
WETZLER INTEGRATIVE PHYSICAL THERAPY
8683 E. Lincoln Ave., Suite 220
[bookmark: _GoBack]Lone Tree, CO 80124
720-955-0451

Welcome to our office! Wetzler Integrative Physical Therapy strives to provide the best service and care to our patients in every way possible. Reminders of your appointments are given as a courtesy. However, it is your responsibility to keep track of all your appointments. Due to the high demand of our office and our waiting list, our appointment policies are as follows:

Cancellation Policy:
NO CALL/NO SHOW --  We require a 24 hour notice of cancellation. Failure to notify the office will result in a charge of the full appointment fee. 
LATE CANCEL --  If less than 24 hours notice is given and you must cancel, but you contact the office, you will be charged a $75.00 late cancel fee. If the cancellation is due to an emergency, it will be left up to your therapist’s discretion if that fee will be charged.

Missed Appointment Policy:
If 1 appointment is missed (no call/ no show), you will be charged for the full session. After 2 no shows (and 2 full charges) to the office, you will receive a letter reminding you of our policy. If a 3rd appointment is missed, you may be discharged from the office.  

SIGNATURE: ____________________________________________ DATE: ______________________
PRINTED NAME: ______________________________________________________________________

 PATIENT INFORMATION:
NAME: _________________________________________ DATE OF BIRTH: ____________________
ADDRESS: ________________________________________________________________________
CELL #: ______________________________          HOME #: ________________________________
EMAIL: __________________________________________________________________________
EMPLOYER: _________________________________________ WORK PH #: ___________________
MARITAL STATUS:  _____single; _____married; _____ divorced; ______ widow
SPOUSE’S NAME (if applicable): ______________________________ PHONE: _________________


EMERGENCY CONTACT: 
NAME: _________________________________ RELATIONSHIP: _____________________
PHONE: ________________________________


REFERRAL SOURCE:
NAME(S): _________________________________________________________________________
PH # (S): __________________________________________________________________________
E-MAIL:___________________________________________________________________________
YOUR OTHER PROVIDERS:
PROFESSION/SPECIALTY: ____________________________________________________________
PROFESSION/SPECIALTY: ____________________________________________________________
PROFESSION/PHYSICIAN: ____________________________________________________________
PROFESSION/SPECIALTY: ____________________________________________________________



FINANCIAL INFORMATIONINSURANCE INFORMATION:
Wetzler Integrative Physical Therapy is not contracted with any insurance companies. Our office does not do any insurance billing. We cannot guarantee that your insurance will pay for the services you receive. Therefore, the entire balance on an account always remains the sole responsibility of the patient. We recommend that you take the time to read over your policy and contact your insurance carrier if you have any questions regarding your coverage. This also applies to Medicare patients. We are not a Medicare provider. We are not allowed to bill Medicare, nor are our patients. Please contact our office if you have any questions about this.
      Please check this box if you have Medicare as there is an additional form you will need to sign in the office.

SIGNATURE: __________________________________________ DATE: ______________________

RESPONSIBLE PARTY:          			PATIENT / OTHER (circle one)

PRINTED NAME: _____________________________________ RELATIONSHIP: _________________
SIGNATURE: ________________________________________ DATE: _________________________

IF YOU ARE NOT THE PATIENT BUT ARE THE RESPONSIBLE PARTY, PLEASE INCLUDE:
ADDRESS: _________________________________________________________________________
PHONE: __________________________________________________________________________





HIPPA NOTICE OF PRIVACY PRACTICES
This notice describes how medical information about you may be used and disclosed as well as how you can access this information. Please review it carefully. 
Under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), it is our legal duty to safeguard your “protected health information” (PHI). Please note that we reserve the right to change the terms of this notice and our privacy policies at any time as permitted by law. Any changes will apply to PHI already on file with us. Before we make any important changes to our policies, we will immediately change this notice and post a new copy of it in our office. You may also request a copy of this notice from us. This notice with remain in effect until it is replaced or amended.                          During the course of our relationship with you, we will use and disclose PHI about you for treatment, payment, and healthcare operations. We gather personal information and health information from you, other healthcare providers, and third-party payers. Use of PHI means when we share, apply, utilize, examine, analyze information within our practice; PHI is disclosed when I release, transfer, give, or otherwise reveal it to a third party outside our practice. You may specifically authorize us to use PHI for any purpose or to disclose your health information by submitting an authorization in writing. Such disclosures will be made to any personal representative you choose to have your protected health information.
Marketing:
This office will not use or disclose your PHI for marketing communications without your written authorization. This office may send birthday cards, thank you cards, notice of clinic events, newsletters, and/or appointment reminders.
Disclosure:
This office may use or disclose your PHI without your consent or authorization when required by law.
Patient Rights:
1. Upon written request, you have the right to review and receive copies of your PHI
2. Upon written request, you have the right to receive a list of disclosures about your PHI
3. You have the right to request additional restrictions on the use and disclosure of your PHI as permitted by law
4. Upon written request, and as permitted by law, you have the right to request that we amend your PHI
5. You have the right to receive all notices in writing.
If you have questions about this notice or any complaints about our privacy practices, please contact our office. Please send written complaints to the Secretary of the Department of Health & Human Services, 200 Independence Ave. S.W., Washington, DC 20201.
I acknowledge consent for use and disclosure of PHI and receipt of this Notice of Privacy Practices. 	
SIGNED: ___________________________________________    DATE: ____________________________
PRINTED NAME:  ____________________________________ RELATIONSHIP: _____________________
HEALTH HISTORY
(FEEL FREE TO USE THE BACK OF THIS FORM IF NEEDED)

1. Please describe your chief complaint: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. When did your symptoms first appear? Have they gotten worse over time? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. What treatments have you tried to correct your problem? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Have you had success with any of these treatments? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Any past surgeries or hospitalizations? (please include dates)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Medications? (include prescriptions, vitamins & supplements, dosage and how long you have taken them) 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Allergies? (list any allergies and what type of reaction you get. ie: iodine / rash)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Please check yes or no next to the following questions (include any explanation if necessary)
	a. Is your condition related to an accident?    ________ yes ________ no
	b. Are you currently on disability?  ________ yes  ________ no
	c. Are you currently being treated or have you ever been seen by a psychiatrist or 
    psychologist? ______ yes  ______ no
	d. Are you involved in any litigation or worker’s comp case? ______ yes  ______ no
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. What is the severity of your pain (please circle)
None	1	2	3	4	5	6	7	8	9	Worst imaginable

10. When is your pain or dysfunction the worst? (ie: first thing in the morning, laying down, after work, during a certain activity)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
11. Does anything aggravate your condition? (ie: sitting, running, sleeping, bending/twisting, driving)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12. Please circle the types of pain you experience:
Aching		Shooting	Deep		Superficial	Localized	Throbbing
Constant	Cyclical		Piercing	Sharp		Burning	Dull
Numbness	Tingling	Infrequent

13. List any activities, hobbies or exercises that you do on a regular basis. Any you can no longer do because of your pain? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[image: ]			                             
NUTRITIONAL HISTORY
Do you usually eat: (check all that apply)
_____ Breakfast    _____ Lunch      _____ Dinner    _____ Between Meals    _____ Before Bed 
For each food/drink item, mark the column that best indicates how often you eat that food
(D= Daily, W = Weekly, M= Monthly, N = Never)

	
	3x/D
	D
	3x/W
	W
	3x/M
	M
	N

	MILK
	
	
	
	
	
	
	

	HALF & HALF
	
	
	
	
	
	
	

	DAIRY PRODUCTS
	
	
	
	
	
	
	

	ICE CREAM
	
	
	
	
	
	
	

	CAFFEINATED COFFEE/TEA
	
	
	
	
	
	
	

	DECAFFEINATED COFFEE /TEA
	
	
	
	
	
	
	

	REFINED SUGAR
	
	
	
	
	
	
	

	ARTIFICIAL SUGAR
	
	
	
	
	
	
	

	ADD SALT TO YOUR FOOD
	
	
	
	
	
	
	

	CHIPS
	
	
	
	
	
	
	

	CRACKERS
	
	
	
	
	
	
	

	WHITE BREAD
	
	
	
	
	
	
	

	BREAD (OTHER)
	
	
	
	
	
	
	

	PASTRIES
	
	
	
	
	
	
	

	DESSERT
	
	
	
	
	
	
	

	CANDY
	
	
	
	
	
	
	

	SODA
	
	
	
	
	
	
	

	SODA - DECAF
	
	
	
	
	
	
	

	SODA – DIET
	
	
	
	
	
	
	

	BEER/WINE
	
	
	
	
	
	
	

	HARD LIQUOR
	
	
	
	
	
	
	

	GREEN VEGGIES
	
	
	
	
	
	
	

	OTHER VEGGIES
	
	
	
	
	
	
	

	RED MEAT/PORK
	
	
	
	
	
	
	

	CHICKEN/TURKEY
	
	
	
	
	
	
	

	FISH/SEAFOOD
	
	
	
	
	
	
	

	NUTS / SEEDS
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14. Have you ever been treated for or suffered from any of the following:

a. check yes or no - if YES, please include:  

b. frequency- D:daily, W:weekly M; monthly

c. the date which you first experienced it 

d. circle yes or no if it is a current issue for you

ASTHMA YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

LUNG PROBLEMS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

FREQUENT COLDS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SINUS TROUBLE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

STOMACH PAIN YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

ULCERS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

BOWEL TROUBLE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

INDIGESTION YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

KIDNEY STONES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

GALL STONES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

LIVER PROBLEMS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

DIABETES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

HIGH BLOOD PRESSURE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

HEART TROUBLE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

HEART ATTACK YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

CHEST PAIN YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SHORTNESS OF BREATH YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

RINGING IN THE EARS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

VISION PROBLEMS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

FATIGUE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

INSOMNIA YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SNORING YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

HEADACHES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

JAW PAIN YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

ARTHRITIS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

RHEUMATOID ARTHRITIS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

FAINTING YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

DIZZINESS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

STROKE YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

PARALYSIS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SEIZURES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

THYROID PROBLEMS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

CANCER YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

ANEMIA YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SKIN ISSUES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

SEXUAL PROBLEMS YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N

HOT/COLD SENSITIVITIES YES ____ NO ____ D  /  W  /  M DATE:  CURRENT:  Y / N


