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Welcome Sir or Madam:

Thank you for choosing Smart Body Physical Therapy for your neuromuscular and/or musculoskeletal needs. We are committed to
helping you achieve your rehabilitation goals in the most effective and efficient manner possible. In order to achieve these goals, we
need your assistance.

Your Feedback: We believe it is essential you take an active role in your therapy, which includes giving us candid feedback on
how effective your freatment is and how compliant you have been with your home exercises. If you have questions about your progress
or have suggestions, please do not hesitate to discuss these concems with your therapist.

Designated Treatment Area: In order to respect patient confidentiality, in addition to safety precautions, we request that visitors,
spouses and other family members remain in the waiting area unless the patient’s therapist requests their presence. Our patients deserve
our undivided attention.

Adult Supervision: Minors (under the age of 18) receiving treatment at our facility must be accompanied by a parent or legal
guardian during each physical therapy appointment.

Children: Please refrain from bringing children into the treatment area to ensure you have our full attention. Children under the
age of 12 should not be left in the waiting area without adult supervision.

Appointments: We see patients by appointment only. Please call ahead if you think you will be late. We reserve the right to
reschedule your appointment if you are more than 15 minutes lafe to your appointment.

Cancellations: A $30 fee will apply for each appointment that is canceled with less than 24 hours notice. You may leave a
message on voicemail if you are calling affer hours. If you miss two consecutive appointments without prior notification, your remaining
appointments will be removed from our schedule. In order to return to therapy, you will need to call to reschedule your next
appointment.

Courtesy: In consideration of our patients with breathing difficulties, please refrain from wearing heavy perfume/cologne.

Attire: For access fo body parts being treated, loose fitting clothing is recommended. If your evaluation includes a diagnosis
relating to the pelvis/pelvic floor muscles, you may need to undress and wear a gown, as an infra-vaginal or intra-rectal evaluation may
be necessary as part of your evaluation. An example of this might be treatment for the diagnosis of urinary incontinence or leakage.

Authorization to Treat: | hereby consent and authorize the performance of all appropriate procedures and courses of treatment,
which in the judgement of my provider may be considered necessary or advisable for my diagnosis/treatment. | have a condition
requiring physical therapy care, and hereby consent to the rendering of such care, which may include such medical freatment as my
aftending physician(s| or other Smart Body Physical Therapy staff consider necessary. | understand that my medical care and treatment
may be provided by a physical therapist, physical therapist assistant or physical therapist intern. It is understood that Smart Body
Physical Therapy assumes no responsibility for personal property such as glasses, dentures, clothing, jewelry or other personal items.

We hope you have the best healthcare experience you've ever had!

Sincerely,
Laura Bunso Bittencourt, PT, MTC, President & Clinical Director

| HAVE READ, UNDERSTOOD AND AGREE TO THE ABOVE REQUESTS.

Signature of Patient or Guardian Date
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New Patient Paperwork
Patient Name: Date of Birth:
First Middle Last
Address:
Street City State Zip
Preferred Method of Contact for Appointment Reminders:  Phone Call Text
Home Phone: Cell Phone: Work Phone:
Marital Status (Please Circle):  Single Married Divorced Prefer not to disclose
Email Address:
I would like fo receive my home exercise program via email I would like to receive the Smart Body PT monthly newsletter
Emergency Contact:
Name Relationship Number
Who can we thank for referring you? (Please check all that apply). Friend/Family, Other:
Referring Physician: Self—Referred:
Primary Care Physician: Would you like us to include this physician in communication2 Y N
Advertisement Community Event Social Media Internet
Insurance Information
Spouse’s Name or Responsible Party: Phone Number:
Primary Insurance Company:
Subscriber Date of Birth: Subscriber SSN: Self Spouse Parent

Please be advised, anyone who does not provide a secondary insurance company will be responsible for account balance.

Secondary Insurance Company:

Subscriber Date of Birth: Subscriber SSN:

Self Spouse Parent

Please specify if you have been in a car accident or work-related injury that has brought you to our clinic.

Work-Related Incident
Date of Accident:

Auto Accident

Adjuster Name:

Phone Number: Fax Number:

Auto/Work Comp. Insurance Co.:

Claim/Case Number:

The reason | am here is not Auto or Work-Related Type of accident:

Claims Address:

Attorney Name (if applicable):

Attorney Number:
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Physical Therapy Goals

What is the main reason you are at physical therapy?

What are your goals for physical therapy?

When did your problem begin@ Other freatments you have had for this issue?

What makes your symptoms better2 What makes your symptoms worse?

Have you every had physical therapy for this or another issue? If so, where, for what and for how long:

What activities are you having difficulty with and want to improve? (Circle all that apply).

Walking Bathing Carrying Movement Cetting on/off toilet Cefting in/out of car
Sitting Eating Dressing Meal Prep Going up /down stairs Cetting in/out of bed
Reaching Wiriting Grooming Standing Sexual Function Bladder/Bowel Control
Lifting Work Duties Home Activities  Self Care Sports Activities Exercising

How much does this problem limit your overall functione 0% 10% 20% 30% 40% 50% 60% 70% 80% Q0% 100%

Do you have any personal, cultural or spiritual needs we should know about in providing your therapye ~ Yes  No
If yes, please explain:

Please include any additional information that would help us in providing your care (What you think would help, concems, etc.):

If you're not experiencing pain, please skip to page 3.

Please rate your pain by circling below: Mark areas on the body where you are experiencing issues.
0 = No Pain, 10 = Worst Pain Imaginable

Please mark on the chart below to rate your pain level in the past week:

Worst Pain Level: /10, lowest Pain Level: /10

Please describe your pain (Circle all that apply):
Throbbing Shooting Stabbing Sharp Cramping
Aching Heavy Tender Splitiing Sickening

HotBurning Fearful Cruel/Punishing  Gnawing I
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