
 

 
 

IN OFFICE INTAKE 

 

 

   

 

PERSONAL INFORMATION 

First Name Last Name MI Preferred Name 

Date of Birth Gender Policy Holder 

SSN 

Email Cell Phone 

Home Mailing Address Unit City State Zip 

EMERGENCY CONTACT 

First Name Last Name Phone Number Relationship to Patient 

REFERRAL AND INJURY INFORMATION 
How did you hear about 

us? 

Workers Compensation? 

Employer Name 

Employer Contact # 

Employer Address 

 

Case Mgr 

Case Mgr Contact # 

Case Mgr Email 

Auto Accident? 

Law Firm Name 

Attorney Name 

Attorney Contact # 

 

 

Post Operative Therapy? 

Date of Surgery 

Surgeon 

When did your surgeon recommend 

you to start PT? 

INSURANCE INFORMATION 
Are you a Medicare Patient? Are you receiving home health now or have you 

received it in the past 60 day? 
 

Have you been Discharged from home 

health? 
 

Please provide the name of the home health agency. Please enter the date of your last Home 

Health Visit: 

  



 

 

 

 

  

 

MEDICAL INFORMATION 
Height Weight Approximate date of 

Injury/Symptom Onset 

Have you fallen in 

the past year? 

Tell us about other forms of 

treatment you’ve had for this issue 

in the past 

Affected Regions 

Are you experiencing or 

have you experienced any 

pain associated with this 

injury? 

What kind of pain 

are you 

experiencing?  

Please indicate the intensity of pain levels over the past 24 hours 0 (No Pain)-10 

(Worst pain): 

Best pain level (0-10) 

 

Worst pain level (0-10) Current pain level (0-10) 

 

Please mark the conditions that you have been or are presently being treated for. This information helps your therapist develop a 

treatment plan that will be best for you. 

Acquired Respiratory Distress Syndrome 

Allergies 

Angina 

Anxiety or Panic Disorders 

Arthritis 

Asthma 

Back Injury  

Bleeding Disorders 

Bowel/Bladder Abnormalities 

Cancer 

Chronic Obstructive Pulmonary Disease 

Degenerative Disc Disease 

Depression 

Diabetes  

Dizzy or Fainting Spells 

Emphysema 

Epilepsy or Seizure Disorder  

Fracture 

Headaches 

Hearing Impairment 

Heart Attack 

Hepatitis A, B, or C 

Hernia  

High Blood Pressure 

HIV/AIDS 

Hypoglycemia  

Immunosuppressant Condition or 

Medication 

Kidney Problems 

Liver/Gallbladder Problems 

Metal Implants 

Multiple Sclerosis 

Nausea/Vomiting 

Osteoporosis 

Pacemaker  

Parkinson’s Disease 

Peripheral Vascular Disease 

Pregnancy 

Ringing in your ears 

Sexual Dysfunction 

Skin Abnormalities 

Smoking 

Special Diet Guidelines 

Stroke/TIA 

Tuberculosis 

Upper Gastrointestinal Disease 

Visual Impairment 

Are you currently 

taking any 

medications? 

Please list current medications as well as Dosage, Frequency, and Method of Delivery  

Medication Dosage Frequency Route of Administration 

    

    

    

    

    

    

    

    

    

    



 

 

 

 

  

 

 



 

 

 

 

  

 
 



 

 

 

 

  

 



 

 

 

 

  

 



 

 

 

 

  

 

 



 

 

 

 

  

 

Insurance Information Disclosure 

I have provided my insurance information accurately and to the best of my knowledge. I understand and accept the 

insurance information I provided will be verified by Youngs Physical Therapy & Sports Performance. The verification of 

benefits is not a guarantee of payment. All benefits are subject to eligibility, medical necessity and the terms, 

conditions, limitations and exclusions of the patient’s health benefit plan at the time the services are rendered.  

Acknowledgement of Clinic Policies 

Correct Information: Patient is responsible to provide correct demographic and insurance information, as well as notify 

Youngs PT&SP immediately of any demographic or insurance changes. Failure of which may result in denial of coverage, 

the fees for which the patient or guarantor will be responsible. 

Insurance Coverage Disclaimer: Every attempt is made to obtain accurate physical therapy benefit information.  At 

times, insurance companies give incorrect information.  This error will not be determined until claims are processed 

after services are rendered.  Patients are encouraged to verify their own benefits. It is ultimately the patient’s 

responsibility to know and understand their benefits, and to notify our office of any change in insurance. Once the claim 

is finalized, if insurance processes patient responsibility higher, the patient will be responsible for these charges.  

Payment: All payments are due at each visit. In office charges are estimates. Exact charges are not determined until 

services process through insurance companies.  Balances due may take up to 45 days to be determined. This timeframe 

is dependent on how long your insurance company takes to process claims.  

Credit Card on File: Each patient is required to have a credit card on file.  You will receive a checkout form summarizing 

the services you received at the end of each appointment. At the checkout desk you can choose to pay with your 

preferred method of payment (cash, check, credit card, or health savings account). If you choose to streamline your 

checkout, your card on file will be charged for the services received that day and a receipt will be sent electronically 

following the completion of the transaction. If for any reason your insurance company processes your claims differently, 

you will receive an electronic invoice and will have 72 hours to contact our office to pay with another payment method 

before your card on file is charged.  

Refunds: If a patient overpays for services, a refund will be issued once the patient has been discharged and all 

outstanding claims have processed through the insurance company, or the credit may be applied to services within the 

office. 

Arriving Late: Late arrivals may be rescheduled so that other patients may be seen on time. 

Same Day Cancellations and Rescheduling: A $25.00 fee may be assessed for same day cancellations or rescheduled 

appointments. This fee will not be covered by insurance.  

No Shows: If you fail to show for an appointment, you will be charged a $85 no show fee. After the third no show, all 

future appointments will be cancelled. This fee will not be covered by insurance.  

Social Media: At YPT&SP we highlight our patient’s strengths and accomplishments by promoting their successes 

through pictures and/or videos on social media. 

Appointment Reminders: Our system will send appointment reminders via text and/or email. It is the patient’s 

responsibility to attend all scheduled appointments even if the system fails to send the reminder.  

Text Message Communication: We utilize text messaging to streamline communication with patients regarding 

appointment availability and account balances. 

*Fees can change without additional notification*    



 

 

 

 

  

 

Consent to Evaluation and Treatment Statement  
Please read and review the patient consent to evaluation and treatment at Youngs Physical Therapy & Sports 

Performance. 

 

Consent to Evaluation and Treatment: I understand and agree that insurance claim forms will be submitted to my 

insurance company as a matter of convenience only, and that I am responsible for all charges regardless of my existing 

medical coverage. 

I hereby give authorization for payment of insurance benefits to be made directly to Youngs Physical Therapy & Sports 

Performance for services rendered.  In the event that my insurance company forwards payment directly to me, instead 

of Youngs Physical Therapy & Sports Performance, I will immediately deliver said payment to Youngs Physical Therapy & 

Sports Performance. 

I understand and agree that I am responsible for payment of all charges assessed for professional services rendered and 

will pay any sum due when requested.  I understand and agree that if necessary, to commence legal actions for the 

collection of any outstanding charges on my account, I will be responsible for any costs and/or court fees, in the addition 

to the outstanding balance. 

Assignment of Benefits/Proceeds: I hereby instruct and direct ALL payers responsible for making payments towards the 

treatment of my injuries to pay Youngs Physical Therapy & Sports Rehab, Inc. DBA Youngs Physical Therapy & Sports 

Performance, or the professional or medical benefits/proceeds allowable, and otherwise payable to me as payment 

toward the total charges for the professional services rendered.  This is a direct assignment of my rights and 

benefits/proceeds under ANY applicable policies/agreements.  I further intend for this Assignment to create a secured 

interest under the applicable Uniform Commercial Code. 

Authorization to Release Information: I authorize the release of any medical or other information necessary to verify 

benefits/obtain payment or complete treatment. 

Consent to Evaluation & Treatment:  I do hereby consent to the evaluation and treatment by Youngs Physical Therapy & 

Sports Performance.  I understand it is my right to accept or refuse any treatment offered to me.  I acknowledge and 

understand that no guarantee has been made to me as to the results that may be obtained from such treatment.  

 

By signing I acknowledge and agree to adhere to the above listed policies. 

 

_______________________________________________________________                                     __________________ 

Signature of Patient or Parent/Guardian if the Patient is under 18 years of age:                                                   Date:  

 

 

 

 

Updated: 01/2023 


