
12217 Santa Monica Blvd #209 
Los Angeles, CA 90025 

(310) 309-3721

17019 Chatsworth St. 
Granada Hills, CA 91344 

(818) 435-4455

PATIENT INFORMATION EMAIL ADDRESS:_____________________________ 
First Name: Last Name: Middle Initial: Date:  /  / 

Address: City: State: Zip: 

Birth date:  /  / Age:  Male  Female S.S. #:  -           - 

Home Phone:  (  )  - Alternative Phone (Cell, Pager):  (  )  - Spouse: 

Chose Clinic Because/ Referred to Clinic By  Dr.:  Insurance Plan  Family  Friend 

 Former Patient  Close to Work/Home  Website  Yellow Pages  Street Sign  Other: 

 WORK INFORMATION 
Employer: Work Phone (  )  - Ext. 

Occupation: Employment Status    Full Time  Part Time  Retired  Not Employed 

 CARE PROVIDER INFORMATION 
Referring Dr: Referring Dr. Phone: (  )  -

Regular Dr./PCP Regular Dr./PCP Phone: (  )  -

 INSURANCE INFORMATION (PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST ) 
Primary Insurance Name: 

Subscriber’s Name (If different): Birth date :  /  / 

ID. #: Group/Policy # 

Patient’s Relationship to Subscriber:  Self  Spouse  Child  Other: 

Name of Secondary Insurance: 

Subscriber’s Name: Birth date :  /        / 

ID. #: Group/Policy # 

Patient’s Relationship to Subscriber:  Self  Spouse  Child  Other: 

 AUTO OR WORK INJURY CLAIM              (PLEASE PROVIDE YOUR INSURANCE INFORMATION FOR BACKUP ) 
Insurance Name:  Auto :  Labor & Industries: 

Adjuster/Claim Manager: Phone: Ext.: 

Address: City State: Zip: 

Claim #: Accident Date:            /         / Cause: 

 ATTORNEY INFORMATION 
Name: Law Firm: Phone: (  )  -

Address City State: Zip: 

 IN CASE OF EMERGENCY 
Name of Local Friend or Relative (Not Living at Same Address): 

Relationship to Patient: Home Phone: (       )  - Work Phone: (  )  - 
I authorize my insurance benefits be paid directly to Physician’s Choice Physical Therapy.  I understand that I am financially responsible for 
any balance. I also authorize Physician’s Choice Physical Therapy to release any information required to process my claims. 

PATIENT /GUARDIAN SIGNATURE DATE 



 

 

12217 Santa Monica Blvd #209 
Los Angeles, CA 90025 

(310) 309-3721 

17019 Chatsworth St. 
Granada Hills, CA 91344 

(818) 435-4455 
 

PAST MEDICAL HISTORY FORM  Patient Name ____________________________ 
BLOOD PRESSURE YES NO  JOINT CONDITIONS YES NO 

Hypertension    Upper Extremity   
Low Blood Pressure    Dislocation   
Normal Blood Pressure    Lower Extremity Dislocation   
       

HEART DISEASE YES NO  OTHER CONDITIONS YES NO 
Heart Attack    Muscular Dystrophy   
Atherosclerotic Disease    Rheumatoid Arthritis   
Myocardial Infarction    Multiple Sclerosis   
Rheumatic Heart Disease    Epilepsy   
Heart Murmur    Gout   
Do you have a pacemaker    Fibromyalgia   

MUSCLE CONDITION YES NO  Diabetes   
Carpal Tunnel R/L    Hearing Loss   
Tennis Elbow R/L    Poor Eyesight   
Back/Neck Problems    Fainting   
Limited Limb Movement    Polio   

    Other:    
LUNGS YES NO     

Asthma       
Emphysema       
Shortness of Breath       
 

EXERCISE  WORK ACTIVITY  STRESS LEVEL  HABITS 
 None   Sitting   Low   Smoking Packs a Day   
 1-2 x Week   Standing   Medium   Alcohol Drinks a Week   
 3-4 x Week   Light Labor   High   Coffee/Soda Cups a Week   
 5+  x Week  Heavy Labor      

 
What types of exercise do you perform? :   
What things cause stress in your life? :   

      
Are you taking any seizure medication? YES NO If yes list name:   
 
Are you taking any medications that might affect your lungs, heart, consciousness or general well-being while participating in therapy? 
 

YES NO If yes list name:   

 
List all medications you are currently 
taking:   
  
List all surgeries in the past two years (Including dates):   
  
Are you 
pregnant?  YES  NO 

What 
week?:   

 
Have you had any injuries related to work?  YES  NO If yes list body part and date.:   
  
Have you had any Auto Accidents  YES  NO If yes list body part and date.:   
  
Have you had Physical Therapy or Massage Therapy before?  YES  NO Where:   

  
   

Signature of Patient, Parent, Guardian, Personal Representative  Date 



Pain and Symptom Status Report 

Name ________________________________________________ Date _____________________________________ 

Using the symbols below, please draw at the location on the 
body outlines, they type of pain you are experiencing. 

Ache 
MMM 

M 

Burning 
—  —  — 

—  — 

Numbness 
0  0  0  0 
0  0  0 

Pins and Needles 
□ □ □ □ □ □

□ □ □ □

Stabbing 
/ / / / / 
/ / / / 

Other 
x x x x 
x x x 

Chief Complaint and Visual Analog Scale 

My Chief Complaint is: ____________________________________________________________________________ 

Date First Symptom of Your Problem Occurred on: ________________________  

2nd Complaint: ___________________________________________________________________________________ 

3rd Complaint: ___________________________________________________________________________________ 

Please circle on the scale below to indicate your CURRENT level of pain: 
No Pain 0 1 2 3 4 5 6 7 8 9 10 Pain as bad as it gets 

Please circle on the scale below to indicate your LOWEST level of pain: 
No Pain 0 1 2 3 4 5 6 7 8 9 10 Pain as bad as it gets 

Please circle on the scale below to indicate your HIGEST level of pain: 
No Pain 0 1 2 3 4 5 6 7 8 9 10 Pain as bad as it gets 

Additional Comments: _____________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________  

What goals do you wish to achieve in physical therapy? ___________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________  

 _______________________________________________________________________________________________________________________________  

LEFTRIGHT RIGHTLEFT



When it comes to your health information, you have certain rights. This section explains your 
rights and some of our responsibilities to help you.

Get an electronic or 
paper copy of your 
medical record 

• You can ask to see or get an electronic or paper copy of your medical record
and other health information we have about you. Ask us how to do this.

• We will provide a copy or a summary of your health information, usually
within 30 days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct your 
medical record

• You can ask us to correct health information about you that you think is
incorrect or incomplete. Ask us how to do this.

• We may say “no” to your request, but we’ll tell you why in writing within
60 days.

Request confidential 
communications

• You can ask us to contact you in a specific way (for example, home or office
phone) or to send mail to a different address.

• We will say “yes” to all reasonable requests.

Your Rights

Notice of Privacy Practices  •  Page 1

Your Information.
Your Rights.
Our Responsibilities.
This notice describes how medical 
information about you may be used 
and disclosed and how you can get  
access to this information.  
Please review it carefully.

continued on next page
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Ask us to limit what 
we use or share

• You can ask us not to use or share certain health information for treatment, 
payment, or our operations.

ØWe are not required to agree to your request, and we may say “no” if it 
would affect your care.

• If you pay for a service or health care item out-of-pocket in full, you can ask 
us not to share that information for the purpose of payment or our 
operations with your health insurer.

ØWe will say “yes” unless a law requires us to share that information.

Get a list of those with 
whom we’ve shared 
information

• You can ask for a list (accounting) of the times we’ve shared your health
information for six years prior to the date you ask, who we shared it with,
and why.

• We will include all the disclosures except for those about treatment,
payment, and health care operations, and certain other disclosures (such as
any you asked us to make). We’ll provide one accounting a year for free but
will charge a reasonable, cost-based fee if you ask for another one within
12 months.

Get a copy of this 
privacy notice 

• You can ask for a paper copy of this notice at any time, even if you have
agreed to receive the notice electronically. We will provide you with a paper
copy promptly.

Choose someone 
to act for you

• If you have given someone medical power of attorney or if someone is your
legal guardian, that person can exercise your rights and make choices about
your health information.

• We will make sure the person has this authority and can act for you before
we take any action.

File a complaint if  
you feel your rights 
are violated

• You can complain if you feel we have violated your rights by contacting us
using the information on page 1.

• You can file a complaint with the U.S. Department of Health and Human
Services Office for Civil Rights by sending a letter to 200 Independence
Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

• We will not retaliate against you for filing a complaint.
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Your Rights continued

www.hhs.gov/ocr/privacy/hipaa/complaints/


  Your Choices

For certain health information, you can tell us your choices about what we share. If you 
have a clear preference for how we share your information in the situations described below, talk to us. Tell 
us what you want us to do, and we will follow your instructions. 

In these cases, you have 
both the right and choice 
to tell us to:

•   Share information with your family, close friends, or others involved in  
your care

•   Share information in a disaster relief situation

•   Include your information in a hospital directory

•   Contact you for fundraising efforts

If you are not able to tell us your preference, for example if you are 
unconscious, we may go ahead and share your information if we believe it is 
in your best interest. We may also share your information when needed to 
lessen a serious and imminent threat to health or safety.

In these cases we never 
share your information 
unless you give us  
written permission:

•  Marketing purposes

•  Sale of your information

•  Most sharing of psychotherapy notes

In the case of fundraising: •   We may contact you for fundraising efforts, but you can tell us not to 
contact you again.
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How do we typically use or share your health information? We typically use or share your health 
information in the following ways.

Treat you •  We can use your health information and 
share it with other professionals who are 
treating you. 

Example: A doctor treating you 
for an injury asks another doctor 
about your overall health condition.

Run our 
organization

•  We can use and share your health information 
to run our practice, improve your care, 
and contact you when necessary.

Example: We use health information 
about you to manage your treatment 
and services. 

Bill for your 
services

•  We can use and share your health information 
to bill and get payment from health plans or 
other entities. 

Example: We give information 
about you to your health insurance 
plan so it will pay for your services. 

  Our Uses and Disclosures

continued on next page
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How else can we use or share your health information? We are allowed or required to share 
your information in other ways – usually in ways that contribute to the public good, such as public health and 
research. We have to meet many conditions in the law before we can share your information for these purposes. 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health 
and safety issues

•  We can share health information about you for certain situations such as:
Ø Preventing disease
Ø Helping with product recalls
Ø Reporting adverse reactions to medications
Ø Reporting suspected abuse, neglect, or domestic violence
Ø Preventing or reducing a serious threat to anyone’s health or safety

Do research •  We can use or share your information for health research.

Comply with the law •  We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we’re complying with federal privacy law.

Respond to organ and 
tissue donation requests

•  We can share health information about you with organ procurement
organizations.

Work with a medical  
examiner or funeral director

•  We can share health information with a coroner, medical examiner, or
funeral director when an individual dies.

Address workers’ 
compensation, law 
enforcement, and other 
government requests

•  We can use or share health information about you:
ØFor workers’ compensation claims
Ø For law enforcement purposes or with a law enforcement official
ØWith health oversight agencies for activities authorized by law
Ø For special government functions such as military, national security, 

and presidential protective services

Respond to lawsuits and 
legal actions

•  We can share health information about you in response to a court or
administrative order, or in response to a subpoena.

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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•  We are required by law to maintain the privacy and security of your protected health information.

•  We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.

•  We must follow the duties and privacy practices described in this notice and give you a copy of it.

•  We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

Our Responsibilities

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of This Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The 
new notice will be available upon request, in our office, and on our web site.

If you have any questions about this notice, please contact our privacy officer:

Gauravi Merchant, Physicians Choice Physical Therapy
12217 Santa Monica Blvd #209 Los Angeles, CA 90025
310-309-3721

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
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CONSENT TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION 

Your protected health information will be used by this practice, known as Physicians Choice Physical 
Therapy, or disclosed to others for the purpose of treatment, obtaining payment or supporting the day-
to-day health care operations of the practice. 

We are providing you with a copy of our Notice of Privacy Practices. We request that you review the 
notice prior to signing this consent. You may request a restriction on the use or disclosure of your 
protected health information. If you wish to restrict your disclosure, you should make that request in 
writing. 

This practice, however, may or may not agree to restrict the disclosure of your protected health 
information. 

If we agree to your request, the restrictions will be binding. Use or disclosure of protected information 
in violation of an agreed upon restriction will be a violation of federal privacy standards. 

You may revoke the consent to the use and disclosure of your protected health information. You must 
revoke this consent in writing. Any use or disclosure that has already occurred prior to the date of your 
revocation of consent is received will not be affected. 

This practice reserves the right to modify the privacy practices outlined in the notice. 

SIGNATURE 

I have reviewed this consent form and have reviewed the Notice of Privacy Practices. I give my 
permission to this practice to use and disclose my health information in accordance with it. 

 _________________________________________________________________________________ 
Name of Patient (Print Clearly) 

 _________________________________________________________________________________ 
Signature of Patient Date 

 _________________________________________________________________________________ 
Signature of Patient Representative 

 _________________________________________________________________________________ 
Relationship of Patient Representative to Patient 


	Instruction F: Effective Date: July 1, 2020


