, you have the right to file a complaint with our Compliance 
Hotline (1-800-428-8778) or with the United States Secretary of Health and Human Services with no fear of 
retaliation by this Clinic at 1-800-368-1019. 

NOTICE OF PRIVACY PRACTICES AVAILABILITY: The terms described in this notice will be posted 
where registration occurs. All individuals receiving care will be given a hard copy and asked to 
acknowledge receipt. 

Health Information Privacy Complaint Phone Number: 
 

1-800-368-1019 

Revised 09/2011 




