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2021 Physical Therapy, Chiropractic, and Home Health Alert 

Adams Physical Therapy Services wants to provide you with the very best care. In order for us to 

process your claims, we need the following information. 

1. Have you received any physical therapy, occupational therapy, chiropractic care or speech 

therapy since January 1, 2021? 

  Yes __________  No __________ 

If yes, what type: Physical Occupational  Chiropractic   Speech 

(Please circle all that apply) 

If yes, who is providing this service to you? 

Name: ________________________________________________________ 

Phone Number: _________________________________________________ 

2. Are you currently receiving any care in your home, including a nurse, physical therapist, 

occupational therapist, home health aide or social worker? 

  Yes __________  No __________ 

If yes, who is providing this service to you? 

Name: ________________________________________________________ 

Phone Number: _________________________________________________ 

 

In the event any type of home health care services are initiated while you are our patient, or you 

are scheduled to receive therapy at another outpatient facility or office, you must notify us prior to 

receiving treatment. Otherwise, you may be held responsible for any resultant nonpayment by your 

health insurance carrier. 

Patient Signature: _________________________________________________ 

Date: ______________ 
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INFORMATION AND MEDICAL FORM PLEASE PRINT (all information will remain confidential) 
Patient Information:        Date: __________________ 

 

Name: ______________________________________________  Email: ________________________________________ 

 

Home Phone: ____________________________ Cell Phone: ______________________________________   Text:  Yes  or   No 

 

Address: __________________________________City: __________________________State: _________ Zip:___________ 

 

Date/Birth: __________________SS#: ___________________    Marital Status:   S     M     D     W        Sex:  Male     Female 

 

Employed?       Yes or No   Employer: ___________________________   Occupation: _____________________________________ 
 

Employer Address: _____________________________________________   Employer Phone: ______________________________ 

 Can we contact you at work?   Yes or No 

Student?           Yes or No       School: ____________________________________________________________ 
 

Primary Care Physician: ___________________ He/She Aware of this Issue? ______ Referring MD __________________________ 
 

Work Related?       Yes or No       Auto Accident?       Yes or No          Date of Injury: ______________   
 

How Did it Occur?  _____________________________________________ Chief Complaint:________________________________  
 

 
Emergency Contact / Release of Information (Please include at least one emergency contact) 
 
In Case of Emergency and Release of Information: 

 

Contact #1: ____________________________________Relationship: _________________   Phone# ________________ 

 

Contact #2: ____________________________________Relationship: _________________   Phone# ________________ 

 
Responsible Party 
 
Relationship to Patient:       Self       Parent       Other: _____________  Guarantor Name: _____________________________  

 

Address: ___________________________________________________ Personal Phone: _____________________ 

 

SS#: _________________ Date of Birth: ____________________ Employer: ______________________________ 

 
I acknowledge that I have seen the “Notice of Privacy Practices”. I understand that I may ask questions about the “Notice of Privacy Practices” at any 
time. 

I hereby agree and give my consent to medical treatment in treating my physical condition. I authorize release of any medical information needed to 

process my claim. I understand that I am responsible for any charges that are not covered by my insurance carrier. Furthermore, I understand that I 

am responsible to inform the office of any changes that occur. I authorize release of payment directly to Adams Physical Therapy Services regardless 

of participation in or out-of-network. Should I default on my financial responsibility and collection action is necessary, I will be responsible for 

collection costs that are incurred. 

 

Signature: ______________________________________________     Date: ___________ 
 

 

INSURANCE REGISTRATION 
 

Primary Insurance: 
 
Insurance Company: ____________________________ID Number: _____________________Group Number: _________________ 

 

Policy Holders Name: _________________________________________Policy Holders Date Of Birth: _______________________ 

 

SS#: ___________________________   Sex?   Male    Female      

 

Relationship to the Patient: ___________________________ Employer: ___________________________ 
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MEDICAL HISTORY 
List of Current Medications (use other side if more space needed): 

  

 

 

 

Are you allergic to any medications/tapes? ___________________________________________ 

 

List any surgeries: ____________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Have you had Diagnostic/Rehabilitative Services for this? (circle any that apply)      MRI      CT Scan       X-rays       EMG       

 

Where was it performed?:______________________________________________________________________________ 

 

Do you have any of the following? Pain or difficulty when performing the following activities? (please check one) 

 

Height ___________________    Weight: __________________ 

 

Describe your pain: Aching   Burning   Stabbing   Pins and Needles   Dull   Sharp   Other: ____________ 

 

Please Rank your Pain:       0            1           2           3           4           5            6            7            8            9           10 

        No Pain           Mild            Moderate            Severe           Intensely Severe               Emergency Room 

 

Is your pain: Constant? _________ Come and Go? __________ 

 

What makes the pain worse? _____________________________________________________________________ 

 

What eases the pain? ____________________________________________________________________________ 

 

When is your next doctor’s apt? ___________________________    With whom? ___________________________ 

 

How did you find out about us? ___________________________________________________________________ 

 

Have you had physical therapy before? Yes or No When? ______________________________________________ 

 

Are you aware of your Diagnosis? Yes or No   Are you aware of your Prognosis?  Yes or No 

 Yes No   Mild Moderate Severe Unable 

Asthma/Bronchitis/Emphysema    Bending     

Shortness of Breath/Chest Pain    Carrying     

Coronary Heart Disease    Change POS (sit-to stand)     

Do you have a Pacemaker?    Climb Stairs     

High Blood Pressure    Driving     

Heart Attack/Surgery    Extended Computer Use     

Stroke/TIA    Household Chores     

Thyroid Trouble/Goiter    Kneeling     

Diabetes    Lifting     

Cancer or Chemo/Radiation    Sexual Activities     

Arthritis/Swollen Joints    Sleep     

Osteoporosis    Sitting (Prolonged)     

Sleeping Difficulties    Standing (Prolonged)     

Bowel or Bladder Problems    Walking     

Severe/Frequent Headaches         

Are you Pregnant?         

Currently have Shingles?         

Hepatitis C         
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CONSENT/AUTHORIZATION FORM 
ADAMS PHYSICAL THERAPY SERVICES, INC. 

PO Box 1085 

111 W. North Street 

Portland, IN, 47371 

Phone: 260-726-6828 

Fax: 260-726-2257 

 
RELEASE OF MEDICAL RECORD In order to ensure proper follow-up and continuity of care; I agree that a copy of my 

medical record may be released to my physician, a designated referral physician, and/or the provider, if any, who referred me here. 
 

INSURANCE AUTHORIZATION I request that payment of authorized benefits be made to Adams Physical Therapy Services, 

Inc. on my behalf, for any services provided to me. I authorize any holder of medical and other information about me to release to 

Medicare and its agents, any insurance company, any other third-party payer, state medical assistance agency, or any other 

governmental or private payer responsible for paying such benefits, any information needed to determine these benefits or benefits for 

related services. The undersigned patient and/or guardian is responsible for all charges incurred on the patients account with Adams 

Physical Therapy, and the patient/guardian hereby agrees to pay all charges not covered by insurance within thirty (30) days. If 

payment is not made within thirty (30) days the patient/guardian will be considered in default. Default accounts accrue interest at a 

rate of 18% per year until paid in full. The undersigned patient/guardian agrees that if a default account is forwarded to an attorney, 

he/she is responsible for all costs of collection including court costs and reasonable attorney fees. I authorize a copy of this 

authorization to be used in place of the original. 
 

WORKMAN’S COMPENSATION CASES If I am claiming this to be a Workman’s Compensation case, I consent to release 

of information from my medical record concerning treatment of my Workman’s Comp. Injury/illness to my employer and/or the 
Workman’s Compensation liability carrier. I release Adams Physical Therapy Services, Inc., its employees and all other persons 

caring for me at Adams Physical Therapy Services, Inc. from any liability connected with the use of these records or the information 

in them by anyone outside of Adams Physical Therapy Services, Inc. 
 

CONSENT TO TREAT I request treatment from Adams Physical Therapy Services, Inc. and hereby consent to and authorize the 

Physical Therapist and associated personnel of Adams Physical Therapy Services, Inc. to render such medical treatment, use such 

treatments and diagnostic methods as they may consider appropriate to treat the condition. 

 

I have been given no guarantee and rely on none as to the results of any treatments or examination. I am aware that the practice of 

medicine is not an exact science and I acknowledge that no guarantees have been made to me as to the results of treatments or 

examinations diagnostic or medical. 

 

I understand that Adams Physical Therapy Services, Inc. welcomes patients regardless of sex, religion, color or natural origin. 

 

I agree to abide by the rules, regulations, and procedures of Adams Physical Therapy Services, Inc. and to pay promptly any charges 

when due, made for services. 

 

This form has been fully explained to me. I certify that I have read and understand the contents. All information will be confidential. 

This authorization shall be in effect for six (6) months unless otherwise stated by patient. 

 

____________________________________________  __________________________ 

Signature of Patient/Guardian     Date 

 
____________________________________________  __________________________ 

Witness        Date 
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Scheduled Appointments 
Cancellation and No Show Policy 

Dear Valued Patient: 
 

Adams Physical Therapy Services, Inc. is committed to providing exceptional care to you, our valued patient. In order to 

provide the best care, it is important that you keep your appointments to optimize your results with your specific treatment 

plan. We do understand that life can get in the way and we kindly as that you provide us with sufficient notice if you must 

move or cancel your scheduled appointment. Please read and understand the following information. 

 

Scheduled Appointments 
 

We strive to ACCOMMODATE appointment times that are of the upmost convenience to your schedule. You will be 

asked to schedule your treatment-plan appointments in advance in order to give you PRIORITY accommodation. 

 
 Cancellation/Rescheduling of an Appointment 
 

Our office makes every effort to make appointments convenient. In return, we require 24-HOUR NOTICE advance 

notice of any appointment that cannot be kept. Late cancellations (less than 24-hour notice) may be considered as a “no 
show” appointment. 
 

No Show Policy 
 

A “no show” is someone who misses an appointment without canceling it at least 24-hours in advance or who fails to keep 

a scheduled appointment. In the event a 24-hour notice is not given, a fee of $35 will be charged for missed office visits. 

_______________ 
    Please initial 
 
Two (2) “no show” appointments may result in temporary suspension of services. Additionally, patient may be 

required to return to family or ordering physician in order to obtain an updated order to continue therapy services. 

 

 
 
 
 
 
 
 
 

 
I have read and understand the Cancellation and No Show Policies of Adams Physical 
Therapy and I agree to the terms. 
 
_________________________________________  ________________________________ 
Name of Patient (if minor)     Relationship to Patient (if minor) 
 
_________________________________________  ________________________________ 
Signature of Patient or Responsible Party   Date 
 
 
 
 
 
 

Workman’s Compensation Patients: 
If your care with us is due to an injury from work and covered by Workman’s Compensation, your 
care plan is being managed by your employer and/or additional third parties. Attendance to scheduled 

visits will be closely monitored. THE STATUS OF ALL APPOINTMENTS WILL BE REPORTED 

TO THE EMPLOYER, AGENCY OR OTHER INVOLVED THIRD PARTIES WITH A VESTED 

INTEREST IN YOUR CARE. This includes late arrival appointments.  _____________ 
          Please initial 

Internal Use Only 

       Reviewed Policy with Patient        Employee Initials: ___________ Date: ______________ 
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First Name: ________________________  Last Name: ________________________ 

 

Notice to Insurance Patients 

I AM RESPONSIBLE FOR MY BALANCE IF ANY OF THE FOLLOWING OCCURS: 

A. The treatment goes over my yearly maximum. 

B. Any treatment is denied by my insurance company. 

C. I am not eligible for insurance. 

D. I prevent or delay payment by not complying with requests for insurance forms or signatures. 

E. I do not complete my treatment and it results in non-payment by the insurance company. 

F. I receive my insurance check and do not send it to your office. 

G. Financial Responsibility: I FURTHER AGREE TO PAY ALL FINANCE CHARGES, COLLECTION COST, 

ATTORNEY’S FEES AND ANY OTHER COST THAT MAY BE INCURRED TO ENFORCE COLLECTION OF 

ANY AMOUNT OUTSTANDING. 

I authorize payment directly to the above-named physical therapist of the group insurance 

benefits otherwise payable to me but not to exceed the charges by the shown above. I 

understand that I am financially responsible for any charges not covered by the 

authorization. I hereby accept the foregoing treatment plan and authorize release of 

information to this claim. 

I have read and understand my obligations in acceptance of my medical insurance 

as payment. 

Signature: ________________________  Date: ________________________ 

Sincerely, 

Roy Adams - PT, MHS, OCS, FMSK 
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Diagnostic Testing Screening Tool 
 

 

Patient Name: ___________________________   Date: __________________ 

 
Dear Patient: 

 

If you currently feel or have felt any of the following symptoms within the past month or if you have been 

diagnosed with any of the following conditions, please check the appropriate boxes. 

 

This is a screening tool that can help your Therapist and your Doctor determines what diagnostic tests* 

might be appropriate for you. 

 

Please check all that apply: 

 Low Back and Radiating Pain  Neck Pain and Radiating Pain 

 Numbness, Tingling or Burning Sensation in 

the Legs of Feet 

 Numbness, Tingling or Burning Sensation in 

the Arms of Hands 

 Weakness in the Legs or Arms  Loss of sensation in the Hands / Feet 

 You have Diabetes or Neuropathy  Daily alcohol 3 glasses or more 

 Thyroid Dysfunction  Muscle Disease / Muscle Cramping 

 Tendinitis / Bursitis / Arthritis  Shoulder Pain or Instability 

 Elbow Pain or Instability  Wrist-Hand Pain or Instability 

 Hip or Knee Pain or Instability  Ankle – Foot Pain or Instability 

 Blurred Vision  Hearing Problems 

 Dizziness or Vertigo  Headaches 

 Unsteady gait  History of falls due to dizziness 

 Hypertension  Hypotension 

 Anything else you consider important: 

 

  

 

 

Patient Signature: ______________________________________ 

 

 

*Electromyography/Nerve Conduction Studies, Autonomic System Testing, Somatosensory Evoked Potentials, 

Auditory & Visual Evoked Potentials, Musculoskeletal Ultrasound, Vestibular Testing 
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