Intake Form

Thank you for choosing Gymfit Physical Therapy & Wellness!

Please complete all new patient forms within 24 hours of receipt.

1. Please enter your information.

First Name: Middle Initials: Last Name: Date of Birth:

Gender: Marital Status:

¢ Female ¢ Male ¢ Single ¢ Married ¢ Domestic Partner ¢ Separated ¢ Divorced « Widowed
Street Address: Apt./Unit #: City: State: Zip Code:
Mobile Phone: Home Phone: Work Phone:

Email: Preferred contact method:

¢« Mobile Phone «© Home Phone ¢ Work Phone ¢ Email

Emergency Contact: Name Relationship to Patient

Responsible Party
¢ Self ¢ Spouse ¢ Parent ¢ Other

Street Address: Apt./Unit #: City: State:  Zip Code:

Responsible Party Phone #:

How did you hear about us?
I Doctor Referral ™ Online search ™ Other

2. Primary Insurance

Primary Insurance Company Member ID / Policy # Group Number

Client Relationship to Insured
¢ Self ¢ Spouse ¢ Child ¢ Other

Insured Name Insured Phone # Insured Date of Birth Insured Gender
¢ Female ¢ Male

Insured Street Address Insured City Insured State Zip Code
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3. Secondary Insurance

Secondary Insurance Company Member ID / Policy # Group Number

Client Relationship to Insured
¢ Self ¢ Spouse ¢ Child ¢ Other

Insured Name Insured Phone # Insured Date of Birth Insured Gender
¢ Female ¢ Male

Insured Street Address Insured City Insured State Zip Code

4. |s this visit related to an auto accident or a work accident?

¢ Auto Accident ¢ Work Related Injury
~ No

5. What was the accident date?

6. Do you have an attorney?

© Yes « No
« Not Applicable

7. Provide your lawyer's name and contact information:

8. Do you have paperwork related to your case? If yes, please email all paperwork to
info@gymfitpt.com.

¢ Yes ¢ No
c Not Applicable

9. Have you already been seen for this accident by another physical therapy provider?

¢ Yes ¢ No
« Not Applicable
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Please answer the following questions to the best of your ability. For
the following questions, unless otherwise indicated, select the single
best choice for each question. All of your responses are confidential.

10. Please describe how and when your injury/pain/complaint occurred:

Please describe:

11. Please provide a recent timeline of doctor's appointments, medical events/surgery or
procedures you have had leading up to physical therapy:

12. Please list any surgeries for this condition, or previous surgical procedures, and any
details/hardware (i.e. prosthesis, wires, internal pins/fixators).

Current Level of Function

13. Please review the following listed activities and answer "Yes" if you were able to perform
without pain, limitations or compensation PRIOR to your injury.

14. Yes No Not Applicable

Cooking

Cleaning

Bathing

Driving

Walking - 1 Minute

Walking - 5 Minute

Walking - Greater than 20 minutes

Moving - From sit to stand

Moving - From standing to sitting

Moving - In bed
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15.1f "No" for any of the above, please explain here.

16. How long have you had this condition?

17.How does it impact your quality of life?

18. Have you seen a physician or other health practitioner about this? If 'yes', when? What was the
diagnosis (if any)?

19. What aggravates this condition?

20. What improves this condition?

21. How would you describe your general state of health?

¢ Excellent ¢ Good
¢ Fair ¢ Poor

22. Have you had any serious conditions, illnesses, injuries, and/or hospitalizations in the past? If
'yes', please list approximate dates.
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23. Do you have any allergies (medicines, cosmetics, environmental, foods)? If 'yes', please
describe.

24. Cardiovascular Please check the boxes for any condition(s) you have experienced or are
experiencing:
I~ Chronic congestive heart
" High blood pressure " Low blood pressure failure
™ Heart attack I~ Stroke/CVA ™ Phlebitis/varicose veins

I~ Pacemaker or similar
I Heart disease device(s)

25. Respiratory Please check the boxes for any condition(s) you have experienced or are
experiencing:

I~ Chronic cough " Shortness of breath I~ Bronchitis
r Asthma r Emphysema

26. Communicable Diseases Please check the boxes for any condition(s) you have experienced or
are experiencing:

I~ Hepatitis I~ Skin conditions rTB
r HIV/AIDS I~ Other

If any other communicable diseases or haemophilia, please describe

27.Bone Health

History of Fractures? If 'yes", please describe.
~ Yes ¢ No

28. Osteoporosis / Osteopenia

c Yes ¢ No If 'yes", please indicate the date of last bone density scan.
29. Arthritis

c Yes ¢ No If 'yes", please specify onset and type.
30. Diabetes
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c Yes ¢ No If 'yes", please specify onset and type.

31. Epilepsy

¢ Yes r No

32. Cancer

c Yes ¢ No If 'yes", please specify onset, type and current state.

33.Is there a family history of any of the above conditions? If 'yes', please describe.

34. Head / Neck Please check the boxes for any condition(s) you have experienced or are
experiencing:

I" History of migraines/ new
I" History of headaches onset? I~ Vision loss/changes

I~ Dizziness/Double vision " Hearing loss/ear condition(s)

35. Pelvic Health

Are you currently pregnant? If 'yes", what is the due date? Number of prior pregnancies, if
c Yes ¢ No any:

Have you experienced any changes to your If "yes", please describe.

continence?

« Yes ¢« No

36. Other Condition(s) Please check the boxes for any condition(s) you have experienced or are
experiencing:

I~ Allergies/hypersensitivity? I Mental health I~ Digestive Conditions
I~ Organ dysfunction  Other(s)

If "other(s)", please specify

37. Habits and Lifestyle

Do you smoke? If 'yes', what? How much per day? Since when?
r Yes I No

Do you drink alcohol? If 'yes', what? How much? How often?
I Yes " No
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Do you drink soda pop?

I Yes I No

Do you exercise

regularly?
I Yes I No

38. Current emotional stress scale:

0 - No stress / 10 - Extremely stressed
c0cl1c2c3cdc5c6c7c8c9c10

If 'yes', what type?
¢ Regular ¢ Diet

How much?

How often?

If 'yes', please describe what you do.

39. Please list all current medications (prescription, over-the-counter, vitamins, herbs,

homeopathics) and specify the date your started using it and dosage.

Medication

Date first use

Dosage

40. Supplements:

Supplement
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GYMFIT PHYSICAL THERAPY & WELLNESS FINANCIAL & OFFICE
POLICIES

Thank you for choosing GymFIT Physical Therapy & Wellness. We are committed to your entire experience
here being successful, and we want you to completely understand our financial policies. You have a financial
responsibility that obligates you to ensure full payment of your bill.

Private Insurance. Our staff is pleased to directly bill your insurance company after your insurance coverage
has been verified. We need complete and accurate information about your policy. Co-payments and annual
deductibles will be collected at the at the time of service unless you have made other arrangements with our
office. Most insurance companies pay a percentage of your bill. It is the responsibility of the patient or the
person responsible for the payments to remit any amount not covered by insurance.

Managed Care Programs (HMOs). If you are enrolled in this type of program, you are required to have a
referral (not a prescription) from your primary care physician for our services prior to making an appointment.

Changes in Coverage. It is your responsibility to inform us of any and all changes of insurance coverage
during the course of treatment. Failure to do so may result in denial of coverage by your insurance company
and you will be billed for any services denied for no coverage. This includes auto insurance with and without
worker's compensation without private insurance.

Payment. Balances will be considered current from the date your insurance pays its portion. After that, the
payment is due upon receipt of a statement from our office, through your online patient portal, or at your next
visit. Call our office if you need assistance accessing your online account. A payment plan is available. Once
set your first payment is due.

NOTE: Your insurance policy is a contract between you and your insurance company. GymFIT Physical Therapy
strongly recommends that you verify outpatient benefits with your insurance company. We cannot guarantee
payment of your claim. Overdue accounts may generate a 1 percent interest charge.

Fee-For-Service. We offer a private pay service for our patients without medical insurance coverage or who
have exhausted their annual visit limit for physical therapy. Payment is due at the time of service. We accept
cash, personal check, Visa, MasterCard, or American Express. No payment plan is available for self pay.

No-Show Policy. Please call the office at least 18 hours in advance to reschedule. If an appointment is not
cancelled at least 18 hours in advance, you will be charged a fifty-dollar ($50) fee; this fee will not be covered by
your insurance company. Please call our office and arrange for a make-up appointment. This appointment
needs to be in the same week of the original appointment to not pay a no show fee for the missed
appointment. If there are repeated cancellations, or now shows, we reserve the right to discontinue care and
will inform your physician of the fact hat your service has been discontinued due to non-compliance with the
prescribed rehabilitation order.

Please understand that our policy is in place to assure that we maintain a superior standard of care for all of
our patients.

Agreement to Pay. | understand the Financial Policy detailed above. | understand that I am responsible for all
charges (including late charges). In the event that may insurance company forwards payment directly to me, |
will deliver such payment to GymFIT Physical Therapy & Wellness. | understand that | am responsible for
meeting my insurance deductibles, co-payments, coinsurance, and non-covered services. Should my account
become past due, the balance becomes my responsibility and is immediate due. Should any unpaid balance
be referred to a collection agency, or should any unpaid balance be referred to an attorney for litigation, all
reasonable attorney fees and court costs shall be your responsibility in a judgment.

Intake Form Page 8 of 10



Guarantee of Payment on Motor Vehicle Accident/Personal Injuries. | agree to pay GymFIT Physical
Therapy & Wellness for any outstanding balances in full. After you reach your maximum PIP benefit, insurance
may cover the remaining balance. It is your responsibility to provide all necessary cooperation and information
to our office that will allow us to pursue reimbursement from that source otherwise you will be billed for all
unpaid balances.

Worker's Compensation. We will send appropriate claim forms for services rendered on your behalf. If you
have any other insurance options that may cover these costs, please provide this information to our office. If
and when a claim is denied, you will be billed for all unpaid balances.

Care and Consent for Treatment. |, the undersigned, do hereby agree and give the consent for GymFIT
Physical Therapy & Wellness to provide physical therapy care and treatment necessary and proper in
evaluating and treating my physical condition.

Benefit Assignment/Release of Information. | authorize the release of medical information necessary for
filing health insurance claims for me by GymFIT Physical Therapy & Wellness. | also authorize my insurance
carrier(s) to make payment directly to GymFIT Physical Therapy & Wellness.

Consent for Treatment of a Minor (If applicable). As parent and/or legal guardian, | authorize GymFIT
Physical Therapy & Wellness to treat my minor child while I'm not present.

| have read and understand the above Financial Policy, Consent for Care/Treatment, and Benefit
Assignment/Release of Information and agree to the conditions listed above.

Signature
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CANCELLATION AGREEMENT

By signing this form, | acknowledge that | have read, fully understand and agree to abide by these policies and
that agree to adhere to the guidelines and fee schedules set forth in this policy by Gymfit Physical Therapy &
Wellness.

| understand that all appointments must be cancelled a minimum of 18 hours before the scheduled
appointment time. If I fail to cancel a scheduled appointment, Gymfit cannot use this time for another client
and | will be billed a no show fee for the missed appointment.

| understand that if | have a balance on my account that it needs to be paid before my appointment and
that failure to pay the debt may result in my appointment being rescheduled.*

| understand that in the event of a snow or inclement weather event, that impacts my ability to attend
my physical therapy session, | will not be charged a no show fee. Please still follow the procedures to cancel
your appointment.

| understand that if | am unable to make an appointment due to illness that | may cancel an
appointment with less than required notice. Cancellation of an appointment due to illness less than the
required notice is allowed ONCE per treatment case.
If you are ill, please cancel your appointments until you are well and can safely return to
treatment.

How to cancel an appointment:

Appointments must be cancelled at least 18 hours before the appointment. Example: If an appointment is
scheduled for Tuesday at 9am, the appointment must be cancelled by Monday at 12:00pm to avoid charges.
Failure to do so will result in being charged the missed appointment fee. Appointments can be canceled by:

e By phone at (301)818-5527 (if no answer, leave a voicemail cancelling your appointment with your full
name and appointment time).

e By sending a cancellation text to (301)818-5527 with your name and appointment time.

e Responding to the appointment reminder text indicating the need to cancel or reschedule.

*If you are unsure of your balance, you may call Gymfit's billing department at 301-615-0553. Payment plans
are available.

Signature Date
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