E6 PHYSICAL THERAPY PAST MEDICAL HISTORY FORM
Patient name: Today's date:

Doctor's name referring you to physical therapy:
Date of next doctor visit?

How long have you had these symptoms/injury?
Are you presently working? Y N

Have you had these symptoms before? Y N
Have you had recent surgery for these symptoms? Y N Surgeon's name;
Doyousmoke? ¥ N

Do you participate in any sports, exercise programs or activities on a regular basis? Y N
Have you had any diagnostic testing for these symptoms?

a X-ray Date: O CT Scan Date:
O MRI Date: O Injections Date:

O EMG/NCVDate:
Check the item that best describes how your sympioms occurred:

__Work related injury ___ Motor vehicle accident ___Lifting injury
____Athletic/recreational injury ___ Unknown ____ Other (explain)

Please check if you have, or ever had any of the following:

O Diabetes O Chest PainfAngina O Stroke (CVAYTIA

O Heart Attack 0 Heart Palpitations 0 Allergies to aspirin

O Seizures O Heart Disease 0O Allergies/poor tolerance to heat/cold
O Hernia O Pacemaker 0 Other Allergies

0O Cancer O High Blood pressure O Metal Implants

O Headaches O Asthma/Breathing difficulties [0 Skin Abnommalities

0O Recent Fractures O DizzinessfFainting O Sexual Dysfunction

£ Nausea/Vomiting 0O Rheumatoid Arthritis O Bladder/Bowel Abnormaiities

[0 Surgeries 0O Kidney problems O Liver/Galibladder problems

O Ringing in your ears 1 Special Diet guidelines Are you currently pregnant? Y N

Are you currently taking medication? Y N pain / Symptoms:
If yes, give name & the condition it's for: On the Bady Diagram, indicate your region of pain using the symbols below.
(X} : Sharp [+): Numby/Tingling {#): DullfAching (B}: Buming

Rate your Pain:

Pain Level [D-10):
8=No Poin & 10= Emergency Room

Is there any other information about your
past medical history that we need to know?

Patient or Guardian Signature & Relationship fo the Patient Date of Signature




o/f/u//ic,

£6 Physical Therapy

INSURANCE INFORMATION

As a courtesy to our patients, we will verify and file your claim with your insurance company; however, we cannot
guaraniee payment. We strongly suggest that you read your policy manual as it pertains to physical, eccupational or
speech therapy coverage, Many insurance companies have stipulaticns that fimit the benefit in some way, such as
sessions, supplies, deductibles, co-pays, etc. Thesae stipulations should be noted in your policy manual, Please see
E6 Physical Therapy's Financial Notice for further information regarding the benefits we were quoted.

SUPPLIES POLICY |

Payment for all supplies not covered by insurance is due at the time of service.

MEDICARE PATIENTS: Medicare does not cover supplies. You are responsible for payment for all supplies used in
your treatment at the time of each visit.

fTEMS NOT COVERED BY YOUR INSURANCE ARE YOUR RESPONSIBILITY. We have an agreement with you,
not your insurance company, for receipt of payment. Please be aware of this and plan to make payments accordingly.
WORKER'S COMPENSATION benefits will be verified; however, this does not guarantee payment. In the event of a
denial, this accaunt will become YOUR RESPONSIBILITY.

CONSENT TO TREATMENT —I

I understand that | have been referred for rehabiiitative treatment and care to E6 Physical Therapy. A representative
for E6 Physical Therapy will describe {or me my individual treattnent plan. | understand that | have the right to ask and
have any questions answered prior fo receiving any treatment, including any risks or alternatives to the treatment plan
that was prescribed by my physician and/or recommended by my therapist. By signing this agreement, { consent to
have E6 Physical Therapy provide treatment and care as prescribed by my physician and/or recommended by
my theraplst.

The statements are true and complete {o the best of my knowledge. | understand fully the payment policies and billing
procedures of E6 Physical Therapy. | hereby authorize E6 Physical Therapy to furnish my insurance company{(s),
attorney, or legal representative all information that said parties might request concerning my present ikness or injury. |
hereby assign E6 Physical Therapy all money to which [ am entitled for medical expenses related ‘o the service
reported herein, but not fo exceed my indebtedness to EG Physical Therapy. | atso designate E6 Physical Therapy as
an authorized representative to act on my behalf to appeal any denials of benefits and to pursue any remedies
otherwise available under law, including under ERISA (Employee Refirement Income Security Act). if Is understood
that any money received from the above named parfies over & above my indebtedness will be refunded to me when
my bill is paid in full. f am firancially responsible ta E6 Physical Therapy for charges not cavered by my
insurance company. By signing this document, |, the undersigned, have read the above items, understand the
above items and agree to the items as outlined above.

Patient Name (please print:

Signature & Reiafionship fo Patient (serr, parent or legat guardiany; Date:

BUSINESS DISCLOSURES TO INDIVIDUALS INVOLVED IN THE ABOVE NAMED PATIENT'S CARE

i , authorize E6 Physical Therapy to disclose my health information that is
dlrectly related to my current treatment to the individual(s) listed below for purposes of their role in my reatment or
payment for the heaith services that | have received.

Name: Relationship:

Name: Relationship:

EMERGENCY CONTACT INFORMATION

Name: Relationship to Patient: Phone# (incf Area Code): ()




COVID-19 RISK INFORMED CONSENT

I understand the novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World
Health Organization. | further understand COVID-19 is extremely contagious and is believed to spread by
person-to-person contact; and, as a result, federal and state health agencies recommend social
distancing.

I understand even if | have been tested for COVID and received a negative test result, the tests in some
cases may fail to detect the virus or | may have contracted COVID after the test. | understand COVID-19
may cause additional risks, some or many of which may not currently be known at this time, in addition
to the risks described herein, as well as those risks for the treatment. | understand possible exposure to
COVID-19 before/during/after my treatment may result in the following: a positive COVID-19 diagnosis,
extended quarantine/self-isolation, additional tests, hospitalization that may require medical therapy,
Intensive Care treatment, possible need for intubation/ventilator support, shori-term or long-term
intubation, other potential complications, and the risk of death.

| recognize E6 Physical Therapy, LLC and ail staff are closely monitoring this situation and have put in
place reasonable preventative measures aimed to reduce the spread of COVID-19. However, given the
nature of the virus, | understand there is an inherent risk of becoming infected with COVID-19 by virtue
of proceeding with treatment,

| have been given the option to defer my treatment to a later date. However, | understand all the
potential risks, including but not limited to the potential short-term and long-term complications related
to COVID-19. | would like to proceed with my desired treatment.

Patient’s full name (printed):

Signature of Patient or Person Authorized to Sign for Patient Date/Time

Witness Signature Date/Time

t have been offered a copy of this consent form (patient’s initials)




E6 Physical Therapy

WELCOME TO E6 PHYSICAL THERAPY
it is our mission to help you
reduce pain, improve mobility and strength, and return to work
and/or recreational activities as guickly as possible.
Listed below are a few items that we would like to make you aware of during your visit(s).

ATTENDANCE

= Your medical care is very important to us and your physical therapy visits are based upon your physician's orders
and the treatment plan that we create for you. Therefore, it is important that you attend your scheduled follow-up
visits as recommended by your doctor and physical therapist. Attending your follow-up visits ensures that we are
able to oversee your progress and madify your regimen in response to your improvement.

o Worker's Compensation Patients only - please be aware that your physician, employer, case
managerfinsurance adjustor will be notified of cancellations/no shows and this in turn could be detrimental to your
worker's compensation claim. .

HOME EXERCISE - You will receive a Home Exercise Program that has been individually tailored to you and your
specific condition,
¢ ltis very important that you perform your exercise program exactly as your therapist has outlined.
= ltis our experience that patients who perform their exercise program improve at a faster rate and report a greater
tevel of satisfaction with their overall recovery.
» Please feel free to ask your therapist if you have questions about your exercises as they are the most important
part of your recovery.
+  We look forward to partnering with you through the process of rehabilitation and are excited to provide you with
the skills necessary to meet your goals.

COVID-19 (Corona Virus) - In order to maintain your safety and the safety of other patients and our staff, the following
items are required when you are in our facility:

e You must have your face mask on prior to entering our building.

e Other than your wallet and keys, all other personal belongings (including your celiphone), must be stored in
your vehicle. Your wallet and keys will be placed in a locker and we ask that you only access them once your
appointment is finished.

You will be required to wash your hands prior to going back into the treatment areas.

Your tempurature and oxygen saturations will be taken prior to starting your freatment.

Yau should come alone to your appointment and if anyone has to coTne with you, we ask that they wait in your
vehicle,

= Prior to your appointment andlor prior to entering our building, if you are experiencing symptoms of
fever, cough, or shortness of breath, please call our office at (505) 830-3678.

MUSIC - We believe that upbeat music is an integral part of the rehabilitative process by creating a positive environment
and to motivate and facilitate exercise.

By signing this document, I, the undersigned, have read the above ifems, understand the above
items and agree fo the items as outlined above.

Patient Name (please pring):

Signature of Patient/Legal Guardian & Relationship to Patient Date:
(self, parent or legal guardian)




E6 Physical Therapy
FINANCIAL RESPONSIBILITY STATEMENT
IMPORTANT INFORMATION - PLEASE READ

e Although we verify your health benefit coverage, we do not know vyour actfual financial responsibility until your
insurance company pays for all dates of service. The health benefit coverage outlined below is only an estimate and is
based upon the information given to us by your insurance company.

o Please be aware that it is ultimately your responsibility to know your healthcare benefit coverage for physical,
accupational and speech therapy. If vou do not know your benefit coverage, we strongly recommend that you
contact your insurance company directly for any guestions and/or concerns you may have.

» Unless 100% coverage has been verified with no co-pay, deductible and/or co-insurance with your insurance company,
you are responsible to pay per visit any co-pay, deductible and/or co-insurance as outlined below.

e Please note that any deductible/co-insurance payment you make per visit is only an estimated amount and it is
probable that you will receive a bill from E6 Physical Therapy after your insurance company has paid all dates
of service. In the event that you over-pay your deductible/co-insurance, a refund will be issued to you after your
insurance company has paid all dates of service and all insurance payments have been posted to your account.

We accept cash, checks, Visa, MasterCard and Discover as forms of payments.

Your verified co-pay amount is $ per visit.

Your verified deductible amount is § and has been MET/NOT MET. Once your deductible is satisfied, your
verified co-insurance is %. Your estimated payment is $ per visit (See above for addifional
information).

*If you have Secondary insurance, that insurance company should pay the Primary insurance deductible and co-
insurance, but it is highly recommended that you check with your Secondary insurance regarding your policy and
their payment processes for Primary deductibles and co-insurance.

CASH PATIENTS ONLY - your payment is § per visit. Payment in full is expected at the beginning of
each treatment visit and it is your responsibility to come to the front desk to make your payment.

EEES

CANCELLED/NO-SHOW APPOINTMENTS -~ Missing your follow-up visits may delay your rehabilitation progress.

Failure to give 24-hour advance notice to cancel an appointment will result in a $50.00 charge to your account.
Your insurance plan will not be billed for cancel/no-show appointments.

Payment for any missed appointment will be collected on your next scheduled appointment.

If 2 or more appointments are missed, your therapist may discharge you from physical therapy and your
physician will be notified that you have been discharged from physical therapy for non-compliance.

SUPPLIES/DURABLE MEDICAL EQUIPMENT - Please be aware that most insurance companies do not pay for supplies
and/or durable medical equipment. All supplies and/or durable medical equipment must be paid for at the time of service.

INTEREST - Any payment not received within 30 days from the first statement date, the outstanding account balance will
accrue interest at the rate of 1.5% per month (18% per annum) beginning from the first date of treatment until the account is
paid in full.

ATTORNEY FEES & CCLLECTION COSTS — As permitted under applicable law, you agree to pay reascnable attorneys fees,
expenses, and court costs we incur in order to collect your account or protect our rights under this agreement.

There is a $25 charge for each returned check.

By signing this document, the undersigned is agreeing to have read this policy, understands this policy, and agrees to the policy
as outlined above.

Patient or Guardian Sighature Date




E6 Physical Therapy’s Notice of Privacy Practices
Effective date: 6/M6/14

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.

We understand that medical information about you is personal and we are committed to protecting it. ESPT is required by law to maintain the privacy of
your health information, to follow the terms of this Notice, and to provide you with this Notice of our legal duties and privacy practices with respect to your
health Information. We are required to follow the tenms of the Notice that s cumrently in effect,

How ESPT May Use or Disclose Your Health Infonmation
We may use ar disclose yaur health information:
» For Treatment — To provide physical, accupational andfar speech senvices to you.
For Payment — So that your PT, GT and/or SLP services may be billed {o and payment may be callected from yau, your instirance company,
orathied party.

»  For Health Care Operations — For acliviies nacessary o run EGPT and make sure that you receive quality customer service.

» For Appointment Reminders and Health-Related Products and Services — including daily appeintment cards, to tel! you aboul health related
services and products, or recommand possible treatment altematives that may be of interest to you.

%  To Individuals invelved in Your Care or Payment for Your Care — lncluding a family member or fiend who is involved in your medical care or
payment for your care, provided that you agree to the disclosure, or we give you an apportunily to objedl fo the disclosure. If you are not
available or are unable to agree or object, we will use our best judgmant to decide whether this disclosure Is in your best interests,

>  We may also disclose your health information:

»  AsRequired by Law — To comply with fedesal, state or local law.

» To Avert a Serious Threat to Heallh or Safely — In relation 10 you, another person, or the public. Any disclosure would be only to someone
able o avert the threat.

>  For Public Health Activities/Risk Frevention — Including activilies 1o prevent or control disease or injury; report problems with products; or,
report abuse or neglect.

»  For Health Oversight Activities — When requested by a health oversight agency, where authorized by law, for aclivilies necessary for the
government to manitor the health care system, including audits, investigations, inspections and licensuie.

» For Lawsuits and Disputes — I response to 2 court or administrative order, & subpoena, a discovery request or other lawiul process by

someone else involved in the dispute, but only If efforts have been made to tell you about the request {which may include written notice to you)
or to obtain an erder protecting that information.

»  For Speclalized Government Fenctions — Such as; {1} if you are a member of the anmed forces, as required by mifitary cémmand authorfiies;
{2) if you are an inmate or in lawfu! custedy, fo @ comectional facility or law enforcement official; (3} in response to a request from Jaw
enforcerment, if certain conditions are satisfied; (4) for national seeurity reasons authorized by law; and (8) to authorized federal officials to
protect the President, other autherized persons or head of stale.

>  ForWoarkers' Compensation or other similar programs.

Cther Uses and Disclosures of Your Health Information

Except as described in this Notice, EEPT will not use or disclose your health information without your written authorization. {F you do authorize EBPT to
use or disclose your healih Information, you may revoke your authorzation in writing at any time. If you revoke your authorization, this will stop any
further use or disclosure of your health information for purpases covered by your wiitten authorization, except if we have already acted on your
permission.

You Have the Following Rights with Respect to your Health Information

»  You have the right to request that we follow special restrictions when using or disclesing your health informaticn for treatment, payment or
health care operations, or to someone who is involved in your came or the payment far your care. ESPT is not required to agree to your
request. If we do agree, we will comply with your request uniess the isformation is needed to pravide you emergency reatment and other
exceptions pursuant o [aw.

¥  Wilh certain exceptions, you have the right to inspect and copy your health information. Usually, such information includes prescription and
billing records. We may deny your request fo inspect and copy in certain limited circumstances, in which case, you may request that ihe
denial be reviewed.

¥  You have the right ta request that E6PT amend your health information if you fee] that it is incorect or incomplete. You must provide a reason
in writing supporting your request. We may deny your request if the heslth information is accurate and complete or is not part of the heaiih
Information kept by or for EGPT. Even if we deny your request for amendment, you have the right to submiit a staternent of disagreement
regarding any item in your record you believe is incomplete or incorect. If you request, this will become part of your medical record, and we
will attash it fo your records and include { whenever we make 2 disclosure of the item or statement you believe is incomplete or incorect

¥ You have a right to request an accounting of disclesures of your health information. This is a list of disclosures we made of your health
information, olher than for treatment, payment, health care cperations, and other exceplions pursuant to law. You must specify the time
period, which may not be longer that six years and may not include dates prior to Dacember 1, 2008.

»  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
may request thal we contact you only at work or at a different residence or post office box. We will accommeodate all reasonabie requests.

Changes to this Notice of Privacy Practices

E6ET reserves the right 1o change this Nolice. We reserve the right to make the revised or changed Notice effective for health information we already
have about you as well as any information we receive in the future. If we change our Nolice, you may be asked {o sign a new Notica which will then be
filed in your patient chart.

By signing kalow, | acknowledge that | have recelved the E6PT's Privacy Notice.

Signature of Patient or Authorized Representativa Date




