
NEW PELVIC FLOOR PATIENT INTAKE FORM
PLEASE FILL OUT THE FOLLOWING FORM AS COMPLETE AS POSSIBLE; IT WILL ASSIST YOUR THERAPIST IN
DEVELOPING A PLAN OF CARE OF YOU. THIS INFORMATION WILL REMAIN CONFIDENTIAL UNLESS AUTHORIZED
FOR RELEASE BY THE PATIENT OR GUARDIAN.

PATIENT INFORMATION:

NAME: __________________________________________________________________________________________________________
LAST FIRST MIDDLE

DATE OF BIRTH: ______________________  SOCIAL SECURITY (LAST 4 DIGITS): _________________ ◯ MALE        ◯ FEMALE

ADDRESS: _______________________________________________________________________________________________________
STREET CITY STATE ZIP

PHONE: __________________________ ◯ MARRIED ◯ SINGLE ◯ WIDOWED ◯ SEPARATED

EMAIL: ____________________________________________________________________
WOULD YOU LIKE TO RECEIVE OUR MONTHLY E-NEWSLETTER: ◯ YES ◯ NO

EMERGENCY CONTACT: _____________________________________________  PHONE: _____________________________________
NAME/RELATIONSHIP

REFERRING PHYSICIAN/SURGEON: ___________________________ PRIMARY PHYSICIAN: ________________________________

**IF THE PATIENT IS A MINOR THE RESPONSIBLE PARTY MUST COMPLETE THE FOLLOWING SECTION**
RESPONSIBLE PARTY INFORMATION: RELATIONSHIP TO THE PATIENT: ◯ MOTHER ◯ FATHER ◯ GUARDIAN

NAME: __________________________________________________________________________________________________________
LAST FIRST MIDDLE

ADDRESS: _______________________________________________________________________________________________________
STREET CITY STATE ZIP

PHONE: __________________________ EMAIL: ____________________________________________________________________

DATE OF BIRTH: ______________________  SOCIAL SECURITY (LAST 4 DIGITS): _________________ ◯ MALE        ◯ FEMALE

INSURANCE & BENEFIT INFORMATION: ARE YOU AWARE OF YOUR BENEFITS FOR YOUR INSURANCE?    ◯ YES ◯ NO

PRIMARY INSURANCE NAME: ____________________________________________________________________________________

SECONDARY INSURANCE NAME: __________________________________________________________________________________

IS YOUR INJURY RELATED TO EITHER OF THE FOLLOWING:  ◯ N/A

◯ WORKERS COMP WORKERS COMP CARRIER: ______________________ CASE #:_______________________

◯ PERSONAL INJURY/MOTOR VEHICLE ACCIDENT CLAIM #: ____________________________
IS AN ATTORNEY INVOLVED WITH THE CASE: ◯ YES ◯ NO
ATTORNEY NAME: _____________________________________ PHONE: ___________________________

HAS YOUR INJURY PREVENTED YOU FROM WORKING: ◯ YES ◯ NO
CURRENT WORK STATUS:

◯CONTINUED WORK WITHOUT RESTRICTIONS ◯ WORK THE SAME JOB WITH RESTRICTIONS
◯WORK A DIFFERENT JOB WITH RESTRICTIONS ◯ UNABLE TO WORK



NEW PELVIC FLOOR PATIENT INTAKE FORM
PLEASE FILL OUT THE FOLLOWING FORM AS COMPLETE AS POSSIBLE; IT WILL ASSIST YOUR THERAPIST IN
DEVELOPING A PLAN OF CARE OF YOU. THIS INFORMATION WILL REMAIN CONFIDENTIAL UNLESS AUTHORIZED
FOR RELEASE BY THE PATIENT OR GUARDIAN.

PATIENT HISTORY

WHAT CONDITION ARE YOU SEEKING TREATMENT FOR:
◯ URINARY INCONTINENCE (LEAKAGE OF URINE) ◯ URGENCY - URINARY/FECAL

◯ BOWEL INCONTINENCE (LEAKAGE OF FECES) ◯ PELVIC PAIN

◯ PELVIC PROLAPSE (BULGE OR PROTRUSION IN VAGINA) ◯ PREGNANCY - PRENATAL

◯ PREGNANCY - POST PARTUM ◯ OTHER: _________________________________________

WHAT HAVE YOU DONE IN THE PAST TO IMPROVE YOUR SYMPTOMS:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

HAVE YOU SOUGHT PREVIOUS TREATMENT FOR THIS CONDITION AT ANOTHER FACILITY:        ◯ YES ◯ NO
HAVE YOU EVER DONE PHYSICAL THERAPY FOR ANOTHER CONDITION:        ◯ YES ◯ NO

IS THERE ANYTHING THAT MAKES YOUR CONDITION WORSE OR BETTER:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

ARE THERE ANY SPECIAL RELIGIOUS OR CULTURAL PRACTICES THAT MAY AFFECT OR GUIDE YOUR TREATMENT:

◯ YES: ________________________________________________________________________________________________ ◯ NO

PLEASE LIST ANY MAJOR SURGERIES INCLUDING: HIP, BACK, PELVIC ORO ABDOMINAL AND THE YEAR OF THE SURGERY:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
ANY RESIDUAL PAIN, COMPLICATIONS OR COMORIBIDITIES FOLLOWING SURGERY:         ◯ YES ◯ NO
IF YES PLEASE LIST THEM HERE :
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
DO YOU HAVE ANY SURGICAL SCARS:         ◯ YES ◯ NO
IF YES WHERE ARE THEY LOCATED:
_________________________________________________________________________________________________________________

LIST ALL PRESCRIPTION MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDING BIRTH CONTROL):

_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
LIST ALL OVER THE COUNTER MEDICATIONS YOU ARE CURRENTLY TAKING:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
PLEASE LIST ALL ALLERGIES OR FOOD SENSITIVITES:
_________________________________________________________________________________________________________________

HOW WOULD YOU RATE YOUR STRESS LEVEL:
◯NONE ◯ 1 ◯ 2 ◯ 3 ◯ 4 ◯ 5 ◯ 6 ◯ 7 ◯ 8 ◯ 9 ◯ 10

HAVE YOU EVER BEEN TO COUNSELING OR PSYCHOLOGY SERVICES:         ◯ YES ◯ NO

DO YOU SMOKE: ◯ YES ◯ NO IF YES: HOW MANY PACKS PER DAY: _________________

DO YOU DRINK ALCOHOL: ◯ YES   ◯ NO IF YES: HOW MANY DRINKS PER DAY: _________________

ARE THERE ANY SUBSTANCES YOU USE REGULARLY: _______________________________________________________________
_________________________________________________________________________________________________________________



NEW PELVIC FLOOR PATIENT INTAKE FORM
PLEASE FILL OUT THE FOLLOWING FORM AS COMPLETE AS POSSIBLE; IT WILL ASSIST YOUR THERAPIST IN
DEVELOPING A PLAN OF CARE OF YOU. THIS INFORMATION WILL REMAIN CONFIDENTIAL UNLESS AUTHORIZED
FOR RELEASE BY THE PATIENT OR GUARDIAN.

PATIENT HISTORY (CONT.)

FEMALE PATIENTS ONLY:
MENSTRATION (IF APPLICABLE): WHEN WAS YOUR LAST PERIOD:____________________________________________________
DO YOU PAIN WITH EITHER OF THE FOLLOWING: ◯ PERIOD ◯ OVULATION
ARE YOUR CYCLES REGULAR:          ◯ YES ◯ NO

PREGNANCY:
ARE YOU CURRENTLY PREGNANT:          ◯ YES ◯ NO ◯ POSSIBLY

HOW MANY PREGNANCIES HAVE YOU HAD: _____________________________

HOW MANY VAGINAL DELIVERIES: __________________ OR C-SECTIONS: ________________________
HAVE YOU HAD ANY OF THE FOLLOWING:           ◯D & C ◯ EPISOTOMY ◯ TEARING

BIRTH WEIGHT OF YOUR CHILDREN: ______________________________________________________________________________
DID YOU HAVE TROUBLE HEALING:          ◯ YES ◯ NO
DID YOU HAVE BOWL OR URINARY INCONTINENCE FOLLOWING PREGNANCY:          ◯ YES ◯ NO

PAIN:
DO YOU HAVE PAIN WITH ANY OF THE FOLLOWING:
◯ SEXUAL INTERCOURSE ◯ SITTING ◯ PELVIC EXAM ◯ TAMPON USE

◯ TIGHT FITTING CLOTHING ◯ BIKING ◯ URINATION/BOWEL MOVEMENTS

HOW WOULD YOU RATE YOUR PAIN LEVEL:
◯NONE ◯ 1 ◯ 2 ◯ 3 ◯ 4 ◯ 5 ◯ 6 ◯ 7 ◯ 8 ◯ 9 ◯ 10

DO YOU HAVE OR HAVE YOU HAD FREQUENT URINARY TRACT INFECTIONS:           ◯ YES ◯ NO

DO YOU HAVE PAIN IN ANY OF THE FOLLOWING AREAS

◯ BACK PAIN ◯ LEG PAIN ◯ GROIN PAIN ◯ ABDOMINAL PAIN

ACTIVITY:
OCCUPATION: __________________________________ HOBBIES: ___________________________________________________
WHAT DO YOU DO FOR PHYSICAL EXERCISE:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
HOW MANY HOURS A DAY DO YOU DO THE FOLLOWING:

SIT: ______________             STAND: ______________ LIFT: ______________              PUSH/PULL: ______________

BOWEL SYMPTOMS:
DO YOU STRAIN TO HAVE A BOWEL MOVEMENT:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU FEEL THAT YOUR BOWEL MOVEMENTS ARE COMPLETE:            ◯ YES ◯ NO ◯ SOMETIMES
DO YOU LEAK OR STAIN FECES OR GAS:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU TAKE LAXATIVES OR ENEMA WITH BOWL MOMENT:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE DIARRHEA OFTEN:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU INCLUDE FIBER IN YOUR DIET:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU TAKE SUPPLEMENTAL FIBER:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE THE STRONG URGE TO MOVE BOWELS:            ◯ YES ◯ NO ◯ SOMETIMES

IF YOU LEAK STOOK HOW OFTEN DOES IT OCCUR (EVEN SMEARING):  ___________________ PER DAY/WEEK

HOW OFTEN DO YOU MOVE YOUR BOWELS: ___________________ PER DAY/WEEK
WHAT IS THE MOST COMMON STOOL CONSISTENCY FOR YOU:
◯ LIQUID ◯ SOFT ◯ FIRM ◯ PELLETS ◯ OTHER: ___________________________________



NEW PELVIC FLOOR PATIENT INTAKE FORM
PLEASE FILL OUT THE FOLLOWING FORM AS COMPLETE AS POSSIBLE; IT WILL ASSIST YOUR THERAPIST IN
DEVELOPING A PLAN OF CARE OF YOU. THIS INFORMATION WILL REMAIN CONFIDENTIAL UNLESS AUTHORIZED
FOR RELEASE BY THE PATIENT OR GUARDIAN.

PATIENT HISTORY (CONT.)

FLUID INTAKE: HOW MANY OF THE FOLLOWING DO YOU DRINK PER DAY (ONE GLASS = 8oz):
WATER: ___________________ CAFFEINATED DRINKS: ________________        NON CAFFEINATED DRINKS: _____________

BLADDER SYMPTOMS:
DO YOU LOSE URINE WHEN YOU COUGH OR SNEEZE:            ◯ YES ◯ NO ◯ SOMETIMES
DO YOU STRAIN TO EMPTY YOUR BLADDER:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU LOSE URINE WHEN YOU HEAR WATER RUNNING:            ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE A FALLING OUR FEELING:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU LOSE URINE ON THE WAY TO THE BATHROOM:            ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE BLOOD IN YOUR URINE:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU WET THE BED:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE PAIN WITH A FULL BLADDER:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU LOSE URINE WITH SIT TO STAND OR LIFTING:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU HAVE A SUDDEN, STRONG URGE TO URINATE:           ◯ YES ◯ NO ◯ SOMETIMES
DO YOU FEEL YOU FULLY EMPTY YOUR BLADDER:           ◯ YES ◯ NO ◯ SOMETIMES

HOW OFTEN DO YOU URINATE IN A DAY (I.E. EVERY 30 MINUTES, EVERY HOUR ETC.): _________________________________

HOW LONG CAN YOU DELAY THE URGE TO URINATE: ______________________ MINUTES/HOURS

WHERE DO YOU FEEL THE URGE TO URINATE: ◯ AT URETHRA ◯ AT BLADDER      ◯ NOT SURE

HOW MANY TIMES DO YOU WAKE AT NIGHT BECAUSE OF THE URGE TO URINATE: ___________________________
DO YOU USE PADS:            ◯ YES ◯ NO

WHAT KIND: ______________________ HOW MANY PADS IN A DAY: _______________________

IF YOU LEAK HOW OFTEN DOES IT OCCUR (I.E. ONCE A DAY, 1-2/WEEK ETC.): ______________________

SEXUALITY:
IF YOU ARE NOT SEXUALLY ACTIVE PLEASE PICK ONE OF THE FOLLOWING:
◯ NO INTEREST ◯ NO PARTNER ◯ PARTNER IS UNABLE ◯ OTHER: ___________________________

ARE YOU INCONTINENT OF URINE WITH SEXUAL ACTIVITY:            ◯ YES ◯ NO ◯ SOMETIMES

HAVE YOU EVER BEEN RAPED OR FORCED TO ENGAGE IN SEXUAL ACTIVITY AGAINST YOUR WILL:            ◯ YES ◯ NO

MALE PATIENTS ONLY:
DO YOU ACHIEVE A FULL ERECTION:           ◯ YES ◯ NO ◯ SOMETIMES

LEARNING STYLE PREFERENCE:

◯ NO PREFERENCE ◯ PICTURES OR VIDEOS ◯ READING ◯ DISCUSSION

SPECIAL INTERVENTIONS:

◯ N/A ◯ LARGE PRINT ◯ CAREGIVER INSTRUCTED ◯ INTERPRETER

◯ OTHER: ______________________________________________________________________________________________________



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

PLEASE SIGN ALL APPLICABLE AREAS

INSURANCE ASSIGNMENT AND RELEASE: I, THE UNDERSIGNED, CERTIFY THAT I (OR MY DEPENDENT)
DIRECTLY ASSIGN INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED TO
MOMENTUM PHYSICAL THERAPY, PC. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES
WHETHER OR NOT PAID BY INSURANCE. I HEREBY AUTHORIZE THE OFFICE TO RELEASE ALL INFORMATION NECESSARY
TO SECURE THE PAYMENT OF BENEFITS. I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS:

RESPONSIBLE PARTY SIGNATURE:_______________________________________________________ DATE:____________________

INFORMED CONSENT TO TREAT PELVIC FLOOR: I HAVE BEEN INFORMED OF AND INFORMED MY THERAPIST
OF ANY CONDITION THAT WOULD LIMIT MY ABILITY TO HAVE AN EVALUATION OR BE TREATED. I HEREBY CONSENT TO
THE EVALUATION AND TREATMENT TO BE PROVIDED BY MY THERAPISTS AND THERAPY ASSISTANTS AT MOMENTUM
PHYSICAL THERAPY P.C. I UNDERSTAND THAT MY THERAPIST IS AVAILABLE TO EXPLAIN THE PURPOSE OF THE
PROCEDURE AND TREATMENT, AND THAT I HAVE THE RIGHT TO REFUSE THE RECOMMENDED TREATMENT.

RESPONSIBLE PARTY SIGNATURE:_______________________________________________________ DATE:____________________

INFORMED CONSENT TO TREAT PELVIC FLOOR IF THE PATIENT IS UNDER 18: I HAVE BEEN INFORMED
OF AND INFORMED MY THERAPIST OF ANY CONDITION THAT WOULD LIMIT MY ABILITY TO HAVE AN EVALUATION OR
BE TREATED. I HEREBY CONSENT TO THE EVALUATION AND TREATMENT TO BE PROVIDED BY MY THERAPISTS AND
THERAPY ASSISTANTS AT MOMENTUM PHYSICAL THERAPY P.C. I UNDERSTAND THAT MY THERAPIST IS AVAILABLE TO
EXPLAIN THE PURPOSE OF THE PROCEDURE AND TREATMENT, AND THAT I HAVE THE RIGHT TO REFUSE THE
RECOMMENDED TREATMENT. I GIVE PERMISSION OF THE MINOR IN MY CARE TO BE TREATED BY MOMENTUM
PHYSICAL THERAPY, PC:

PARENT OR GUARDIAN SIGNATURE:_____________________________________________________ DATE:____________________

THE PRIVACY RULE: I HAVE BEEN INFORMED OF MOMENTUM PHYSICAL THERAPY’S PRACTICES AND POLICIES
REGARDING THE PROTECTION OF MY PERSONAL HEALTH INFORMATION.

RESPONSIBLE PARTY SIGNATURE:_______________________________________________________ DATE:____________________

MEDICARE AUTHORIZATION: I REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE BENEFITS BE MADE
EITHER TO MY OR ON MY BEHALF TO MOMENTUM PHYSICAL THERAPY, PC FOR ANY SERVICES FURNISHED TO ME BY
THE OFFICE. I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR THE
BENEFITS PAYABLE FOR RELATED SERVICES, I UNDERSTAND THAT I AM RESPONSIBLE FOR THE DEDUCTIBLE,
CO-INSURANCE AND ANY NON-COVERED SERVICES.

RESPONSIBLE PARTY SIGNATURE:_______________________________________________________ DATE:____________________



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

INFORMED CONSENT FOR TREATMENT

THE TERM “INFORMED CONSENT” MEANS THAT THE POTENTIAL RISKS, BENEFITS AND ALTERNATIVES OF THERAPY
EVALUATION AND TREATMENT HAVE BEEN EXPLAINED TO YOU. THE THERAPIST PROVIDES A WIDE RANGE OF SERVICES
AND I UNDERSTAND THAT I WILL RECEIVE INFORMATION DURING MY INITIAL VISIT CONCERNING THE EVALUATION,
TREATMENT AND OPTIONS AVAILABLE FOR MY CONDITION.

I ALSO ACKNOWLEDGE AND UNDERSTAND THAT I HAVE BEEN REFERRED FOR EVALUATION AND TREATMENT OF PELVIC
FLOOR DYSFUNCTION. PELVIC FLOOR DYSFUNCTIONS INCLUDE, BUT ARE NOT LIMITED TO; URINARY OR FECAL
INCONTINENCE, DIFFICULTY WITH BOWEL, BLADDER OR SEXUAL FUNCTIONS, PAINFUL SCARS AFTER CHILDBIRTH OR
SURGERY, PERSISTENT SACROILIAC OR LOW BACK PAIN, OR PELVIC PAIN CONDITIONS.

I UNDERSTAND THAT TO EVALUATE MY CONDITION IT MAY BE NECESSARY, INITIALLY AND PERIODICALLY, TO HAVE MY
THERAPIST PERFORM AN INTERNAL PELVIC FLOOR MUSCLE EXAMINATION. THIS EXAM IS PERFORMED BY OBSERVING
AND/OR PALPATING THE PERINEAL REGION INCLUDING THE VAGINA AND/OR RECTUM. THIS EVALUATION WILL ASSESS
SKIN CONDITIONS, REFLEXES, MUSCLE TONE, LENGTH AND ENDURANCE, SCAR MOBILITY AND FUNCTION OF THE
PELVIC FLOOR REGION. SUCH EVALUATION MAY INCLUDE VAGINAL OR RECTAL SENSORS FOR MUSCLE FEEDBACK.

TREATMENT MAY INCLUDE, BUT IS NOT LIMITED TO THE FOLLOWING: OBSERVATION, PALPITATION, USE OF VAGINAL
WEIGHTS, VAGINAL OR RECTAL SENSORS FOR BIOFEEDBACK AND/OR ELECTRICAL STIMULATION, ULTRASOUND, HEAT,
COLD, STRETCHING AND STRENGTHENING EXERCISES, SOFT TISSUE AND/ OT JOINT MOBILIZATION AND EDUCATIONAL
INSTRUCTION.

POTENTIAL RISKS: I UNDERSTAND THAT I MAY EXPERIENCE AN INCREASE IN MY CURRENT LEVEL OF PAIN OR
DISCOMFORT, OR AN AGGRAVATION OF MY EXISTING INJURY. THIS DISCOMFORT IS USUALLY TEMPORARY; IF IT DOES
NOT SUBSIDE IN 1-3 DAYS, I AGREE TO CONTACT MY THERAPIST.

POTENTIAL BENEFITS: I UNDERSTAND THAT SOME POTENTIAL BENEFITS MAY INCLUDE AND IMPROVEMENT IN MY
SYMPTOMS AND AND INCREASE IN MY ABILITY TO PERFORM MY DAILY ACTIVITIES.I MAY EXPERIENCE AN INCREASE IN
STRENGTH, AWARENESS, FLEXIBILITY AND ENDURANCE IN MY MOVEMENTS. I MAY EXPERIENCE DECREASED PAIN AND
DISCOMFORT. I SHOULD GAIN GREATER KNOWLEDGE ABOUT MANAGING MY CONDITION AND THE RESOURCES
AVAILABLE TO ME.

ALTERNATIVES: I UNDERSTAND THAT IF I DO NOT WISH TO PARTICIPATE IN THE THERAPY PROGRAM, I WILL DISCUSS
MY MEDICAL, SURGICAL OR PHARMACOLOGICAL ALTERNATIVES WITH MY PHYSICIAN OR PRIMARY CARE PROVIDER.

RELEASE OF MEDICAL RECORDS: I AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS TO MY REFERRING PHYSICIAN
AND/OR MY PRIMARY CARE PROVIDER AND MY INSURANCE COMPANY.

COOPERATION WITH TREATMENT: I UNDERSTAND THAT IN ORDER FOR MY THERAPY TO BE EFFECTIVE, I MUST COME
AS SCHEDULED UNLESS THERE ARE UNUSUAL CIRCUMSTANCES THAT PREVENT ME FROM ATTENDING THERAPY. I
AGREE TO COOPERATE WITH AND CARRY OUT THE HOME PROGRAM ASSIGNED TO ME. IF I HAVE DIFFICULTY WITH ANY
PART OF MY TREATMENT PROGRAM, I AGREE TO CONTACT MY THERAPIST.

NO WARRANTY: I UNDERSTAND THAT THE PHYSICAL THERAPIST CANNOT MAKE ANY PROMISES OF GUARANTEES
REGARDING A CURE OR IMPROVEMENT IN MY CONDITION. I UNDERSTAND THAT MY THERAPIST WILL SHARE WITH ME
HER OPINIONS REGARDING POTENTIAL RESULTS OF PHYSICAL THERAPY TREATMENT FOR MY CONDITION, AND WILL
DISCUSS ALL TREATMENT OPTIONS WITH ME BEFORE I CONSENT TO ANY TREATMENT.

_________________RESPONSIBLE PARTY’S INITIALS

___________________________________________DATE



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

“THE PRIVACY RULE”
STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION

THE PRIVACY RULE CREADED BY THE DEPARTMENT OF HEALTH AND HUMAN SERVICES SENTS NATIONAL STANDARDS
TO PROTECT YOUR PERSONAL HEALTH INFORMATION AND GIVES YOU INCREASED ACCESS TO YOUR MEDICAL RECORDS.

AT MOMENTUM PHYSICAL THERAPY, P.C., WE ARE COMMITTED TO SAFEGUARDING YOUR PRIVACY. WHILE THE
INFORMATION WE COLLECT ABOUT YOU IS CRITICAL IN PROVIDING SUPERIOR SERVICE AND CARE, BE ASSURED THAT
WE ARE DEDICATED TO MAINTAINING THE CONFIDENTIALITY OF THE PERSONAL INFORMATION THAT WE HAVE. TO
HELP YOU UNDERSTAND HOW WE PROTECT YOUR PERSONAL INFORMATION, THIS NOTICE DESCRIBES OUR CURRENT
PRIVACY POLICY AND PRACTICES.

CONFIDENTIALITY AND SECURITY OF MEDICAL INFORMATION: WE UNDERSTAND THAT YOU MAY BE ESPECIALLY
CONCERNED ABOUT THE PRIVACY OF YOUR MEDICAL INFORMATION . MOMENTUM PHYSICAL THERAPY, P.C PRACTICES
AND FOLLOWS THE REQUIRED STEPS, AS SET BY THE PRIVACY RULE, TO PROTECT AND SECURE YOUR RECORDS
CONTAINING YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION. ACCESS TO YOUR INFORMATION BY
EMPLOYEES AND OTHER REPRESENTATIVES IS RESTRICTED TO THOSE INDIVIDUALS HAVING A DIRECT NEED FOR SUCH
INFORMATION.

INFORMATION THAT WE MAY COLLECT AND USE: UNDER THE PRIVACY RULE, THE INFORMATION THAT WE OBTAIN
FROM YOU CAN BE USED TO CORRESPOND WITH PHYSICIANS, NURSES, AND/OR PHYSICIAN ASSISTANTS, TO INSURANCE
COMPANIES FOR BILLING PURPOSES AND TO CASE MANAGERS/ADJUSTERS ONLY IF THEY ARE DIRECTLY INVOLVED
WITH YOUR CARE. INFORMATION IS GATHERED AND/OR PROCESSED IN WRITING, VERBALLY, BY FAX, ELECTRONICALLY,
BY TELEPHONE AND FROM PHYSICAL EXAMINATION.

INFORMATION WE MAY DISCLOSE: WE REGARD ALL YOUR PERSONAL INFORMATION AS CONFIDENTIAL. HOWEVER, IN
THE COURSE OF TREATING YOU THERE ARE CIRCUMSTANCES IN WHICH WE MAY DISCLOSE TO OTHERS INFORMATION
WE HAVE ABOUT YOU, BUT ONLY IF THEY ARE DIRECTLY INVOLVED WITH YOUR CASE. INFORMATION CAN BE GIVEN TO
DOCTORS, NURSES, PHYSICIAN ASSISTANTS, INSURANCE COMPANIES, CASE MANAGERS AND CLAIM ADJUSTERS.

_________________RESPONSIBLE PARTY’S INITIALS

___________________________________________DATE



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

PATIENT FINANCIAL POLICY

THIS IS AN AGREEMENT BETWEEN MOMENTUM PHYSICAL THERAPY, PC (CREDITOR) AND THE PATIENT (DEBTOR) NAMED ON THIS
FORM. IN THIS AGREEMENT THE WORDS “YOU”, “YOUR” AND “YOURS” REFER TO THE PATIENT, THE WORD ACCOUNT REFERS TO THE
ACCOUNT ESTABLISHED IN THE PATIENTS NAME TO WHICH CHARGES ARE MADE AND PAYMENTS ARE CREDITED. THE WORDS “WE”,
“US” AND “OUR” REFER TO MOMENTUM PHYSICAL THERAPY, PC. BY EXECUTING THIS AGREEMENT, YOU ARE AGREEING TO PAY FOR
ALL SERVICES AND SUPPLIES THAT ARE RECEIVED.

MONTHLY STATEMENT: IF YOU HAVE A BALANCE ON YOUR ACCOUNT,WE WILL SEND YOU A MONTHLY STATEMENT. IT WILL SHOW
ANY NEW CHARGES OWING TO THE ACCOUNT. UNLESS OTHER AGREEMENTS HAVE BEEN APPROVED BY US IN WRITING, THE BALANCE
ON YOUR STATEMENT IS DUE AND PAYABLE WHEN THE STATEMENT IS ISSUED, AND IS CONSIDERED PAST DUE IF NOT PAID BY THE END
OF THE MONTH.

REQUIRED PAYMENTS: ANY COPAYS OR COINSURANCE REQUIREDBY AN INSURANCE COMPANY MUST BE PAID AT THE TIME OF
SERVICE. WE RESERVE THE RIGHT TO CANCEL YOUR PRIVILEGE TO MAKE CHARGES AGAINST YOUR ACCOUNT AT ANY TIME AND
REQUIRE THAT THE VISITS MUST BE PAID AT THE TIME OF SERVICE.

CONTRACTED INSURANCE: IF WE ARE CONTRACTED WITH YOUR INSURANCE COMPANY, WE MUST FOLLOW OUR CONTRACT AND
THEIR REQUIREMENTS. IF YOU HAVE A CO-PAY, DEDUCTABLE OR CO-INSURANCE, YOU MUST PAY THIS AT THE TIME OF SERVICE. AS
CONTRACTED PROVIDERS WITH YOUR INSURANCE COMPANY, WE AGREE TO ACCEPT THE ALLOWABLE AMOUNT (USUAL AND
CUSTOMARY) ESTABLISHED BY YOUR INSURANCE COMPANY. ALTHOUGH WE MAY ESTIMATE WHAT YOUR INSURANCE COMPANY MY
PAY IN THE PATIENT RESPONSIBILITY PORTION, IT IS THE INSURANCE COMPANY THAT ULTIMATELY MAKES THE FINAL
DETERMINATION OF PAYMENT AND ELIGIBILITY.

NON-CONTRACTED INSURANCE: INSURANCE IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. IT IS THE
PATIENTS RESPONSIBILITY TO VERIFY IF OUR OFFICE IS A CONTRACTED OR A NON-CONTRACTED PROVIDER. AS A NON-CONTRACTED
PROVIDER, THERE IS NO ADJUSTMENT WRITE-OFF FOR THE DIFFERENCE BETWEEN WHAT WE CHARGE AND WHAT THE INSURANCE
ALLOWS. YOU AGREE TO PAY ANY PORTION OF THE CHARGES NOT COVERED BY YOUR INSURANCE.

PRIMARY INSURANCE: WHENEVER POSSIBLE, WE WILL VERIFYYOUR INSURANCE BENEFITS AND ELIGIBILITY PRIOR TO YOUR FIRST
APPOINTMENT. IT IS THE PATIENT’S RESPONSIBILITY TO BE AWARE OF YOUR OWN BENEFITS AND ELIGIBILITY. IF YOUR INSURANCE
COMPANY NOTIFIES US THAT THEY ARE WAITING TO RECEIVE THE ACCIDENT REPORT FROM YOU, THEN THE BALANCE IS
AUTOMATICALLY PATIENT RESPONSIBILITY AND WE WILL BEGIN THE COLLECTION PROCESS.

AS A COURTESY TO YOU, WE WILL BILL YOUR PRIMARY INSURANCE; HOWEVER, IF OUR OFFICE HAS NOT RECEIVED
PAYMENT AFTER 120 DAYS FROM THE DATE FIRST BILLED TO YOUR PRIMARY INSURANCE, THE BALANCE WILL BECOME

PATIENT RESPONSIBILITY, UNLESS OTHER ARRANGEMENTS ARE MADE WITH US.

SECONDARY INSURANCE: AS A COURTESY TO YOU, WE WILL BILL YOUR SECONDARY INSURANCE AFTER THE PRIMARY INSURANCE
HAS PAID.

IF OUR OFFICE HAS NOT RECEIVED PAYMENT AFTER 120 DAYS FROM THE DATE FIRST BILLED TO YOUR PRIMARY
INSURANCE, THE BALANCE WILL BECOME PATIENT RESPONSIBILITY, UNLESS OTHER ARRANGEMENTS ARE MADE WITH

US.

REFERRALS/PRESCRIPTION/AUTHORIZATION: IF YOUR INSURANCE COMPANY REQUIRES A REFERRAL, PRESCRIPTION OR
PREAUTHORIZATION, YOU ARE RESPONSIBLE FOR OBTAINING IT. FAILURE TO OBTAIN THE REFERRAL, PRESCRIPTION OR
PREAUTHORIZATION MAY RESULT IN A LOWER PAYMENT OR NO PAYMENT FROM THE INSURANCE COMPANY.

METHODS OF PAYMENT: WE ACCEPT VISA, MASTERCARD, AMERICAN EXPRESS, PERSONAL CHECKS AND CASH. THERE
IS A $30 FEE FOR ANY CHECKS RETURNED BY YOUR BANK.

BENEFIT ASSIGNMENT: IF YOU ASSIGN ALL MEDICAL BENEFITSTO US INCLUDING HEALTH INSURANCE, MEDICARE, AUTO
INSURANCE AND WORKERS COMPENSATION, OR ANY OTHER INSURANCE PLANS, YOU ALSO AUTHORIZE MOMENTUM PHYSICAL
THERAPY, PC TO RELEASE ALL INFORMATION NECESSARY (INCLUDING PHOTO COPIES OF MEDICAL RECORDS) TO SECURE PAYMENT.
YOU MUST AGREE THAT IF THE INSURANCE PAYS DIRECTLY TO YOU, THIS MONETARY AMOUNT IS ACTUALLY DUE TO US AND IS THE
PATIENTS RESPONSIBILITY TO PAY MOMENTUM THE REQUIRED AMOUNT.

_________________RESPONSIBLE PARTY’S INITIALS



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

PATIENT FINANCIAL POLICY (CONTINUED)

BILLING INFORMATION: IT IS YOUR RESPONSIBILITY TO PROVIDE US WITH THE CORRECT INFORMATION INCLUDING INSURANCE,
RESPONSIBLE PARTY, DATE OF INJURY, TYPE OF ACCIDENT, POLICY AND/OR GROUP NUMBER, ETC. SHOULD ANY OF THIS INFORMATION
CHANGE IT IS YOUR RESPONSIBILITY TO UPDATE IT WITH US IN A TIMELY MANNER. IF YOU SUPPLY US WITH INCORRECT
INFORMATION, THE BALANCE OF THE ACCOUNT AT THE LAST DATE OF SERVICE WILL BE ENTIRELY PATIENT RESPONSIBILITY. WE WILL
NOT BE RESPONSIBLE FOR REBILLING, APPEALING OR OTHER DEALINGS WITH THE NEWLY PROVIDED INSURANCE COMPANY.

DIVORCE: IN THE CASE OF A DIVORCE OR SEPARATION, THEPARTY RESPONSIBLE FOR THE ACCOUNT PRIOR TO THE DIVORCE OR
SEPARATION WILL REMAIN RESPONSIBLE FOR THE ACCOUNT. AFTER A DIVORCE OR SEPARATION, THE PARENT AUTHORIZING
TREATMENT FOR THE MINOR WOULD BE THE RESPONSIBLE PARTY FOR THOSE SUBSEQUENT CHARGES. IF THE DIVORCE DECREE
REQUIRES THE OTHER PARTY TO PAY ALL OR PART OF THE TREATMENT COST, IT IS THE AUTHORIZED PARTIES RESPONSIBILITY TO
COLLECT IT.

PAST DUE ACCOUNTS: IF YOUR ACCOUNT BECOMES PAST DUE,WE MAY NEED TO TAKE NECESSARY STEPS TO COLLECT THIS DEBT.
THIS MAY INCLUDE CONTACTING THE PERSON LISTED AS YOUR EMERGENCY CONTACT. IF WE HAVE TO REFER YOUR ACCOUNT TO A
COLLECTION AGENCY; YOU AGREE TO PAY ALL OF THE COLLECTION COSTS WHICH ARE INCURRED. IF WE REFER YOUR ACCOUNT TO A
COLLECTION AGENCY, WE WILL ADD A SURCHARGE OF 30% TO YOUR BALANCE. IF WE HAVE TO REFER COLLECTION OF YOUR BALANCE
TO A LAWYER, YOU AGREE TO PAY ALL LAWYERS’ FEES WHICH WE INCUR PLUS ALL COSTS.

MISSED APPOINTMENT FEES: A $30 FEE MAY BE CHARGED TO YO ACCOUNT FOR APPOINTMENTS CANCELLED WITH LESS THAN 24
HOURS NOTICE. A $30 FEE MAY BE CHARGED TO YOUR ACCOUNT FOR A NO-SHOW OR MISSED APPOINTMENT. THIS FEE MUST BE PAID
BEFORE A NEW APPOINTMENT CAN BE MADE. THIS FEE IS NOT BILLABLE OR PAYABLE BY INSURANCE. PATIENTS WITH MORE THAN
TWO MISSED APPOINTMENTS OR LATE CANCELATIONS IN A ROW WILL BE DISCHARGED FROM THE PRACTICE AND REFERRED BACK TO
THEIR PHYSICIAN. WE UNDERSTAND THAT EMERGENCIES DO OCCUR AND WILL ATTEMPT TO MAKE REASONABLE ACCOMMODATIONS
FOR THAT.

WAIVER OF CONFIDENTIALITY: YOU UNDERSTAND IF THIS ACCOUNT IS SUBMITTED TO AN ATTORNEY OR COLLECTION AGENCY, IF
WE HAVE TO LITIGATE IN COURT, OR IF YOUR PAST DUE STATUS IS REPORTED TO A CREDIT REPORTING AGENCY, THE FACT THAT YOU
RECEIVED TREATMENT AT OUR OFFICE MAY BECOME A MATTER OF PUBLIC RECORD.

WORKERS COMPENSATION: IF YOUR CLAIM IS IN DERRED STATUS, WE WILL ASK FOR PRIVATE MEDICAL INSURANCE TO BILL IF
YOUR CLAIM IS DENIED. WE REQUIRE APPROVAL/AUTHORIZATION BY THE WORKERS COMPENSATION CARRIER PRIOR TO YOUR INITIAL
VISIT. IF YOUR CLAIM IS DENIED AND YOU DO NOT HAVE PRIVATE MEDICAL INSURANCE, YOU WILL BE RESPONSIBLE FOR THE PAYMENT
IN FULL. IF YOUR CLAIM IS IN LITIGATION, WE DO REQUIRE VERIFICATION OF THIS FROM YOUR ATTORNEY AND WORKERS
COMPENSATION CARRIER.

PERSONAL INJURY/MOTOR VEHICLE ACCIDENT (MVA): IF YOU ARE BEING TREATED AS PART OF A PERSONAL INJURY LAWSUIT
OR CLAIM WE MAY REQUIRE VERIFICATION FROM YOUR ATTORNEY. IN ADDITION TO THIS VERIFICATION, WE REQUIRE YOU TO ALLOW
US TO BILL YOUR HEALTH INSURANCE. IN THE ABSENCE OF INSURANCE OTHER FINANCIAL ARRANGEMENTS MAY BE DISCUSSED.
PAYMENT OF THE BILL REMAINS THE PATIENTS RESPONSIBILITY. WE CANNOT BILL YOUR ATTORNEY FOR CHARGES INCURRED IN A
PERSONAL INJURY CASE. IF YOU HAVE MEDICAL PAYMENTS THROUGH YOUR MOTOR VEHICLE INSURANCE, WE WILL BILL THEM AS
PRIMARY INSURANCE AND WILL BILL YOUR PRIVATE HEALTH INSURANCE WHEN YOUR MED PAY BENEFITS ARE USED UP. WE WILLNOT
BILL, NOR RECEIVE ANY PAYMENT FROM, THE “AT FAULT” OR “THIRD PARTY” RESPONSIBLE FOR THE ACCIDENT.

FINANCIAL POLICY AGREEMENT AND RELEASE: I HAVE BEEN INFORMED OF MY FINANCIAL RESPONSIBILITY AND
AGREE TO THE TERMS AND CONDITIONS AS STATED ON THIS FORM.

PATIENT NAME: _________________________________________________________________________________________________

RESPONSIBLE PARTY (IF NOT THE PATIENT): ________________________________________________________________________

RESPONSIBLE PARTY SIGNATURE:_______________________________________________________ DATE:____________________



MOMENTUM PHYSICAL THERAPY, PC
1939 WILMINGTON DR.

FORT COLLINS, CO 80528

NOTICE OF PATIENT INFORMATION PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR DISCLOSED AND HOW YOU CAN
GET ACCESS TO THE INFORMATION. PLEASE REVIEW CAREFULLY.

MOMENTUM PHYSICAL THERAPY, PC’S LEGAL DUTY
MOMENTUM PHYSICAL THERAPY, PC IS REQUIRED BY LAW TO PROTECT THE PRIVACY OF YOUR PERSONAL HEALTH
INFORMATION, PROVIDE THIS NOTICE ABOUT OUR INFORMATION PRACTICES AND FOLLOW THE INFORMATION
PRACTICES THAT ARE DESCRIBED HEREIN.

USES AND DISCLOSURES OR HEALTH INFORMATION
MOMENTUM PHYSICAL THERAPY, PC USES YOUR PERSONAL HEALTH INFORMATION PRIMARILY FOR TREATMENT;
OBTAINING PAYMENT FOR TREATMENT; CONDUCTING INTERNAL ADMINISTRATIVE ACTIVITIES AND EVALUATING THE
QUALITY OF CARE THAT WE PROVIDE. FOR EXAMPLE, MOMENTUM PHYSICAL THERAPY, PC MAY USE YOUR PERSONAL
HEALTH INFORMATION TO CONTACT YOU TO PROVIDE APPOINTMENT REMINDERS, INFORMATION ABOUT TREATMENT
ALTERNATIVES OR OTHER HEALTH RELATED BENEFITS THAT COULD BE OF INTEREST TO YOU. MOMENTUM PHYSICAL
THERAPY, PC MAY ALSO USE OR DISCLOSE YOUR PERSONAL HEALTH INFORMATION WITHOUT PRIOR AUTHORIZATION
FOR PUBLIC HEALTH PURPOSES, FOR AUDITING PURPOSES, FOR RESEARCH STUDIES AND FOR EMERGENCIES. WE ALSO
PROVIDE INFORMATION WHEN REQUIRED BY LAW. IN ANY OTHER SITUATION, MOMENTUM PHYSICAL THERAPY, PC’S
POLICY IS TO OBTAIN YOUR WRITTEN AUTHORIZATION BEFORE DISCLOSING YOUR PERSONAL HEALTH INFORMATION.
IF YOU PROVIDE US WITH A WRITTEN AUTHORIZATION TO RELEASE YOUR INFORMATION FOR ANY REASON, YOU MAY
LATER REVOKE THAT AUTHORIZATION TO STOP FUTURE DISCLOSURES AT ANY TIME.

PATIENTS INDIVIDUAL RIGHTS
YOU HAVE THE RIGHT TO REVIEW OR OBTAIN A COPY OF YOUR PERSONAL HEALTH INFORMATION AT ANY TIME. YOU
HAVE THE RIGHT TO REQUEST THAT WE CORRECT ANY INACCURATE OR INCOMPLETE INFORMATION IN YOUR
RECORDS. YOU ALSO HAVE THE RIGHT TO REQUEST A LIST OF INSTANCES WHERE WE HAVE DISCLOSED YOUR PERSONAL
HEALTH INFORMATION FOR REASONS OTHER THAN TREATMENT, PAYMENT OR OTHER RELATED ADMINISTRATIVE
PURPOSES, EXCEPT WHEN SPECIFICALLY AUTHORIZED BY YOU, WHEN REQUIRED BY LAW OR IN EMERGENCY
CIRCUMSTANCES. MOMENTUM PHYSICAL THERAPY, PC WILL CONSIDER ALL SUCH REQUESTS ON A CASE BY CASE BASIS,
BUT THE PRACTICE IS NOT LEGALLY REQUIRED TO ACCEPT THEM.

CONCERNS AND COMPLAINTS
IF YOU ARE CONCERNED THAT MOMENTUM PHYSICAL THERAPY, PC MAY HAVE VIOLATED YOUR PRIVACY RIGHTS OR IF
YOU DISAGREE WITH ANY DECISIONS WE HAVE MADE REGARDING ACCESS OR DISCLOSURE OF YOUR PERSONAL HEALTH
INFORMATION, PLEASE CONTACT OUR PRACTICE MANAGER AT THE ADDRESS LISTED BELOW. YOU MAY ALSO SEND A
WRITTEN COMPLAINT TO THE US DEPARTMENT OF HEALTH AND HUMAN SERVICES.

FOR FURTHER INFORMATION ON MOMENTUM PHYSICAL THERAPY, PC HEALTH INFORMATION PRACTICES OR IF YOU
HAVE A COMPLAINT, PLEASE CONTACT THE FOLLOWING PERSON:

MOMENTUM PHYSICAL THERAPY, PC
MICHAEL J. RESSLER M.S., MPT, CSCS

1939 WILMINGTON DR. SUITE 101 FORT COLLINS, CO 80528
P: 970.377.1422 F: 370.377.1839


