HEALTHY FOSENIORS Silver F@x

PHYSICAL THERAPY & WELLNESS Let’s make cha nges !

‘ Date:

t 1. Patient Info ]

Male Female

1/3

FULL NAME PREFERRED NAME (circle one) DATE OF BIRTH
STREET ADDRESS CITY STATE ZIP CODE

( ) [s thisa CELL or HOUSE phone?

PHONE (circle one) EMAIL ADDRESS

WORK STATUS: _CURRENTLY EMPLOYED __RETIRED __DISABLED Occupation:

( )
EMERGENCY CONTACT PERSON RELATIONSHIP PHONE
PRIMARY PHYSICIAN REFERRING PHYSICIAN (if different)
PRIMARY INSURANCE SECONDARY INSURANCE (if applicable)
‘ 2. Referral Info ‘ 3. Appointment Reminders
/HOW DID YOU HEAR ABOUT US? \ GN WE PROVIDE YOU WITH APPOINTMENT
REMINDERS?
I HAVE BEEN HERE BEFORE ___INTERNET YVES NO
—_FRIEND/FAMILY ___INSURANCE/DIRECTORY
—’SE\‘(’SEI';T/LS;%FE::ZE —g';ﬁ/CEH;YRE WHICH METHOD WOULD YOU PREFER?
—orER: -— __TEXT MESSAGE
— ___EMAIL
WHO CAN WE THANK FOR REFERRING YOU HERE? __PHONE CALL

/ K Can we leave you a voicemail? __ YES

/

_NOJ

‘ 4. Payment Info

-

-

| AM HERE FOR:
_____Physical Therapy ____Silver Fox Wellness Club
AND | AM PAYING TODAY BY:
INSURANCE (PHYSICAL THERAPY ONLY) AND WOULD LIKE TO HAVE YOU DEAL DIRECTLY WITH MY
INSURANCE COMPANY(IES). | WILL ASSIGN MY BENEFITS TO YOU BY SIGNING THE “ASSIGNMENT OF
BENEFITS”.

CASH, CHECK OR CREDIT CARD | UNDERSTAND THAT | AM RESPONSIBLE FOR PAYMENT AT TIME OF
SERVICES AND ACKNOWLEDGE YOUR “FINANCIAL POLICY”.

/
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MEDICAL HISTORY
1. Please tell us about your medical history. Check all that apply.
___Allergies ___Fibromyalgia ___Obesity
___Alzheimer’s __ Fractures __Osteoarthritis
___Anemia ___Headache ___Osteopenia/Osteoporosis
___Asthma ___Hearing problems ___Parkinson’s
___Autoimmune disorder ___Heart disease ___Rheumatoid arthritis
___Brain injury ___High cholesterol ___Pacemaker
___Cancer ___Hypertension ___Peripheral vascular disease
__COPD ___Incontinence ___Seizures
___Dementia ___Low blood pressure ___Smoking
___Depression ___Lupus ___Stroke
__Diabetes ___Migraines ___Thyroid disease
___Dizziness or vertigo ___Muscular disease ___Visual impairment
___Fainting ___Neurological disease
Other:
2. Please tell us about any past surgeries, including type and date.
3. Have you had any falls in the past 6 months? ____Yes ____ No Ifyes, how many?
If yes, were you injured in the fall(s)? __Yes ____No
Do you have a fear of falling? ____Yes ___ No
Do you feel like you are not walking as well as you did 6 monthsago? ____Yes ____ No
4. Do you take any medications (prescription, herbal, or over-the-counter)? ____Yes ____ No

If yes, please list the names and dosages below, or provide us with a copy of your medication list.

5. Doyousmoke? ____Yes ____ No How many hours of sleep do you get a night?
6. Do you have any unexplained weightloss? ____Yes ____ No
7. How many minutes of moderate intensity exercise do you get per week?
____None __ 130 __ 31-60 __ 61-90 ___ 91-120 __ 121-150 ___ >150
8. How would you describe your general health?
____Excellent ____Good ___ Fair ___ Poor ____ Other:

9. List1 or 2 things that you are having trouble doing, that you would like to do better:

1.

2.

The information I listed above is the best to my knowledge.

Name (printed) Signature Date
OFFICE USE ONLY Height (in) Weight (lbs) BMI (calculated, kg/m?)
Blood Pressure (mmHg) Oxygen saturation (%) Pulse rate (bpm)
Temperature (degrees) Blood sugar* (hours since last food or drink )

(*to be used as indicated)
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Silver Fox Wellness Club Client Information Consent Form

INFORMED CONSENT TO WELLNESS SERVICES PARTICIPATION

[ hereby consent to Wellness services at Healthy Seniors Physical Therapy and Wellness (HSPTW) and grant authority to its staff to perform
procedures and treatments as deemed appropriate. My treatment recommendations will be discussed with me and, if at any time I have
questions concerning the type of services delivered, or associated risks, I will discuss with the appropriate staff. | want to voluntarily engage
in these wellness services and understand that the activities may be strenuous, and may require me to do body movements that I am not
familiar with. I understand that I am responsible for monitoring my own condition throughout my sessions, and if any unusual symptoms
occur, I will cease my participation. I also understand that [ have to right to refuse any activity or exercise that I am not comfortable with, at
any time, for any reason. My signature below confirms that I have discussed participation in such activities with my doctor, and have
received clearance for participation. I understand that there are inherent risks associated with exercise and willingly accept those risks.
Risks may include, but not limited to, pain, fall, and/or injury. I know that it is my responsibility to ensure my own safety, and I take full
responsibility for my own health and safety during participation of all activities. Additionally, I grant permission for HSPTW to provide
emergency treatment, if it is needed, or to transfer me to a local hospital for emergency treatment.

ASSUMPTION OF RISK
[ agree to engage in physical exercise or activity, or enter your premises or use any facility or equipment on your premises for any purpose, I

do so at my own risk and assume the risk of any and/or all injury and/or damage I may suffer, whether while engaging in physical exercise
or not. | agree that [ am voluntarily participating in exercise or activities and assume all risk of injury, illness, damage, or loss to you or your
property that might result, including, without limitation, any loss or theft of any personal property.

AGREEMENT AND WAIVER/RELEASE OF LIABILITY

[ agree on behalf of myself and all my personal representatives and assigns, to waive, release, and discharge from any and all liability,
HSPTW and staff for my death, disability, personal injury, property damage, or property theft, or actions of any kind which may accrue to me
during exercise or activities; also to indemnify and hold harmless HSPTW and staff, from any and all liabilities or claims made by other
individuals or entities as a result of or relating to my voluntary participation in exercise and/or activities. This waiver and release of liability
includes, without limitation, injuries which may occur as a result of (a) use of any exercise equipment or facilities which may malfunction or
break, (b) improper maintenance of any exercise equipment, premises or facilities, (c) negligent instruction or supervision, and/or (d)
slipping or tripping and falling while on any portion of the premises.

FINANCIAL POLICIES
I hereby accept responsibility for payment for services rendered at the time of service. We accept cash, personal check, money order, Master

Card, Visa, American Express, and Discover for payment. [ further acknowledge there is a $25 fee for returned checks and accounts 30 days
past due will be subject to a 5% interest fee per month.

ACKNOWLEDGEMENT
I hereby acknowledge and agree that by signing below, I am giving up my right to bring a legal action or assert a claim against HSPTW and its

staff. [ have read and voluntarily signed this document, and further agree that no oral representations, statements, or inducement apart from
the written agreement have been made.

CANCELLATIONS AND MISSED APPOINTMENTS POLICY
[ hereby acknowledge there is a 24-hour cancellation notice policy. IfI fail to cancel my appointment at least 24-hours prior to the start of

my scheduled appointment time on two or more occurrences, HSPTW reserves the right to cancel all remaining appointments and/or
discharge me from care.

[ permit a copy of this authorization to be used in place of the original.

My signature below acknowledges that I have read and agree with the above information.

Name (printed) Signature Date

OFFICE USE ONLY Witness: Date:
Name (printed/signed)
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