M@ARE PhysicalTherapy

3454 Zafarano Drive, Ste A
Santa Fe, NM 87507
(505) 216-5008

PATIENT INFORMATION:

First Name Last Name
Preferred Name DOB  / /
Home Address
Home Phone Cell Phone
Email Address
Social Security Number (of responsible party)
Employer
Employer Address
Emergency Contact: !
Name .
Relation, |
Phone ‘

Patient Gender (Circl!e one) Male Female Tramsgender  Prefer Not to Say

Referring Physician_ |

Have you had any other physical therapy this year? Yes No
If yes, when .

Insurance Info: !

Is this a Work Comp case? Yes No Currently in litigation for your injury? Yes No
Relationship to Insured (circle one) Self Spouse Child Dependent Other

Primary Insurance Company

Policy Number ! Group Number

Secondary Insurance|Company (if applicable)
Policy Number - ‘ Group Number




MerQt 2023 9:40am  Integration Therapy SF

MEDICAL INFGRMATION:

Date of onset of symptoms

5057808794 p.3

Date of soxgery

Briefly desoribe whar brings von to PT taday

Allergies {please list if applicable)

smcsedea ey

Prior Surgeries

Latexallergy? ¥ N

Curremtly pregnami? ¥ N

Pain/ Symptom location (please circle):

Please rate your pain; 0-10
Comently

Athest

At worst I

Medical conditions: (please check ali that apply)
i

{J Numbness/ tingling

[] Radiating pain

{1 Osteoarthritis

] Rbeumatoid arthris |

[3 Ostecpenia/ Osteoporosis

1 Dizziness

{1 Nausea/ Vomiting |
{1 Tripping/ Falls '
[ Gastrointestinal issues
1 Weightloss |

Cccupation;

i
Recent imaging (within past year):

: Gout
Cancer
Change in bowel! bladder fimction

Headaches

Pacemaker
Other implanted devices
I} orher (please explain):

Crorent medications (names and}
dosagesY:

I hereby certify that this medical information is acourate to the best of my

(Signatuee)

mowledge

(Date)




CONSENTTO TREAT

L

understand that1 have been referred for rehabilitative treatmentand care
to Physical Therapy Center. The Physical Therapy Centerwill performan Initial Evaluation and describe

for me my individual treatment plan. ! understand that | have the right to ask and have any questions
answered priorto receivingany treatment, including any risks or alternatives to the treatmentplan that
has been prescribed by my physician and/or recommended by mytherapist. Bysigning this agreement,

| consentto have Physical Therapy Centerprovide treatmentand care as prescribed by my physician
and/orrecommended by mytherapist.

The statements are true and complete to the best of my knowledge. | understand fully the payment
policies and bi!li'ng procedures of Physical Therapy Center. | hereby authorize Physical Therapy Centerto
furnish my insur!'ance company(s), attorney, or legal representative with all information which said
parties may requestconcerning my presentillness or injury. 1 hereby assign Physical Therapy Centerall
money to which | am entitled for medical expenses related tothe service reported herein, but notto
exceed my inde:btedness toQutpatient Rehiabilitation. Itis understood thatany money received from
the above-named parties overand above my indebtedness will be refunded to me when my bill is paid
in full.. I undersitand that! am financially responsible to Physical Therapy Centerforcharges not covered
by my insurance company. To include copays, deductiblesand any other charge as it pertains to
physical therapy. | certify by my signature that | have read and agree to this information.

I

Print Name;

Signature: Date:
|

WARNING: CONFIDENTIALITYNOTICE - The information enclosed with this transmission are the private,

confidential propertyof the sender, and the material is privileged communication intended solely for

- theindividual indicated. If you are notthe intended recipient, you are notified that any review,
disclosure, copying, distribution, or the taking of any otheraction relevanttothe contents of this

transmission at:'e strictly prohibited. If you have received this transmission in error, please notify us

immediately at (505) 454-1213- or learcia@ptservicesusa.com



