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	Patient Information (Please Print)



	First Name
	[bookmark: Text39]      
	MI
	[bookmark: Text40]      
	Last Name
	[bookmark: Text41]      
	DOB
	[bookmark: Text42]      



	Address
	[bookmark: Text43]      
	City
	[bookmark: Text44]      
	State
	[bookmark: Text45]      
	Zip
	[bookmark: Text46]      



	[bookmark: Text55]Home (     )
	[bookmark: Text47]      
	[bookmark: Text56]Cell (     )
	[bookmark: Text48]      
	[bookmark: Text57]Work (     )
	[bookmark: Text49]      



	Email
	[bookmark: Text50]      
	Gender
	|_| Male |_| Female



	Who may we thank for referring you?   
	Provider   Family/Friend   Other
	[bookmark: Text51]     



	Emergency Contact



	Name
	[bookmark: Text38]      
	[bookmark: Text58]Phone (     )
	[bookmark: Text52]      
	Relationship
	[bookmark: Text53]      



	Problem



	[bookmark: Text54]Referring Provider
	     
	Primary Care Physician
	     



	Injury/ Body Part Involved
	     
	 |_| Right |_| Left



	Last MD Visit
	     
	Have you previously been treated by a Physical Therapist this year? |_|Yes  |_| No   



	Insurance Information



	Primary Insurance
	     
	Secondary Insurance
	     



	Subscriber Name
	     
	Subscriber Name
	     



	Subscriber DOB
	     
	Subscriber DOB
	     



	Relationship to Subscriber
	     
	Relationship to Subscriber
	     



	ID #
	     
	Group #
	     
	ID #
	     
	Group #
	     



	Work Related Injury or Motor Vehicle Accident



	|_| Work Related
	|_| MVA
	Claim No.
	[bookmark: Text32]     
	Date of Injury
	[bookmark: Text33]     



	Insurance Name
	[bookmark: Text34]     
	Insurance Billing Address
	[bookmark: Text35]     



	Claim Manager’s Name
	[bookmark: Text36]     
	[bookmark: Text60]Phone (     )
	[bookmark: Text37]     



	Agreement


I authorize treatment of the person named above and agree to pay all fees for such treatment. I hereby authorize my insurance benefits to be paid directly to the provider of service and I am financially responsible for non-covered services. I also authorize Innova Physical Therapy to release any information to referring/consulting physicians or other health care providers as deemed appropriate to facilitate my/our care. 

	Signature (Parent/ Guardian if patient is a minor)
	
	Date
	[bookmark: Text59]     



	Name: 

	Height:

	Weight: 


[image: ]
	PELVIC FLOOR INTAKE FORM



Describe the current problem that brought you here _____________________________
When did your problem first begin? __________________________________________
Was your first episode of the problem related to a specific incident? Yes/No 
If so, please describe and specify date 									
Please check the appropriate box to describe the level of pain/ discomfort you are having today.
	0= No pain
	10= Worst pain imaginable


									
	[bookmark: Check12]|_|  0
	[bookmark: Check2]|_|  1
	[bookmark: Check3]|_|  2
	[bookmark: Check4]|_|  3
	[bookmark: Check5]|_|  4
	[bookmark: Check6]|_|  5
	[bookmark: Check7]|_|  6
	[bookmark: Check8]|_|  7
	[bookmark: Check9]|_|  8
	[bookmark: Check10]|_|  9
	[bookmark: Check11]|_|  10



Please describe the timing of your pain:

	[bookmark: Check99][bookmark: Check100][bookmark: Check101][bookmark: Check102][bookmark: Check103]|_|Constant        |_|Comes and Goes        |_|Getting Worse        |_|Getting Better        |_|Keeps Me Awake



Rate the severity of this problem from 0 -10 with 0 being no problem and 10 being the worst: ____ 	
Activities/events that cause or aggravate your symptoms. Check/circle all that apply:
___ Sitting greater than___minutes		             ___ With cough/sneeze/straining
___ Walking greater than 	 minutes		___ With laughing/yelling	
___ Standing greater than 	 minutes		___ With lifting/bending	
___ Changing positions (ie. - sit to stand)		___ With cold weather	
___ Light activity (light housework)			___ With triggers -running water/key in door
___ Vigorous activity/exercise (run/weight lift/jump)	___ With nervousness/anxiety	
___ Sexual activity					___ No activity affects the problem
___ Other, please list																		
What relieves your symptoms?								______
	Have you received treatment for your current condition?
	[bookmark: Check111][bookmark: Check112]|_|Yes  |_|No



	[bookmark: Check113][bookmark: Check114][bookmark: Check115][bookmark: Check116]|_|Physical Therapy                  |_|Massage Therapy                     |_|Chiropractic                  |_|Acupuncture



How has your lifestyle/quality of life been altered/changed because of this problem?
Social activities (exclude physical activities), specify						
Diet /Fluid intake, specify 									
Physical activity, specify 									
Work, specify 											
Other																				
What are your treatment goals/concerns?								
Since the onset of your current symptoms have you had:
Y/N	Fever/Chills					Y/N	Malaise (Unexplained tiredness)	
Y/N	Unexplained weight change			Y/N	Unexplained muscle weakness	
Y/N	Dizziness or fainting				Y/N	Night pain/sweats
Y/N	Change in bowel or bladder functions		Y/N	Numbness / Tingling
Y/N	Other /describe										

Health History

Date of Last Physical Exam 		 Tests performed					
General Health:   Excellent   Good   Average   Fair    Poor      
Occupation 			 Hours/week		 On disability or leave?		    
Activity Restrictions? 			
Activity/Exercise:	None    1-2 days/week   3-4 days/week	     5+ days/week
Describe 							
	Do you have a history of falling?
	|_|Yes  |_|No



	Have any injuries that resulted from a fall?
	|_|Yes  |_|No



	How often do you fall/ per week?
	     



	When was your last fall?
	     



Have you ever had any of the following conditions or diagnoses? 
Please circle as many of the following conditions apply to you and describe if necessary:
Cancer 				Stroke				Emphysema/chronic bronchitis
Heart problems			Epilepsy/seizures		Asthma
High Blood Pressure		Multiple sclerosis		Allergies-list below
Ankle swelling			Head Injury			Latex sensitivity
Anemia				Osteoporosis			Hypothyroid/ Hyperthyroid
Low back pain			Chronic Fatigue Syndrome	Headaches
Sacroiliac/Tailbone pain		Fibromyalgia			Diabetes
Alcoholism/Drug problem		Arthritic conditions		Kidney disease
Childhood bladder problems		Stress fracture			Irritable Bowel Syndrome
Depression				Rheumatoid Arthritis		Hepatitis   
Anorexia/bulimia			Joint Replacement		Sexually transmitted disease
Smoking history			Bone Fracture			Physical or Sexual abuse 
Vision/eye problems		Sports Injuries			Raynaud’s (cold hands and feet)
Hearing loss/problems		TMJ/ neck pain 			HIV/AIDS       
Anxiety				Unusual stress at home/work
      Other/Describe								___________

OB/Gyn History (females only)

Y/N 	Childbirth: vaginal deliveries #__  	Y/N Vaginal dryness		
Y/N	Episotomy #___				Y/N Painful periods		
Y/N	C-Section #___				Y/N Menopause- when?___
Y/N	Difficult childbirth #___			Y/N Painful vaginal penetration
Y/N	Prolapse or organ falling out		Y/N Pelvic Pain
Y/N Other/describe: ____________________________________________

Have you had any of the following tests:
	[bookmark: Check104][bookmark: Check105][bookmark: Check106][bookmark: Check107][bookmark: Check108][bookmark: Check109][bookmark: Check110]|_|Bone Scan       |_|MRI       |_|XRAY        |_|EMG        |_|CT Scan       |_|Blood Work       |_|Injections



	Other:
	[bookmark: Text10]     

	
	

	Injection:
	[bookmark: Text11]     
	Date:
	[bookmark: Text12]     
	Location:
	[bookmark: Text13]     



Prior Surgery:
	TYPE
	DATE

	[bookmark: Text14]     
	[bookmark: Text18]     

	[bookmark: Text15]     
	[bookmark: Text19]     

	[bookmark: Text16]     
	[bookmark: Text20]     

	[bookmark: Text17]     
	[bookmark: Text21]     



Medications:
	NAME
	Dosage
	Reason for taking 

	[bookmark: Text22]     
	[bookmark: Text26]     
	

	[bookmark: Text23]     
	[bookmark: Text27]     
	

	[bookmark: Text24]     
	[bookmark: Text28]     
	

	[bookmark: Text25]     
	[bookmark: Text29]     
	


Pelvic Symptom Questionnaire
Bladder / Bowel Habits / Problems
Y/N	Trouble initiating urine stream			Y/N	Blood in urine
Y/N	Urinary intermittent /slow stream			Y/N	Painful urination	
Y/N	Trouble emptying bladder			Y/N	Trouble feeling bladder urge/fullness 
Y/N	Difficulty stopping the urine stream		Y/N	Current laxative use
Y/N	Trouble emptying bladder completely		Y/N	Trouble feeling bowel/urge/fullness
Y/N	Straining or pushing to empty bladder		Y/N	Constipation/straining
Y/N	Dribbling after urination				Y/N	Trouble holding back gas/feces
Y/N	Constant urine leakage				Y/N	Recurrent bladder infections
Y/N	Other/describe										

Frequency of urination: awake hour’s          times per day, sleep hours         times per night
When you have a normal urge to urinate, how long can you delay before you have to go to the toilet?   		minutes, 	hours, 		not at all
The usual amount of urine passed is: ___small ___ medium___ large.
Frequency of bowel movements 	 times per day, 		times per week, or 		.
When you have an urge to have a bowel movement, how long can you delay before you have to go to the toilet?    ______minutes, ____hours,  		not at all.
If constipation is present describe management techniques 					
 Average fluid intake (one glass is 8 oz or one cup)  		 glasses per day.
       Of this total how many glasses are caffeinated?	 glasses per day.
Rate a feeling of organ "falling out" / prolapse or pelvic heaviness/pressure:
___None present
___Times per month (specify if related to activity or your period)
___With standing for 		 minutes or 		hours.	
___With exertion or straining
___Other											
Skip questions if no leakage/incontinence
Bladder leakage - number of episodes			Bowel leakage - number of episodes
___ No leakage						___ No leakage
___ Times per day					___ Times per day
___ Times per week					___ Times per week	
___ Times per month					___ Times per month
___ Only with physical exertion/cough			___ Only with exertion/strong urge
On average, how much urine do you leak?  		 How much stool do you lose?
__ No leakage						__ No leakage
__ Just a few drops					__ Stool staining
__ Wets underwear					__ Small amount in underwear
__ Wets outerwear					__ Complete emptying
__ Wets the floor						
What form of protection do you wear?  (Please complete only one)
___None
___Minimal protection (Tissue paper/paper towel/pantishields)
___Moderate protection (absorbent product, maxipad)
___Maximum protection (Specialty product/diaper)
___Other 										
On average, how many pad/protection changes are required in 24 hours?   	# of pads
[bookmark: _GoBack][image: ]

	FINANCIAL POLICY



Standard Insurance Policy:
Innova will bill your insurance carrier as a courtesy to you. However, you are ultimately responsible for payment for services you receive. If we are contracted with your insurance company, we must follow our contract and their requirements. It is the insurance company that makes the final determination of your eligibility. 

If your insurance company requires a referral, you are responsible for obtaining it. Failure to obtain the referral may result in a lower payment from the insurance company. Referrals are current for 90 days unless otherwise specified.

Copays are due at the time of service. It is your responsibility to know the amount of your copay.  My copay is $      .

The balance on your monthly statement is due and payable when the statement is issued, and is past due if not paid by the due date on the statement. Payment plans are available upon request.


Self-Pay Policy:
Innova will apply a discount for patients without insurance coverage, or for those patients that have exceeded insurance benefits. Payment is due at the time services are rendered. 

Auto PIP/ Third Party Policy:
We do not accept third-party or accident settlement liens. If you are being treated as part of a personal injury lawsuit or claim, we require verification from your attorney prior to your initial visit. We require that you allow us to bill your health insurance or pay our self-pay rates at the time of service.

Cancellation Policy:
The appointments made for you represent a time set aside specifically for you and your therapist. We value your time and ask that you value ours by giving at least 24 hours’ notice for any cancellations or changes to your appointment. 

Patients who fail to provide 24 hours’ notice will be charged a $60.00 fee. This fee is not billable to insurance and is due at your next scheduled appointment. Patients who cancel or no show on three separate occasions will be discharged from physical therapy and removed from the schedule. In the event that you are discharged from our care, your referring provider or case manager will be notified of the reason for discharge. 


If you have any questions regarding this policy, please do not hesitate to contact our Clinic Director at: (425) 658-4980

I understand the Financial Policies as described above. I acknowledge that I am financially responsible for any balance due on covered or non-covered services.




	Signature (Parent/ Guardian if patient is a minor)
	
	Date
	     






[image: ]

	PATIENT ACKNOWLEDGEMENT OF PRIVACY PRACTICES



My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under the Health Information Portability and Accountability Act (HIPAA). I have been given the right to review and receive a copy of Innova’s Notice of Privacy Practices. I understand that Innova Physical Therapy will use or disclose my health information for treatment, billing and healthcare operation. I understand that I have the right to request in writing how my private information is used or disclosed. 




	Signature (Parent/ Guardian if patient is a minor)
	
	Date
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