PWR

PHYSIO

12006 W. 87th St. Pkwy
Lenexa, Kansas 66215

913.601.8151 | PWRPHYSIO.COM

PATIENT NAME
DATE OF BIRTH SEX SSN
ADDRESS - APT #
. PHONE #
CITY STATE ZIP CODE
EMAIL

***** ARE YOU CURRENTLY RECEIVING HOME HEALTH SERVICES? YES / NO *****
HOW DID YOU HEAR ABOUT US?

PRIMARY CARE PHYSICIAN

REFERRING PHYSICIAN

EMERGENCY CONTACT

PHONE # RELATIONSHIP

PRIMARY INSURANCE

MEMBER ID # GROUP #
COPAY $ CO-INSURANCE $
REMAINING DEDUCTIBLE $ ESTIMATED COST PER VISIT $

ARE YOU THE PRIMARY SUBSCRIBER?  YES / NO

IF NO, SUBSCRIBER’S NAME

SUBSCRIBER’S DATE OF BIRTH RELATIONSHIP

SECONDARY INSURANCE

MEMBER ID# GROUP #

CO-INSURANCE % REMAINING DEDUCTIBLE $

ARE YOU THE PRIMARY SUBSCRIBER?  YES / NO
IF NO, SUBSCRIBER’S NAME

SUBSCRIBER’S DATE OF BIRTH RELATIONSHIP
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*** DO YOU WANT US TO BILL YOUR INSURANCE FOR SERVICES RENDERED? YES / NO ****

»+** DO YOU AGREE TO PAY ALL COPAYS, DEDUCTIBLES, PATIENT RESPONSIBILITIES AND
CANCELLATION FEES AS APPLICABLE AT THE TIME OF SERVICE? YES / NO ****

**** DO YOU WANT TO SELF PAY FOR SERVICES RENDERED? YES / NO ****

SELF PAY COST PER VISIT $

ONCE THE PAYMENT TYPE IS DETERMINED, WE ARE NOT ABLE TO CHANGE THE BILLING
PROCESS

PAYMENT INFORMATION

WE ASK THAT YOU PAY FOR TREATMENT AT THE TIME OF YOUR VISIT. REGULAR EXCEPTION TO THIS POLICY ARE THOSE PATIENTS
WITH WORKER’S COMPENSATION OR OTHER INSURANCE WHICH 1S CONFIRMED FOR FULL PAYMENT. IF YOUR INSURANCE POLICY PAYS
80% AFTER YOUR DEDUCTIBLE, WE WILL ASK FOR PAYMENT UP TO THE AMOUNT OF THE DEDUCTIBLE PLUS 20% THEREAFTER. IT IS
THE PATIENT’S RESPONSIBILITY TO CONFIRM THE POLICY PAYMENT. PLEAE OBTAIN CLAIM FORMS FROM YOUR INSURANCE COMPANY,
FILL THEM OUT AND PRESENT THIS TO US FOR OUR BILLING.

EXCEPTIONS TO THIS ABOVE POLICY CAN BE MADE WITH *PRIOR APPROVAL* FOR EXAMPLE, PATIENTS WHO ARE SEEN FOR DAILY
TREATMENTS MAY WISH TO PAY WEEKLY RATHER THAN DAILY. PAYMENT PLANS FOR PATIENTS WITHOUT INSURANCE OR IN FINANCIAL
DIFFICULTY MAY BE SET UP WHEN NECESSARY. IF AN ACCIDENT CASE IS IN LITIGATION, WE ADHERE TO THE ABOVE POLICY AND *DO
NOT WAIT* FOR PAYMENT WHEN THE COURT CASE IS CLOSED.

AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST

| AGREE TO BE EVALUATED AND TREATED FOR PHYSICAL/OCCUPATIONAL THERAPY. | HEARBY CERTIFY THAT THE INFORMATION
GIVEN BY ME IN APPLYING FOR PAYMENT UNDER TITLE XVII OF THE SOCIAL SECURITY ACT IS CORRECT. | AUTHORIZE RELEASE
OF ALL RECORDS REQUIRED TO ACTI ON THIS REQUEST. | REQUEST THAT PAYMENT OF BENEFITS BE MADE ON MY BEHALF TO
PWR PHYSIO LLC, | UNDERSTAND THAT | MAY REQUEST A COPY OF THE PRVACY PRACTICES AND/OR COPY OF MY PROTECTED
HEALTH INFORMATION.

SIGNATURE DATE

=% 1S THIS INJURY A RESULT OF AN AUTO ACCIDENT? YES / NO ****
**** |S THIS A WORKER’S COMPENSATION CASE?  YES / NO ****
CONTACT PERSON FOR THE CASE PHONE #

CASE #

EMPLOYER NAME

EMPLOYER ADDRESS

EMPLOYER PHONE #




12006 W. 87th St. Pkwy
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CANCELLATION POLICY

EFFECTIVE JANUARY 1, 2023

Due to the influx of patients and the demand for certain specific appointment
times, we will be placing a cancellation policy into effect.

Please read and initial the below statements:

The charge for a late cancellation (anything less than 12 hours

in advance) will be $25.00.
The charge for a NO SHOW appointment will be $75.00

We are required to hold a credit card on file for missed visits, deductibles and/
or co-insurance payments according to your Explanation of Benefits received
after service.

We will call you prior to charging your card to inform you of what the charge is
and to give you the opportunity to use a different method of payment.

APPOINTMENT REMINDERS

Please chose and initial one of the options below:

Confirm my appointments via auto-reminders at this number

Do NOT conform my appointments via auto-reminders. | do not need reminders.

Patient name

Signature Date
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HIPAA INFORMATION AND CONSENT FORM

The Health Insurance Portability and Accountability Act (HIPPA) provides safeguards to protect your privacy.
This form is a “friendly” version for your convenience. A more complete text is available in the office. You
have the right to review this notice before signing the consent. The teams of the notice may change, and if
this should occur, you may receive a revised copy by contacting the office manager.

What this is about: Specifically, there are rules and restrictions on who may see or be notified of your Pro-
tected Health Information (PHI). These restrictions do not include the normal interchange of information
necessary to provide you with office services. HIPPA provides certain rights and protections to you as the pa-
tient. We balance these needs with our goal of providing yo with quality professional service and care. Addi-
tional information is available from the U.S. Department of Health and Human Services at www.hhs.gowv.

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that
all administrative matters related to your care are handled appropriately. This specifically includes the
sharing of information with other healthcare providers, laboratories, health insurance payers as is neces-
sary and appropriate for your care. Patient files may be stored in open file racks and will not contain any
coding which identifies a patient’s condition or information which is not already a matter of public
record. The normal course of providing care means that such records may be left, at least temporarily, in
administrative areas such as the front office, examination room, etc. Those records will not be available
to persons other than office staff. You agree to the normal procedures utilized within the office for the
handling of charts, patient records, PHI and other documents or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone,
email, text or US mail, or by any means convenient for the practice and/or as requested by you. We may
send you other communications informing you of changes to office policy and new technology that you
might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors my have access to PHI

but must agree to abide by the confidentiality rules of HIPPA.

. You understand and agree to inspections of the office and review of documents which may include PHI by

government agencies or insurance payers in normal performance of their duties.

. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager.

. Your confidential information will not be used for the purposed of marketing or advertising of products,

goods or services.

. We agree to provide the patients with access to their records in accordance with state and federal laws.

. We may change, add, delete or modify any of these provisions to better serve the needs of both the prac-

tice and the patient.

. You have the right to request restrictions in the use of you protected health information and to request

change in certain policies used within the office concerning your PHI. However, we are not obligated to
alter internal policies to conform to your request.

n
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l do hereby consent and acknowledge my
agreement to the terms set forth in the HIPPA INFORMATION FORM and any subsequent changes in office pol-
icy. | understand that this consent shall remain in force from this time forward.

Signature Date




Pelvic Floor Medical Intake Form

Name: Age: Date:

What is the primary issue / concern that brought you here?

When did your symptoms first begin (date)? Was it related to a specific incident?

Describe any previous treatment you have had (medical, diagnostics, therapy):

If pain is present, rate pain on a 0-10 scale (10 is worst) and describe:

What activities cause or aggravate your symptoms?

What relieves your symptoms?

What activities would you like to return to doing that you are prevented from doing now?

i)

GENERAL HEALTH
Date of last physical exam:

Do you engage in regular exercise? If yes, what type and how often?

How is your mental health?

Does your diet consist of whole grains, fruits and vegetables?
How much water do you drink each day?

How much caffeine do you drink each day?

How much fiber is in your diet?

Do you have any of the following symptoms? (Please circle all that apply)

Fever/Chills Unexplained weight change Unexplained muscle weakness
Dizziness/Fainting Night pain/sweats Change in bowel/bladder function
Malaise Numbness/Tingling Other:

Have you ever had any of the follbwing conditions or diagnoses? (Please circle all that apply)

Cancer Epilepsy / Seizures Physical or sexual abuse
Heart problems Fibromyalgia Blood clots

Ankle swelling Arthritis Varicose veins

Anemia Broken bones (fractures) Bowel or bladder problems
Depression or Anxiety Breathing trouble Pacemaker or metal implants
Anorexia or Bulimia Diabetes ‘ Neurological problems
Stroke / TIA Sexually transmitted disease Other: :

List medications and supplements (Include start date and reason for taking):

Describe surgical / procedure history?




Obstetrics / Gynecological History
-Are you currently pregnant? If so, what is your
estimated due date?

Number of pregnancies,

Vaginal and/or Cesarean deliveries

List dates of deliveries

Episiotomy or Perineal Tearing?

Difficult childbirth?

Prolapse

Vaginal dryness

Painful periods?

Menstrual cycle: regular? Painful? Cyc|é
length?

Menopause (when was your last period?)

Are you currently sexually active or have you been
in the past?
History of difficulty with vaginal exams?

Chronic urinary tract or bladder infections?
History of yeast infections?
Painful vaginal penetration?
Do you use vaginal cream or lubricant?

Bladder / Bowel Habits or Problems (Please circle all that apply)

Trouble initiating / difficulty stopping urine stream

Intermittent/slow urine stream

Dribbling after urination

Trouble emptying or straining to empty bladder
Constant urine leakage

Blood in Urine

Frequency of Urination: times per day

Frequency of Bowel Movements: times per day

Painful urination

Trouble feeling bladder or bowel urge/fuliness
Current Laxative use

Constipation/straining

Trouble holding back gas/feces

Recurrent bladder infections

Amount passed is Small / Medium / Large

per night

When you have the urge to urinate or have a bowel movement, how long can you delay before you have to go

to the toilet?

What are your main concerns about your bladder and bowel health / function?

If experiencing incontinence:
Bladder Leakage (if yes, how frequently):

Bowel Leakage (if yes, how frequently):

What form of protection do you wear (if any)?

Do you ever feel as if an organ is falling out, or have increased pelvic heaviness? If yes, please describe:

Do you have low back pain/sciatica or abdominal or pelvic pain (if yes, please describe):

Do you have any other questions or concerns that you would like to discuss with your practitioner?

How did you hear about our practice?

Pelvic Floor Examination Consent (required)

Have you had a vaginal examination in the past? If so, did you have any difficulty?

| give my consent to the physical therapist to do a vaginal examination for the purpose of evaluating my

condition and providing therapeutic intervention.

Initials

| understand | can terminate the examination and treatment at any time. Initials

| understand that | am responsible for immediately telling the examiner if | am having discomfort or unusual

symptoms during the examination and treatment.

Initials



RENA Sculpt Release

I understand that I may feel intense muscle contractions in the treated area, but [ will have
control over the intensity and length of the treatment. I can stop the treatment at any time for
any reason. Initials:

I acknowledge that the treatment is preferably applied directly over the skin. If it is not, I am

aware not to wear any metallic accessories (such as jewelry, watch or clothes containing metallic
threads) and to remove my phone and wallet during the treatment. Initials:

Please circle any of the following you currently have or have had:

Metal or electronic implants

. Cardiac pacemakers, implanted defibrillators, implanted neurostimulators
. Drug pumps

e  History of abdominal surgery

e  Pulmonary insufficiency

e  Malignant tumor

o Metallic IUD

e Hemorrhagic conditions

e  Heart disorders

e  Epilepsy

. Recent surgical procedures (muscle contraction may disrupt the healing)

Areas of the skin which lack normal sensation

A Current pregnancy or trying to get pregnant

If you circled any of these questions, please specify:




Please answer the following;:

* Have you been pregnant? Y N

» Have you had a C-section? Y N

* Have you had a Vaginal birth? Y N

Treatment considerations

I am aware that the treatment cannot be applied over the head, heart, or neck and that I
should notify my therapist if I would like the paddles moved. Initials:

I am aware that pregnancy and nursing are contraindicated, and pregnant women
cannot undergo the treatment. Initials:

I understand that there are certain risks associated with Renasculpt treatments and they
include but are not limited to muscular pain, temporary muscle spasm, temporary joint

or tendon pain, local erythema or skin redness. Initials:

Iunderstand that the treatment may involve risks of complications or injury from both
known and unknown causes, and I freely assume these risks. Initials:

I have read the above information, and I request and give my consent to be treated with
the Renasculpt by the practitioners in this practice and designated staff. Initials:

My signature below indicates that the above information is accurate and
current.

Patient’s signature:
Date:

Witness (in print):

Signature: Date:

" Practice Name:




12006 W, 87th St. Pkwy
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MY WELLNESS JOURNEY

PATIENT NAME DOB

THE MAIN REASON | AM SEEKING THERAPY IS:

MY MOST IMPORTANT GOALS FOR THERAPY ARE:

| KNOW | AM COMPLETE WITH THERAPY WHEN:

******************************************TH ERAPIST ON LY******************************************

FREQUENCY/DURATION:

THERAPY PLAN OF CARE:
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PATIENT SIGNATURE:




