In Motion Physical Therapy — Patient Intake Form

To ensure you receive a complete and thorough evaluation, provide us with the important background information on the
following form. If you do not understand a question, your therapist will assist you. Thank you.

Full Name: D.O.B: Age: SSN: - -

Address: Street: Apt/Unit #:

Address: City, State, Zip:

Home Phone: Cell Phone: Marital Status (circleone): S M D W
Email address (internal use): Emergency Contact: Phone:

Employer: Work Phone: Can we leave amessage: Y N
Diagnosis/Area to be treated: Date of Injury/Onset of Pain;

Primary Physician: How did you hear about In Motion?

PERSONAL MEDICAL HISTORY:
Have you ever been diagnosed as having any of the following conditions? Please check all that apply.

o Cancer: o Other Arthritis conditions o Anemia

o High blood pressure o Rheumatoid Arthritis o Headaches 0 Mental Illness

o High cholesterol o Emphysema/Bronchitis o Depression o Chemical Dependency

o Pacemaker o Asthma o Stroke (i.e., alcoholism)

o Heart Condition/Angina o Allergies o Multiple Sclerosis o Tuberculosis

o Circulation problems o Unusual reaction to heat/cold o Epilepsy o Hepatitis

o Diabetes O Visual/Hearing difficulties o Pregnant or planning to o Kidney Disease
become pregnant o Thyroid problems

SURGERY: List any surgeries or other conditions for which you have been hospitalized for, including the approximate date and
reason for the surgery or hospitalization in the past 10 years:
Date Surgery/Hospitalization Reason

INJURY: : Describe any injuries for which you have been treated (including fractures, dislocations, sprains) and the approximate date
of injury in the past 10 years:
Date Injury

List any Prescription and over the counter medication you are currently taking (including pills, injections, and/or skin patches):

PAIN:
Circle your level of pain: 0 = no pain, 10 = emergency room pain Circle your normal (pre-injury) level of activity:
0 1 2 3 4 5 6 7 8 9 10 Sedentary Active Athletic
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Is your injury keeping you from doing your normal or recreational activities? oYes o©ONo
If yes, please list the activities:

HABITS;

How much caffeinated coffee/beverages do you drink/day? How many packs of cigarettes do you smoke/day?
How many days per week do you drink alcohol?

If one drink equals one beer or glass of wine, how much do you drink at an average sitting?

Do you use marijuana? o Yes o No

Do you use other illegal drugs? o Yes o No

CHANGES IN THE PAST MONTH: Check all that apply.

o Falls o Fatigue o0 Numbness or tingling
o Weight loss/Gain o Weakness o Depressed/down
o Nausea/Vomiting o Fever/chills/sweats o Difficulty falling asleep

NOTIFICATION OF COPAY/COINSURANCE/DEDUCTABLE:

Your insurance policy requires the payment of co-payments and deductible amounts from you at the time of service. Your insurance
company also requires In Motion Physical Therapy to collect your co-payment or unmet deductible amount or we could be in violation
of our contract with your insurance company and risk not being reimbursed for your treatment process.

In Motion Physical Therapy has verified your insurance coverage and based on information provided to us by your insurance
company, the estimated amount you are responsible for is:

COPAYMENT per visit COINSURANCE: DEDUCTIBLE:

CANCELLATION/NO SHOW POLICY:

Although you will not be responsible for any fees for canceling an appointment, IN MOTION PHYSICAL THERAPY appreciates a
24-hour notice so that other patients may have the opportunity to schedule in the time vacated by your cancellation. If you cancel
three consecutive times or no-show for three appointments, please be advised that your therapist will discharge you from care and
send the referring physician a progress note regarding your non-adherence to your therapy plan of care.

PRIVACY PRACTICE:
I have read & understand the notice of privacy practices of IN MOTION PHYSICAL THERAPY.

ASSIGNMENT OF BENEFITS/AUTHORIZATION TO RELEASE MEDICAL INFORMATION:

| hereby assign all medical benefits to which | am entitled to In Motion Physical Therapy, LLC in the event they file insurance on my
behalf. | understand that | am financially responsible for all charges whether or not paid by said insurance in the event my account
becomes delinquent and is therefore in default of payment. | accept responsibility for the principal amount owing as well as all
reasonable costs associated with the collection of this debt. This includes but is not limited to collection service fees, attorney’s fees
and all court costs and additional legal fees associated with the recovery of this debt. Interest may be charges at a rate of 1.5 % per
month (18% annually) for unpaid balances over thirty days old. I hereby authorize said assignee to release all information necessary to
secure the payment of said benefits. A copy of this assignment shall be considered as effective and valid as the original.

CONSENT FOR CARE AND TREATMENT:

I, the undersigned, do hereby agree and give consent for IN MOTION PHYSICAL THERAPY to furnish medical care and treatment
considered necessary and proper in evaluating and treating my physical condition. This consent is intended as a waiver of liability for
such treatment excepting acts of negligence. I, the undersigned, will allow IN MOTION PHYSICAL THERAPY to receive/send
medical records pertaining to my condition via fax and/or mail. | have read and understand the above policies.

Patient Signature Date Therapist Signature Date
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