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Ftigsical Thcrapgl

What you should know before yourfirst session:

| one Lai«: Ftigsical Ttierapg Provicles tiigti qua]itg individualized care. 53 ctioosing ourtaciiitg, you will be wori(irig
with one of our tiigtiiy skilled Practitioners‘ Eacti Practitioner has their own sPecia]tg. Wtiettier itis movement
education, fascial tension normalization, balance, neuroiogicai rehabilitation or soft tissue work; your ttierapist will
inciiviciua”g work with you to create a Personalizeci treatment Plan‘ We will tie]P to alleviate the Pain and limitation from

your con&ition, and heiP you to be as active as Possibie.

What you should wear for Phqsical thcran:

Fiease wear Comtortabie, ioose, non-restrictive ciott‘iing or bring somett‘iing to ct‘iange into. Most treatments
are Provicleci tt‘irougt‘i the ciothing (with a few exceptions where skin contact is a necessity). Some Ciothing
can make treatment more difficult or more uncomfortable toryou. Female clients should avoid wearing
underwire bras (if Possibie) as these often getin the way and can be uncomfortable ciuring several of the
tectmiques. | reatments can require movements that may seem immodest without proper ciott‘iing, Please do

not wear skirts or dresses. [lease avoid wcaringjcaris, belts, or tieavy shirts.

Wtiat to do after your first session:

Fléase allow 9ours<tlt 2-% ciays to assess the impact otgour treatment (ttiis means to avoid strenuous exercise —
stressing tiéa]ing tissues too quicuy will encourage them to revert to their former Pain Producing Patt@rns). Rest and

i’iyclration are the best ttiings youcan do. A 15 min walk after treatment is often tieiptul.

FLEASE_ NOTE Our main goa] is to ticlp you meet 3ourgoa]s. Sometimes you may benefitfrom worl(ing with

more than one sPCcia]ist, or a different ttierapist than the one you start with. Your ttvcrapist will compicte rcguiar
evaluations otgour progress and will discuss with you if the opportunitg to work with another Practitioner would tieiP

you maximize your Ptiysical Poteritiat

At LLFT we consider ourselves partners on your Patti to imProveci we”ipeing Ottier health care Pracitioners may
be imPortant toryour oPtimal health and we resPect and encourage you to have a whole team behind you. f’iowever,

the most importarit person on this team is you.
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Patient Responsibility:

As you commit 3oursehC to better health ,you have some responsibi]i’cies we would like youto ‘(eeP in mind. Flcasc

initial below, to let us know that you have read these guidelines and agree to make them a Prioritg.

i, chular movement. Your thcrapist will give you exercises, Postura] cues, and ways to avoid reproducing your Pain
or strengthen your bocly to helP prevent injury‘ These exercises need to be done every clag in order to maximize your
recovery. |n addition, we want you ’cojus’c move-walk, bike, swim, dance — whateveryou crﬂ'oy, at least 30 min every c{ay

in addition to your normal Clailg activities.

2. Strcss control. Sometimes we cannot control the stressors in our lives, but many times we can. What increases
your stress level? This is a hindrance to your we”being. lxcgou cannot Change your stressors, what can you doto hCIP

minimize the stress level within your boc’g’? We are here to hclp hcgou need ideas or support.

3. Dict. What is haPPening in your digestive system is being shown more and more to affect your Physical health and
emotional wemjeing. Crea’cing a healthy internal environment starts with what you chose to eat. ]Fgou want to prevent
exacerbation oFgour condition and maximize your abilit9 to heal, a healthg diet is the best P]acc to start.

We can help with guiclance to Point youto sPecialists i)cﬂou need thatas a Part O)Cﬂour team.

4. Rest. Both your sleep at m'ght, and having some rest time during the day is critical for healing and Preventing
dis@ase, ]Caming and imProving mood. Make a commitment to 3oursc!1c tosetup routines to s!eep well and take a little

time Foryourselxc each ciag.

5. No scents. Flcase respect the needs of those around you, spcchcica]lg refrain from using any scented Products the
day 01(, or smoking within an hour of coming into the bui]cling.

| Promise to Participate Fu”y as a member of my health care team. | agree to Participate in the self-care program we
select. | Promise to inform my therapis’c any time | feel uncomfortable or that a treatment is not worl(ing towards my

we“~bcing,

CLIENT SIGNATURE: DATE:
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NAME: DATE OF BIRTH:
ADDRESS: CITY:

STATE: ZIP:

PHONE: MOBILE: WORK:

EMAIL ADDRESS:

May we use this address for contacting you regarding:

0 your care at LLPT (appointment reminders, etc) 0 LLPT information and events

*please note that we do use not encrypted emails at LLPT, although our email service is HIPPA compliant

EMPLOYER: POSITION:
EMERGENCY CONTACT: RELATIONSHIP:
PHONE:

PRIMARY CARE PHYSICIAN: PHONE:
REFERRING PHYSICIAN: PHONE:

SEX: female male
(Please make sure the sex you provide here is the same as your health record/insurance provider has on file.)

WHICH PRONOUNS DO YOU PREFER?  she/her/hers he/him/his they/them/theirs

How did you hear about Lone Lake Physical Therapy?
NOTICE OF PRIVACY POLICY:
I have reviewed the Privacy Policy Notice of Lone Lake Physical Therapy, LLC

Please note, because of HIPAA if you are a patient in this clinic, and we do not know you through other means in the
community, we will respect your privacy and will not acknowledge you in the community. You may initiate interactions at your
discretion. Similarly, will not initiate discussion of the condition bringing you in for therapy.

CLIENT SIGNATURE: DATE:

CANCELLATION/NO SHOW/LATE ARRIVAL POLICY:

Two business days’ notice is required to cancel an appointment. If you cancel with less than two business
days’ notice or do not show up for your appointment, you will be charged a $50.00 late cancellation/no show
fee. Late arrivals may incur a $25 fee. Insurance companies will not pay these fees.

| agree to the stated cancellation/no show/late arrival policy.
CLIENT SIGNATURE: DATE:
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CONSENT FOR TREATMENT:

I authorize and consent to physical therapy/massage services from Lone Lake Physical Therapy, LLC. | have
reported all health conditions that I am aware of and will inform my therapist of any changes in my health or
concerns regarding care in this facility.

CLIENT PRINTED NAME:
CLIENT SIGNATURE: DATE:

CONSENT TO DISCUSS MEDICAL CARE:

| authorize Lone Lake Physical Therapy, LLC to discuss my medical information with the individuals | have
listed below, in addition to my referring provider and insurance company.

NAME: RELATIONSHIP:

NAME: RELATIONSHIP:

This authorization shall remain effective unless revoked by me in writing.
CLIENT SIGNATURE: DATE:

CONSENT FOR MEDICAL PHOTOGRAPHY::

| authorize the staff at Lone Lake PT to take photographs of me solely for use in my medical records, to assist
with posture awareness and tracking my progress.

CLIENT SIGNATURE: DATE:

CONSENT FOR TREATMENT OF A MINOR:

1, , the parent or legal guardian of my child,
authorize and consent to physical therapy services from Lone Lake Physical Therapy, LLC for my child.
This authorization shall remain effective unless revoked by me in writing.

PARENT/GUARDIAN OF
CLIENT SIGNATURE: DATE:
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LLPT will accept self-pay for its services if you either do not have insurance, we are not a preferred provider
with your insurance, or for a service your insurance company does not cover (like wellness care). Payment
must be paid the day of service; we are unable to bill for self-pay treatments.

SELF-PAY:

Physical Therapy:

1 hour initial evaluation with a PT: $150.00
1 hour subsequent appointment with a PT: $125.00
1 hour subsequent appointment with a PTA: $105.00

Massage Therapy:

30 minute massage: $50.00
60 minute massage: $90.00
90 minute massage: $130.00

FINANCIAL AGREEMENT FOR SELF-PAY:

I am financially responsible for the payment of balance due for services received from Lone Lake Physical
Therapy, LLC at the time of service.

CLIENT SIGNATURE: DATE:

INSURANCE BILLING:

LLPT is a preferred provider for Physical Therapy with Regence, Uniform Medical, Premera, LifeWise,
Kaiser, L&I, and Medicare. *Please note we cannot bill Medicare plans that are managed by an insurance
company we are not contracted with! * Massage is covered by Department L&I and motor vehicle claims.

FINANCIAL AGREEMENT FOR BILLING INSURANCE:

The information | have provided is correct to the best of my knowledge. | understand that Lone Lake Physical
Therapy, LLC may bill my insurance company for the services provided. I am financially responsible for
deductibles, coinsurance, co-pays and services not covered by my insurance provider. | authorize LLPT
to furnish the responsible insurance company and other authorized parties with necessary information to
process physical therapy/massage claims on my behalf. | authorize the payment of medical benefits to Lone
Lake Physical Therapy. I am financially responsible for the payment of balance due, including all fees denied
for services based on inaccurate information provided on this form. The below Physical Therapy/Massage
benefits are accurate to the best of my knowledge.

CLIENT SIGNATURE: DATE:
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**PLEASE ATTACH A COPY OF YOUR INSURANCE CARD**

ARE YOU ENROLLED IN MEDICARE PART B? YES NO

PRIMARY INSURANCE:

PRIMARY INSURANCE: POLICY ID #
POLICY GROUP # CLAIM #
SUBSCRIBER’S NAME: SUBSCRIBER’S DATE OF BIRTH:

SUBSCRIBER RELATION TO PATIENT: Y SELF Y SPOUSE Y PARENT Y OTHER

DEDUCTIBLE: $ (Your deductible is the amount you need to pay for covered health

care services before your health insurance or plan begins to pay. This means that you will be responsible to
pay 100% of the physical therapy charges you accrue until you have met this amount total for all your medical
services for the year, in addition to what is listed as your co-pay or co-insurance.)

CO-PAY: $ (This fee is paid at the time of service for each session.)

CO-INSURANCE: % (This is a % of the physical therapy charges that you will be responsible
for after your insurance has paid the remaining %. )

ALLOWED NUMBER OF PT VISITS: ALLOWED NUMBER OF MASSAGE VISITS:

Please verify if PT and massage are combined benefits on your plan: Yes No

SECONDARY INSURANCE:

SECONDARY INSURANCE: POLICY ID #
POLICY GROUP # CLAIM #
SUBSCRIBER’S NAME: SUBSCRIBER’S DATE OF BIRTH:

SUBSCRIBER RELATION TO PATIENT: Y SELF Y SPOUSE Y PARENT Y OTHER
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NAME

Condition bringing you to physical therapy/massage:

When did this start?

Please mark the areas affected by your current
condition on the pictures to the right:

Overall my condition is (circle one):

getting better getting worse  staying the same

Previous treatment for this condition:

Right  Left

Left

Right

Current exercise habits:

How limited?

List 3 things you have trouble doing
because of your condition:

Mild

Mod-

Mild-Mod
Severe

Severe

1.
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HOW OFTEN ARE YOU

IN PAIN?

NAME

Frequency of Pain

0%

20% 40% 60%

80%

100%

Never

Occasionally Often Most of the time

Always

Current Pain Level

WHAT IS YOUR

CURRENT 0 2 3 4 5 6 7 El§ ? I10
PAIN LEVEL? possible

pam / / l \ gain .
Mild Uncomfortable Miserable Intense/Horrible

What type of pain do you have (sharp, dull, burning, etc)?

Are you taking pain medication? YES NO

Have you had 2 or more falls or any falls

resulting in injury over the past year? YES NO

How often do you use/consume the following?
Tobacco NEVER SOMETIMES DAILY
Alcohol NEVER SOMETIMES DAILY
Recreational Drugs NEVER SOMETIMES DAILY
Coffee NEVER SOMETIMES DAILY
Unhealthy/pracessed NEVER SOMETIMES DAILY
Foods
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NAME

HEALTHHISTORY

Current

Past

GENERAL

Current Past SKIN CONDITIONS
(Please list type)

Implanted Devices

Neck, shoulder, or arm pain

ALLERGIES (Please list)

Low back, hip or leg pain

Sleep disturbances, fatigue NERVOUS SYSTEM
Infections Head injuries/concussions
Fever Dizziness

Sinus Ringing in ears

Headaches Loss of memory/confusion
MUSCULOSKELETAL Numbness

Rheumatoid condition Balance issues
Osteoarthritis Difficulty walking
Osteoporosis/Osteopenia Falls

Scoliosis Tingling

Disc/spine problems

Radiating/shooting pain

T™J

Cramps/spasms/muscle pain OTHER

Sprains/strains Bowel dysfunction
Tendonitis Gas, bloating

Bursitis Bladder/kidney dysfunction

Abdominal pain

CARDIOVASCULAR

Incontinence

Heart disease

Pelvic Floor Issues

Blood clots Depression

Stroke Thyroid Dysfunction
Lymphedema/swelling Diabetes

High blood pressure Pregnancy

Low blood pressure

Painful Menses

Irregular heart beat

Poor circulation

Chest pain

Shortness of breath

Please list past surgeries:

Asthma

COPD

CANCER (Please list type)
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NAME

Please list your goals for physical therapy/massage:

Other concerns/conditions you would like to discuss with your therapist:

All Current Medications:
*ATTACH LIST IF NEEDED

Medication name Dosage Frequency Route of
administration




