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Patient Information            	     PATIENT REGISTRATION FORM
	Legal Name
	Preferred Name (if different)
	M or F

	Street Address 
	City/State/Zip
	Social Security #

	Home Phone Number 
	Cell Phone Number
	Date of Birth 

	Email Address  
	Occupation

	Employer 
	Work Phone Number 


Emergency Contact
	Name 

	Phone Number 
	Relationship 


 Insurance Information 
	Primary Insurance 
	Claims Phone Number 

	Secondary Insurance
	Claims Phone Number 


Responsible Party (if different than patient)
	Name 
	Relationship 

	Street Address 
	City/State/Zip

	Social Security Number 
	Date of Birth 
	Phone Number 

	Employer 
	Work Phone Number 


	How did you hear about Carolina Prime Physical Therapy? 



PROFESSIONAL SERVICES MUST BE PAID AT THE TIME THEY ARE RENDERED.  
Assignment of Benefits:  I hereby authorize payment directly to Carolina Prime Physical Therapy of benefits due me for services described above.  I understand I am financially responsible for charges not covered by this authorization.  
Release of Information:  I hereby authorize Carolina Prime Physical Therapy to release any information required to process this claim form. 

	 Signature of Patient or Authorized Representative
	Date






Name: ____________________
DOB:  _______________
Self-Reported Medical History
Medical Conditions: (circle all that apply)
	Anemia
	Depression
	Hyper or hypo thyroid
	Prostate cancer

	Ankle swelling
	Diabetes
	Hepatitis/HIV
	Prostatitis

	Anorexia/bulimia
	Digestive problems
	Kidney disease
	Sexually transmitted disease

	Arthritis
	Dizziness/fainting
	Low back pain
	Smoking history/currently

	Bladder infection
	Epilepsy/seizures
	Night pain/sweats
	Stroke

	Breast cancer
	Falls, trips, slips
	Numbness/ tingling
	Tail bone/ sacrum pain

	BPH (enlarged prostate)
	Heart problems
	Osteoporosis
	Vision/hearing problems

	Breathing difficulty
	Headaches/migraines
	Ovarian cancer
	Other: 

	Chronic fatigue/fibromyalgia
	High blood pressure
	Pudendal nerve irritation
	



Medication List: (Please include name, dose, and reason for taking). 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Surgeries: (Please include the year). 
	Neck
	Cardiac bypass
	C-section #
	Prostatectomy

	Back
	Cardiac stent
	Vaginal delivery #
	

	Joint replacement
	Pacemaker
	Miscarriage
	

	Appendectomy
	Hernia 
	Breast surgery
	



Do you have any allergies? Please list: __________________________________
Consent: I understand that I have been referred to Pelvic Floor Occupational Therapy.  To evaluate my condition, it may be necessary, initially and periodically to have my therapist perform an internal pelvic floor muscle exam.  The exam and some treatments are performed by observing and/or palpating the perineal region, including the vagina and /or rectum.  
Signature: ________________________________			Date: __________




Use the checklist below to assess your own pelvic floor health. 
Bladder
· Do you leak urine with any activity or exercise? 
· Do you go to the toilet more than once every 2-3 hours? 
· Do you experience a strong urge to go to the bathroom and have difficulty holding on? 
· Are you unable to stop the flow of urine? (Please not that we do NOT encourage this as an exercise but can be a helpful one-off test). 
· Do you have difficulty starting the stream of urine? 
· Are you unable to completely empty your bladder? 
Bowel
· Do you experience difficulty holding stool in? 
· Do you have any trouble getting everything out? 
· Do you experience constipation and require to strain to empty your bowels? 
Sexual
· Do you have ANY pain with sex?  Keep in mind that ‘pain’ can range from mild discomfort to intense, sharp burning pain. 
· Do you struggle to reach orgasm? 
Pain
· Do you have any discomfort or pain around the vulva (or labia) with tight clothing or light touch to the area? 
· Do you experience any pain with the use of tampons or during a pap smear? 
· Do you have any pain with urinating or bowel movements? 
· Do you have any sharp, stabbing pains into the rectum OR abdomen? 
Prolapse
· Do you feel any heaviness or pressure in the vagina or rectum? 
· Have you noticed a bulge into the vagina or the feeling or something “falling out”? 
Other
· DO you have tailbone pain lasting more than one month? 
· Do you have pain in your pubic bone, sacro-iliac joint (SIJ), lower back, hip or groin that does not respond to regular treatment? 
· Do you experience a lot of abdominal cramping pain with periods? 



· PUF Questionnaire
· PELVIC PAIN and URGENCY/FREQUENCY Patient Symptom Scale
	
1
	How many times do you go to the bathroom during the day?
	

3-6
	

7-10
	

11-14
	

15-19
	

20 +
	
	

	
2A
	How many times do you go to the bathroom at night? 
	
0
	
1
	
2
	
3
	
4
	
	

	
2B
	If you get up at night to go to the bathroom, does it bother you? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
3A
	Do you now or have you ever had pain or symptoms during or after sexual intercourse? 
	

Never
	

Occasionally
	

Usually
	

Always
	
	
	

	
3B
	Has pain or urgency ever made you avoid sexual intercourse? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
4
	Do you have pain associated with your bladder or in your pelvis (vagina, labia, lower abdomen, urethra, perineum, testes, or scrotum)? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
5A
	If you have pain, is it usually . . . 
	
	
Mild
	
Moderate
	
Severe
	
	
	

	
5B
	Does your pain bother you? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
6
	Do you still have urgency after going to the bathroom? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
7A
	If you have urgency, is it usually…
	
	
Mild 
	
Moderate
	
Severe
	
	
	

	
7B
	Does your urgency bother you? 
	
Never
	
Occasionally
	
Usually
	
Always
	
	
	

	
8
	Are you sexually active? 
YES   /    NO
	
	
	
	
	
	Total Symptom 
_____
	Total Bother
____


· Score	         0		  1	          2		3	       4           Symptom Score      Bother Score
· Symptom Score  ________        +       Bother Score ________    =    Total Score _________
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Patient Information Consent Form

Consent to Therapy Evaluation and Treatment
I hereby consent to the evaluation and treatment of my condition by a licensed therapist employed by Carolina Prime Physical Therapy, LLC.  The therapist will explain the nature and purposes of these procedures, evaluation, and course of treatment.  The therapist will inform me of expected benefits and complications, and any discomforts, and risk that may arise, as well as alternatives to the proposed treatment and the risk and consequences of no treatment.
Assignment of Benefits and Insurance Proceeds
I authorize payment of medical benefits to Carolina Prime Physical Therapy, LLC for services rendered. Carolina Prime Physical Therapy, LLC will make reasonable effort to collect insurance proceeds by completing insurance forms and sending forms to the insurance company. Completion of such forms and/or the acceptance of assignment of insurance benefits does not relieve the undersigned of the obligation to pay the amount owed for therapy.
Patient Information Consent Form (HIPPA)
I have read and fully understand Carolina Prime Physical Therapy’s Notice of Information Practices. I understand that Carolina Prime Physical Therapy, LLC may use or disclose my personal health information for the purpose of carrying out treatment, obtaining payment, evaluating the quality of services provided, and any administrative operations related to treatment or payment. I understand that I have the right to request restrictions, in writing, regarding how my personal health information is used and disclosed for treatment, payment, and administrative operations. I also understand that Carolina Prime Physical Therapy, LLC will consider request for restrictions on a case-by-case basis but is not required to oblige to such request.
I hereby consent to the use and disclosure of my personal health information for purpose as noted in Carolina Prime Physical Therapy’s Notice of Information Practices. I understand that I retain the right to revoke this consent by notifying the practice in writing at any time, at which point Carolina Prime Physical Therapy, LLC has 30 days to respond to my request. 
I understand Carolina Prime Physical Therapy has reserved the right to change its privacy practices that are described in the notice. I also understand that a copy of any revised notice will be provided to me or made available at my next office visit.
Release of Information
I hereby authorize the release of information necessary to file claims with my insurance company. I permit a copy of this authorization to be used in place of the original.
Designated Individuals Authorization
I, _____________________________, hereby authorize one or all of the designated parties below to request and receive the release of any protected health information regarding my treatment, payment or administrative operations related to treatment and payment. I understand that the identity of designated parties will be verified by photo ID before the release of any information. If none, please print “none” below.
Authorized Designees:
Name: __________________________________________________ Relationship: _________________________________
Name: __________________________________________________Relationship: _________________________________

I have read and understand the above consents, assignment of benefits, release of information, and designated individuals’ authorization above.

Patient Signature _____________________________________________________ 			Date: ____/____/______
Consent to Leave Phone Messages/Release of Information
To protect patient confidentiality, Carolina Prime Physical Therapy would like to obtain your consent to release and/or leave detailed messages. If we do not have a signed consent on file, we may only leave our name and phone number on an answering machine. 
By completing the consent below, you authorize Carolina Prime Physical Therapy to release information or leave a detailed message on voicemail or with a specific individual. In order for us to relate any of your medical information to anyone other than yourself, please check #3 below. 
A. 1. 		On voicemail (home and/or work)

2.   	On voicemail (work)

3.   	with _____________________________  (relationship) ____________________________

B.                  I do not consent to voicemails and/or messages being left.  Please contact me directly. 

Late Cancel / No Show Policy
Please call our office if you cannot come to an appointment already scheduled. If you do not call at least 24 hours (business hour) prior to your appointment time, there will be a $25 late cancel fee. Failure to call or show for an appointment will result in a $50 No Show fee. Those fees will be required to be paid prior to your next appointment. We ask that you please consider your plan of care an agreement between you and your therapist that is designed specifically to achieve your goals; therefore, if your schedule is not kept, it will decrease the effectiveness of your treatment plan. Carolina Prime Physical Therapy reserves the right to discharge you from our therapy services if you do not show for a scheduled appointment, or you habitually cancel your scheduled appointments.

Printed name of Patient or Personal Representative: ________________________________________

Signature of Patient or Personal Representative:  __________________________________________    Date: ____/____/______
	
FOR OFFICE USE ONLY
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:
· Individual refused to sign
· Communication barriers prohibited obtaining the acknowledgement
· An emergence prevented us from obtaining acknowledgement 
· Other (please specify)
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