
Getting Better No ChangeGetting Worse

ONSET DATE: ________________________________________SURGERY DATE: ____________________________

OCCUPATION/SPORT: ______________________________________________________

REFERRING PHYSICIAN: ____________________________________________________

FRONT BACK

PLEASE SHADE THE AFFECTED AREA:
PAIN: WHERE?______________________________________

________________________

Alcohol/Drug Dependence

High Blood Pressure
Dizziness/Fainting
Osteoporosis
Cardiac Condition

Asthma

Epilepsy
Back Injury
Arthritis
Depression

Diabetes

Stroke
Fracture
Cancer
Hepatitis

Currently Pregnant, # weeks:_____

Pace Maker
Tobacco, freq ________/day
Other:
_____________________________

IS THIS CONDITION: WORK RELATED? AUTO RELATED? NEITHER

HOW IS YOUR CONDITION CHANGING? 

TREATMENT RECEIVED PRIOR TO TODAY FOR THIS CONDITION: (CHECK ALL THAT APPLY)

MRI X-Ray Injections CT scan

Date: ________________________________________

Medical Doctor Chiropractor

Other: ___________________________________________

N/A

N/A

N/A

PREFERRED PHYSICAL THERAPY
Medical History Form

PATIENT NAME: ___________________________________________________

IN THE PAST WEEK, HOW MUCH HAS THIS CONDITION INTERFERED WITH YOUR DAILY ACTIVITIES? 

No interference      0      1      2      3      4      5      6      7      8      9      10      Unable

WHAT MAKES THE PAIN WORSE?________________________________

PAIN AT ITS LEAST:      0      1      2      3      4      5      6      7      8      9      10

PAIN AT ITS WORST:    0      1      2      3      4      5      6      7      8      9      10

WHAT MAKES THE PAIN BETTER?________________________________

NUMBNESS: YesNo SWELLING: YesNo

______________________________________________________________

DESCRIBE THE NATURE OF YOUR PAIN: 

Sharp Ache Burning Throbbing Shooting

HOW OFTEN ARE YOUR SYMPTOMS PRESENT EACH DAY?

Constantly (76-100%) Frequently (51-75%)

Occasionally (26-50%) Intermittently (0-25%)

RATE YOUR PAIN ON A SCALE OF 0-10 BY CIRCLING BELOW:
0= NO PAIN/DISCOMFORT. 10 = WORST PAIN IMAGINABLE.  

CURRENT MEDICATIONS: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Excellent GoodVery Good

PLEASE CHECK ALL OF THE FOLLOWING THAT APPLY TO YOU:

In general, would you say your health right now is: Fair Poor

I CERTIFY TO THE BEST OF MY ABILITY, THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

PATIENT/GUARDIAN SIGNATURE: _______________________________________________DATE:________________

THERAPIST  SIGNATURE: _______________________________________________________DATE:________________

DESCRIBE YOUR CURRENT CONDITION AND HOW IT BEGAN: 

______________________________________________________________

NO PAIN

______________________________________________________________



PREFERRED PHYSICAL THERAPY
Patient Information Form

PATIENT NAME: _____________________________________AGE:_________

DATE OF BIRTH: _____________________________SOC.SEC # ________-________-________

ADDRESS: _________________________________________CITY/STATE/ZIP:________________________________________

HOME/WORK PHONE NUMBER: _______________________________EMAIL:_______________________________________

EMERGENCY CONTACT: _______________________________________PHONE:_____________________________________

MARRIEDCELL PHONE NUMBER: _________________________________________ SINGLE ___________________

WOULD YOU LIKE APPOINTMENT REMINDERS? Yes No

IF YES, CHECK HOW YOU WOULD LIKE TO BE CONTACTED: Call Text (number)______________________________

RESPONSIBLE PARTY(IF OTHER THAN PATIENT): ______________________________________________________________

RELATIONSHIP TO PATIENT: ________________________________________________________________________________

I, the undersigned, have been given the opportunity to read, review and receive a copy (if desired) of the Notice of
Privacy Practices for Preferred Physical Therapy.  I understand that this organization has the right to change its Notice of
Privacy Practices and that I may contact this organization at any time to obtain a current copy of thie Notice of Privacy
Practices.

I AUTHORIZE THE RELEASE OF INFORMATION INCLUDING DIAGNOSIS, RECORDS, AND CLAIMS, AS WELL AS THE
RIGHT TO DISCUSS MY CASE WITH AGENTS ACTING ON BEHALF OF PREFERRED PHYSICAL THERAPY, LLC, TO THE
FOLLOWING INDIVIDUAL: 

NAME: _____________________________________RELATIONSHIP TO PATIENT: _____________________________ N/A

I understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to
privacy regarding my protected health information. I understand that this information can and will be used to: conduct,
plan and direct my treatment and follow-up among the multiple healthcare providers who may. be involved in that
treatment directly and indirectly, obtain payment from third-party payers, and conduct normal healthcare operations
such as quality assessments and physician certifications. 

Preferred Physical Therapy does not believe that a liability case against a third party is a reason to delay payment of
services. I agree that payment for services rendered is not contingent upon any settlement, judgment, or verdict of
which they may eventually recover as a result of such liability cases. I agree to be ultimately responsible for payment in
full for all services rendered.

I hereby grant Preferred Physical Therapy to use photographs/images, audio or video footage of myself for promotional
purposes on social media and online channels, including but not limited to: Facebook, Instagram, Twitter, TikTok,
Google, and YouTube. I understand that any details, images, videos, or audio may be seen in a public environment
including withing and outside of the state of Arizona. 

When canceling an appointment, we ask for a minimum of 24 hours' notice. 
I understand that failure to provide 24-hour notice or not showing up for a scheduled appointment will result in
a minimum $50 fee up to 100% of the appointment fee. 

_______
(Initial)

I have been made aware of the possible benefits, effects, and possible risks or complications associated with my care. I
agree to accept the treatment prescribed to me and recognize that I am free to seek other opinions relating to my
health. 

CIRCUMSTATIAL RISK:

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action
relying on this consent.

SIGNATURE: _______________________________________________________________DATE:______________________

PATIENT/GUARDIAN NAME:_____________________________________RELATIONSHIP:___________________________

I, the undersigned, do hereby consent to such treatment by personnel at Preferred Physical Therapy as may be dictated
by prudent medical practice for my illness, injury, or condition. This consent is intended as a waiver of liability for such
treatment excepting acts of negligence.

CONSENT FOR CARE AND TREATMENT:



PLEASE INITIAL EACH LINE TO ACKNOWLEDGE AND AGREE TO THE FOLLOWING: 

If I miss a payment or if a payment is returned due to insufficient funds, my credit card will be charged for the
services immediately. I agree to pay any assessed bank fees. 

PREFERRED PHYSICAL THERAPY
Direct Payment Agreement and Authorization Form

PATIENT NAME: ______________________________________________

PLEASE SELECT ONE OPTION BELOW:

I am electing to pay for each session individually. I acknowledge that the cost per session is $__________.

I am electing to spread out my payments using a payment plan. I agree to pay FOR THE FULL EVALUATION OF
$________ today and I agree to _________ consecutive payments in the amount of $__________. These payments
will automatically be withdrawn on the first of each month from the account information I provide. 

I am electing to pay for my sessions in advance and will receive a discount. The total amount due is
________________for _________sessions,

I authorize charges associated with treatment to be charged to the credit card on file. I am responsible for the
charges for services provided, at the time of service. 

Payments not made within 60 days are subject to an interest charge of 1.5% per month unless a payment plan
has been selected.  

_______
(Initial)

_______
(Initial)

_______
(Initial)

INDIVIDUAL PAYMENTS - PER SESSION *

PACKAGE PURCHASE - BULK DISCOUNT

PAYMENT PLAN *

I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify the merchant in
writing of any changes in my account information or termination of this authorization at least 15 days prior to the next
billing date. If the above noted payment dates fall on a weekend or holiday, I understand that the payments may be
executed on the next business day. For ACH debits to my checking/savings account, I understand that because these are
electronic transactions, these funds may be withdrawn from my account as soon as the above noted periodic transaction
dates. In the case of an ACH Transaction being rejected for Non-Sufficient Funds (NSF) I understand that the merchant
may at its discretion attempt to process the charge again within 30 days, and agree to an additional $35 charge for each
attempt returned NSF which will be initiated as a separate transaction from the authorized recurring payment. I
acknowledge that the origination of ACH transactions to my account must comply with the provisions of U.S. law. I
certify that I am an authorized user of this credit card/bank account and will not dispute these scheduled transactions
with my bank; so long as the transactions correspond to the terms indicated in this authorization form.

I authorize Preferred Physical Therapy, LLC to charge my Credit Card or Bank Account ending in ____________(last 4) for

$________________(Amount) beginning on ___________________(Date) for services rendered. I understand that I will be

responsible for adding and verifying my payment method through the secure link provided to me by Preferred Physical

Therapy. 

PAYMENT AUTHORIZATION: *Complete this portion only if you elected to pay per session or a payment plan.

I authorize regularly scheduled charges to my Credit Card or Bank Account. I will be charged the amount indicated
above each billing period. A receipt for each payment will be provided to me upon request and the charge will appear
on my Credit Card or Bank Account Statement. I agree that no prior-notification will be provided unless the date or
amount changes, in which case I will receive notice from Preferred Physical Therapy at least 10 days prior to the payment
being collected. 

SIGNATURE: ______________________________________________________________________DATE:________________

CLIENT/GUARDIAN PRINTED NAME: _______________________________________________________________________


