DS PHYSICAL THERAPY
AND SPORTSCARE

CAMPBELL PHYSICAL THERAPY
& SPORTSCARE

PATIENT INFORMATION EMAIL ADDRESS:

First Name: Last Name: Middle Initial: Date: / /
Address: City: State: Zip:

Birth date: / / Age: [ ]Male [ ]Female S.S. #: - -
Home Phone: ( ) - Alternative Phone (Cell, Pager): ( ) - Spouse:

Chose Clinic Because/ Referred to Clinic By [_] Dr.: [ ] Insurance Plan [_] Family [] Friend

(] Former Patient [_] Close to Work/Home [_] Website [_| Yellow Pages [ ] Street Sign [_] Other:

WORK INFORMATION

Employer: Work Phone ( ) - Ext.

Occupation: Employment Status [_] Full Time [_] Part Time [_] Retired [_] Not Employed
CARE PROVIDER INFORMATION

Referring Dr: Referring Dr. Phone: ( ) -

Regular Dr./PCP Regular Dr./PCP Phone: ( ) -
INSURANCE INFORMATION ( PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST )
Primary Insurance Name:

Subscriber’s Name (If different): Birth date : / /

ID. #: Group/Policy #

Patient’s Relationship to Subscriber: [ ] Self [ ]Spouse  []Child  [] Other:

Name of Secondary Insurance:

Subscriber’s Name: Birth date : / /
ID. #: Group/Policy #

Patient’s Relationship to Subscriber: [ ] Self ~ [ ]Spouse  [_]Child  [] Other:

AUTO OR WORK INJURY CLAIM (PLEASE PROVIDE YOUR INSURANCE INFORMATION FOR BACKUP)
Insurance Name: [ ] Auto : [ ] Labor & Industries:

Adjuster/Claim Manager: Phone: Ext.:
Address: City State: Zip:

Claim #: Accident Date: / / Cause:

ATTORNEY INFORMATION

Name: Law Firm: Phone: ( ) -

Address City State: Zip:

IN CASE OF EMERGENCY

Name of Local Friend or Relative (Not Living at Same Address):

Relationship to Patient: Home Phone: () - Work Phone: () -

| authorize my insurance benefits be paid directly to Campbell Physical Therapy & SportsCare. | understand that | am financially responsible
for any balance. | also authorize Campbell Physical Therapy & SportsCare to release any information required to process my claims.

PATIENT /GUARDIAN SIGNATURE DATE




CAMPBELL PHYSICAL THERAPY
& SPORTSCARE

PAST MEDICAL HISTORY FORM

DS PHYSICAL THERAPY
AND SPORTSCARE

We are interested in how you feel about how well you are able to do your usual activities. This
information will help us take better care of you. Please answer the questions based on the problem for
which you are receiving treatment. If you do not do or have not done this activity, please make your

best guess as to which response is most accurate.

Today, does or would your health problem limit:

Yes, limited
alot

Yes, limited
a little

No, not
limited
at all

1. Participating in rigorous contact sports

2. Lifting 50lbs or more

3. Vigorous activities like running, lifting heavy objects,
sports, running more than 5 miles?

Participating in recreation?

Es

Moderate activities, such as moving a table or
pushing a vacuum cleaner?

Climbing several flights of stairs?

Climbing one flight of stairs?

6

7.

8. Walking more than a mile?
9. Walking several blocks?

10. Walking one block?

11. Going on vacation?

12. Attending social events?

13. Lifting or carrying items like groceries?

14. Lifting overhead to a cabinet?

15. Gripping or opening a can?

16. Handling of small items such as a pen or coins?

17. Feeding yourself?

18. Getting in and out of bed?

19. Bathing or dressing?

20. Bending to the floor?

21. Kneeling to the floor?

22. Control of your bladder?

23. Completing your toileting?

24. Do you limit the kind of work or other daily activities
as a result of your physical health?

No

Yes

25. Do you reduce the amount of time you spend on
work or other regular daily activities as a result of
your physical health?

No

Yes

26. How much does pain interfere with
your normal work (including work
outside the home, work around the
yard, and housework)?

Extremely

Quite a bit

Moderately

Not at all

27. How much pain have you had in the Severe

past 24 hours?

Moderate

Mild

None




28. Please indicate the number of surgeries | [I None 01 02 03 0 4+

29. Do you limit the kind of work or other daily activities as a result of your physical health?
Yes No

30. Do you reduce the amount of time you spend on work or other regular daily activities as a result of
your physical health? Yes No

31. How much does pain interfere with your normal work (including work outside the home, work
around the yard and housework?)
Extremely Quite a bit Moderately Not at all

32. How much pain have you had during the past 24 hours?
Severe Moderate Mild None

33. Are you taking prescription medication for this condition? Yes No

34. How often have you completed at least 20 minutes of exercise such as jogging, cycling, or brisk
walking, prior to the onset of your condition?
At least 3x a week Once or twice a week Seldom or never

35. Indicate the number of surgeries for your primary condition:
None 1 2 3 4 or more

36. How many days ago did this condition begin?
0-7 8-14 15-21 22-90 91-6 months More than 6 months

37. I should not do physical activities which (might) make my pain works:

0-Completely disagree ___ 1 2 3 Unsure 4 5 6 —Completely Agree
Blood Pressure YES NO Lungs Yes No
Hypertension - - Asthma - -
Low Blood Pressure - - Emphysema - -
Normal Blood Pressure - - Shortness of Breath - -
Heart Disease Joint Conditions
Heart Attack - - Upper Extremity - -
Myocardial Infarction - - Dislocation - -
Rheumatic Heart Disease ___ . Lower Extremity Dislocation -
Heart Murmur - -
Pacemaker - -
Muscle Condition Other Conditions
Carpal Tunnel - - Muscular Dystrophy - -
Tennis Elbow - - Rheumatoid Arthritis - -
Back/Neck Problems - - Multiple Sclerosis - -
Limited Limb Movement ___ - Epilepsy - -
Gout - -
38. Are you pregnant? Yes No 39. What things cause you stress:
40. Height: ft in 41. Weight:




Pain and Symptom Status Report

Name: Date:

1Ising the symhnols helow, please draw at the loca-
tion on the body outlines, the type of pain you are
EXpEriencing

Ache Burning Numhness
MMM —— — D000
M D 000
Pins and Needles Stabbing Other
DoooooDooan [ I A AXXX
oooooooan Frid AXX

Chief Complaint and Visual Analog Scale
My Chief Complaint is:

Date First Symptom of your problem occurred on.

2nd Complaint

3rd Complaint:

Please circle on the scale below to indicate your CURRENT level of pain:

No Pain o 1 2 3 4 35 6 7 8 9 10 Pain as bad as it gets.

Please circle on the scale below to indicate your AVERAGE level of pain:

No Pain o 1 2 3 4 5 6 7 8 9 10 Pain as bad as it gets.

Please circle on the scale below to indicate your WORST level of pain:

No Pain o 1 2 3 4 5 6 7 8 9 10 Pain as bad as it gets.

Addiional Comments




CAMPBELL PHYSICAL THERAPY
& SPORTSCARE

DS PHYSICAL THERAPY
AND SPORTSCARE

AGREEMENT TO PAY

| understand and agree that | am responsible and liable for payment of all charges
assessed for professional services rendered. | understand insurance claims forms will be
submitted to my insurance company as a matter of convenienceto me and | am primarily
responsible for all charges regardless of my existing medical coverage. Inthe event my
insurance company forwards payment directly to me, | will deliver such payment to
Campbell Physical Therapy.

| authorize payment of medical benefits to Campbell physical therapy for services
rendered. (A copy of this authorization can be considered as an original for insurance
purposes. | also give consent to receive physical therapy treatments).

Signature: Date:

If you would like usto , we can automatically apply your portion of the bill to your Visa
or Mastercard.

| here by authorize: Campbell Physical Therapy
163 E. Hamilton Ave.
Campbell, CA 95008

To apply my balance ot my charge card account

[ Visa [] Mastercard [] Other

Expires on:



DS PHYSICAL THERAPY
AND SPORTSCARE

CAMPBELL PHYSICAL THERAPY
& SPORTSCARE

Effective Date: April 14, 2003

NOTICE OF PRIVACY PRACTICES

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

If you have any questions about this notice, please contact our privacy officer:
chris Ota, Campbell Physical Therapy

163 E. Hamilton Avenue Campbell, CA 95008

408-866-5567

This notice describes the procedures and practices that this clinic and its professional, support and
administrative staff follow to protect the privacy of your health information.

YOUR HEALTH INFORMATION

This notice applies to the information and records we have about your health, health status, and the health
care and services you received at this office. Your health information may include information created and
received by this office, it may be in the form of written or electronic records or spoken words, and it may
include information about your health history, health status, symptoms, examinations, test results,
diagnoses, treatments, procedures, prescriptions, related billing activity and similar types of health-related
information.

We are required by law to give you this notice. It will tell you about the ways in which we use and disclose
health information about you and describes your rights and our obligations regarding the use and disclosure
of that information.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose health information for the following purposes:

For Treatment. We may use health information about you to provide you with medical treatment or
services. We may disclose health information about you to doctors, nurses, technicians, office staff or other
personnel who are involved in taking care of you and your health.

For example, the doctor who referred you for physical therapy may be treating you for a medical or
orthopedic condition and we may need to know about that and any other health problems that could
complicate your treatment. We may use your medical history to decide what treatment is best for you. We
will consult with your doctor and send reports about your treatment to the doctor. We do this to provide the
most appropriate care for you.

Different personnel in our office may share information about you and disclose information to people who
do not work in our office in order to coordinate your care, such as telephoning your doctor and getting
needed information. Family member and other health care providers may be part of your physical therapy
outside this office and that may require us to provide information about you.

For payment. We may need to disclose health information about you in order to bill your health plan or
insurance company or other third party for your treatment in this clinic.



We may also need to tell your health plan or insurance company about a treatment you are going to receive
in order to obtain prior approval, or to determine whether your plan will pay for the treatment.

For Health Care Operations. We may use and disclose health information about you in order to manage
the clinic and ensure that you and our other patients receive quality care.

For example, we may use your health information to evaluate the performance of our staff in caring for
you. We may also use health information about all or many of our patients to help us decided what
additional services we should offer, how we can become more efficient, or whether certain treatments are
effective for certain problems.

We may also disclose your health information to your health plan and other health care providers that care
for you in order to help these plans and providers evaluate or improve care, reduce cost, coordinate and
mange health care and services, train staff and comply with the law.

Appointment Reminders. We may contact you to remind you of your appointment.

Treatment Alternatives. We may tell you about or recommend possible treatment options or alternatives
that may interest you.

Health-Related Products and Services. We may tell you about health-related products or services that may
interest you.

Please notify us if you do not wish to be contacted for appointment reminders, or if you do not wish to
receive communications about treatment alternatives or health-related products and services. If you advise
us in writing (at the address listed at the top of this Notice) that you do not wish to receive these
communications, we will not use or disclose your information for these purposes.

OTHER CIRCUMSTANCES

We may use or disclose health information about you for the following purposes, in accordance with the
requirements and limitations of state and other law:

To Avert Serious Threat to Health or Safety. We may use and disclose health information about you when
necessary to prevent a serious threat to your health and safety or the health and safety of the public or
another person.

Required By Law. We will disclose health information about you when required to do so by federal, state
or local law.

Research. We may use and disclose health information about you for research projects that are subject to a
special approval process. We will ask you for your permission if the researcher will have access to your
name, address or other information that reveals who you are, or will be involved in your care at the office.

Military, Veterans, National Security and Intelligence. If you are or were a member of the armed forces,
or part of the national security or intelligence communities, we may be required by military command or
other government authorities to release health information about you. We may also release information
about foreign military personnel to the appropriate foreign military authority.

Worker's Compensation. We may release health information about you for workers' compensation or
similar programs. These programs provide benefits for work-related injuries or illness.



Public Health Risks. We may disclose health information about you for public health reasons in order to
prevent or control disease, injury or disability; or report suspected abuse or neglect, non-accidental physical
injuries or problems with products.

Health Oversight Activities. We may disclose health information to a health oversight agency for audits,
investigation, inspections, or licensing purposes. These disclosures may be necessary for certain state and
federal agencies to monitor the health care system, government programs, and compliance with civil rights
laws.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose health information
about you in response to a court or administrative order. Subject to all applicable legal requirements, we
may also disclose health information about you in response to a subpoena.

Law Enforcement. We may release health information if asked to do so by a law enforcement official in
response to a court order, subpoena, warrant, summons or similar process, subject to all applicable legal
requirements.

Coroners, Medical Examiners and Funeral Directors. We may release health information to a coroner or
medical examiner. This may be necessary, for example, to identify a deceased person or determine the
cause of death.

Information Not Personally Identifiable. We may use or disclose health information about you in a way
that does not personally identify you or reveal who you are.

Family and Friends. We may disclose health information about you to your family members or friends if
we obtain your verbal agreement to do so or if we give you an opportunity to object to such a disclosure
and you do not raise an objection. We may also disclose health information to your family or friends if we
can infer from the circumstances, based on our professional judgment that you would not object. For
example, we may assume you agree to our disclosure of your personal health information to your spouse
when you bring your spouse with you into the room during treatment or while treatment is discussed.

In situations where you are not capable of giving consent (due to your incapacity or medical emergency),
we may, using our professional judgment, determine that a disclosure to your family member or friend is in
your best interest. In that situation, we will disclose only health information relevant to the person's
involvement in your care.

Non-Custodial Parent. We may disclose health information about a minor child equally to the custodial
and non-custodial parent unless a court order limits the non-custodial parent's access to the information.

OTHER USES AND DISCLOSURES PURSUANT TO YOUR SIGNED
AUTHORIZATION

We will not use or disclose your health information for any purpose other than those identified in the
previous sections without your specific, written Authorization. If you sign an Authorization for us to use or
disclose health information about you, you may revoke that Authorization, in writing, at any time. If you
revoke your Authorization, we will no longer use or disclose information about you for the reasons covered
by your written Authorization, but we cannot take back any uses or disclosures already made with your
permission.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the following rights regarding health information we maintain about you:



Right to Inspect and Copy. You have the right to inspect and copy your health information, such as
medical and billing records, that we keep and use to make decisions about your care. You must submit a
written request to chris Ota at our clinic in order to inspect and/or copy records of your health information.
If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other
associated supplies.

We may deny your request to inspect and/or copy records in certain limited circumstances. If you are
denied copies of or access to, health information that we keep about you, you may ask that our denial be
reviewed. If the law gives you a right to have our denial reviewed, we will select a licensed health care
professional to review your request and our denial. The person conducting the review will not be the person
who denied your request, and we will comply with the outcome of the review.

Right to Correct. If you believe health information we have about you is incorrect or incomplete, you may
ask us to amend the information. You have the right to request a correction as long as the information is
kept by this office.

To request a correction, complete and submit a MEDICAL RECORD AMENDMENT/CORRECTION
FORM to chris Ota in our clinic. We will provide you with one of these forms at your request.

We may deny your request for an amendment if your request is not in writing or does not include a reason
to support the request. In addition, we may deny your request if you ask us to correct information that:

* Wedid not create, unless the person or entity that created the information is no longer available to
make the correction.

* Isnot part of the health information that we keep.

*  You would not be permitted to inspect and copy.

¢ Is accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an "accounting of disclosures." This

is a record of the disclosures we made of medical information about you for purposes other than treatment,
payment, health care operations, and a limited number of special circumstances involving national security,
correctional institutions and law enforcement. The records may also exclude any disclosures we have made
based on your written authorization.

To obtain this accounting, you must submit your request in writing to chris Ota in our clinic. It must state
the time period for which you want an accounting. The time period may not be longer than six years and
may not include dates before April 14, 2003. Your request should indicate in what form you want the list
(for example, on paper, electronically). The first list you request within a 12-month period will be free. For
additional lists, we may charge you for the costs of providing the list. We will notify you of the cost
involved and you may choose to withdraw or modify your request at that time before any costs are
incurred.

Right to Request Restrictions. You have the right to request a restriction or limitation on the health
information we use or disclose about you for treatment, payment or health care operations. You also have
the right to request a limit on the health information we disclose about you to someone who is involved in
your care or the payment for it, like a family member or friend. For example, you could ask that we not use
or disclose information about a surgery you had.

We are not required to agree to your request. If we do agree, we will comply with your request unless the
information is needed to provide you emergency treatment or we are required by law to use or disclose the
information.



To request restriction, you may complete and submit the REQUEST FOR RESTRICTION ON
USE/DISCLOSURE OF MEDICAL INFORMATION AND/OR CONFIDENTIAL COMMUNICATION
to chris Ota in our clinic. We will provide you with one of these forms at your request.

Right to Request Confidential Communications. You have the right to request that we communicate with
you about medical matters in a certain way or at a certain location. For example, you can ask that we only
contact you at work or by mail or e-mail.

To request confidential communications, you may complete and submit the REQUEST FOR
RESTRICTION ON USE/DISCLOSURE OF MEDICAL INFORMATION AND/OR CONFIDENTIAL
COMMUNICATION to chris Ota. We will not ask you the reason for your request. We will accommodate
all reasonable requests. Your request must specify how or where you wish to be contacted.

Right to a Paper Copy of this Notice. You have the right to a paper copy of this notice. You may ask us to
give you a copy of this notice at any time. Even if you have agreed to receive it electronically, you are still
entitled to a paper copy.

CHANGES TO THIS NOTICE

We reserve the right to change this notice, and to make the revised or changed notice effective in the future.
We will post the current notice or a summary of the current notice in the office with its effective date in the
top right hand corner. You are entitled to a copy of the notice currently in effect.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with our office or with the
Secretary of the Department of Health and Human Services. To file a complaint with our office, contact
chris Ota in our clinic at 408-866-5567. You will not be penalized for filing a complaint.
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