
Specialized Therapy Services Intake Form 

revised 3/13/08/th

Patient Name Nickname Birthdate Social Security # Home Phone

Address Cell Phone Marital Status                   
S  M  D  W  Legally Sep

Gender Drivers License #

City, State, Zip Referring Physician Seeking therapy for 

Occupation Employer's Phone

Primary Care Physician Contact's # Relationship to Patient    

Date of Injury/ONSETdate, if applicable

Primary Insurance Name Policy #,WC or Auto Claim # Group Number Policyholder's Birthdate Relationship to Patient    

PolicyHolder's Name (if other than patient) Policyholder's Phone               

Policyholder's SSN Copay Amount, if known

Secondary Insurance Name Policy Number Group Number Policyholder's Birthdate Relationship to Patient    

PolicyHolder's Name (if other than patient) Policyholder's Phone               

Policyholder's SSN Copay Amount, if known

Tertiary Insurance Name Policy Number Group Number Policyholder's Birthdate Relationship to Patient    

PolicyHolder's Name (if other than patient) Policyholder's Phone               

Have you had any Physical or Speech Therapy this year?  Yes   No    If so,  how many visits of PT _____ & ST   _________  

Patient/Guardian Signature__________________________________________________     Date   ____________________              

I give my consent for treatment, authorize the release of necessary information to insurance carriers & appropriate personnel, & request that my 
insurance carriers pay STS directly.  If direct payment is not permitted, I will promptly sign over any checks paid to myself by a third party for services 
rendered at STS & I will endorse checks so Specialized Therapy Services, LLC may cash & apply to my account accordingly.  I understand I am 
financially responsible for any & all charges incurred, & that I will be charged late fees in the amount of 3% per month for balances billed that remain 
unpaid after 90 days. In the event my account is referred to a debt collector, I understand I will be responsible for all costs incurred to collect the debt in 
addition to my account balance.        

Have you received any type of Home Health Services?        Yes   No   If so when were you discharged (your final visit)?   __________

Have you had any Occupational Therapy this year?           Yes   No    If so,  how many visits?  _________  

NEW       RETURN     PHONE-IN      WALK-IN       APPT DATE/TIME                                             PT            ICD9's_____________________________________________

Patient Information

Emergency Contact's Name 

Patient's Employer & Work Address

PolicyHolder's Employer, work address and phone (if PH is other than patient)

If a work-related injury, employer name at time of injury Case Manager/Claims Adjustor Name & Phone

PolicyHolder's Home Address

Insurance Information

Date & Type of Surgery

Is your condition the result of an accident or injury?  If so, provide how,  where & in which state injury occurred. If  injury is due to auto/other accident, please ask 
receptionist for a PI form  

Regarding Privacy:  I have read a copy of STS's Privacy Policies (sign & date) _____________________________________________       Please initial the following that are acceptable 
to you: STS/ABC staff may leave messages with a person at my home _____ , and/or on my voicemail/answering machine at home  _____ , work _____ or cell 
phone ____.                                                                                                                                                                                                                                                    
STS/ABC can discuss my account or care with the following individual ____________________________________________.

Other Pertinent Information

Are you receiving Home Health Services of any kind at this time?   Yes   No   If yes, please inform receptionist at this time.

PolicyHolder's Home Address

PolicyHolder's Employer, work address and phone (if PH is other than patient)

PolicyHolder's Home Address



 
 

Physical Therapy Screening Questionnaire 
 
Patient Name: ________________________________  Date: __________________________ 
 
Reason for seeking physical therapy: _____________________________________________________ 
 
Goals for physical therapy: _____________________________________________________________ 
 
Do you have a history of any of the following? 
Y/N…heart problems  Y/N…fibromyalgia  Women’s Health Patients: 
Y/N…pacemaker  Y/N…migraine headaches Y/N…endometriosis 
Y/N…high blood pressure Y/N…multiple sclerosis  Y/N…interstitial cystitis 
Y/N…diabetes   Y/N…allergies   Y/N…sexually transmitted disease 
Y/N…stroke   Y/N…irritable bowel syndrome Y/N…frequent yeast infections 
Y/N…circulatory problems Y/N…rheumatic fever  Y/N…frequent bladder infections 
Y/N...cancer   Y/N…arthritis   Y/N…vaginal dryness 
Y/N…emphysema/asthma Y/N…osteoporosis  Y/N…painful penetration 
Y/N…epilepsy/seizures  Y/N…low back pain/sciatica Y/N…currently pregnant? 
Y/N…liver disease  Y/N…constipation                Y/N…vaginal deliveries #____________ 
Y/N…metal implants  Y/N…kidney disease                  Y/N…C-section #___________________ 
Y/N…smoking habit  Y/N…HIV/AIDS   Date of last period _________________ 
 
Other medical conditions not listed:  _______________________________________________________ 
 
Please list any surgeries you have had with approximate dates:  _________________________________ 
 
_____________________________________________________________________________________ 
 
Please list any medications you currently take with dosages:  ___________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
At the present time, how would you describe your overall state of health? 
(Please circle:)  Excellent  Good  Fair   Poor 
 
 
 
________________________________________  ________________________________ 
Patient / guardian signature     Date 
 
 
________________________________________  ________________________________ 
Therapist’s signature      Date 



 
 

 
 

IMPORTANT BILLING INFORMATION 
 
 
• Advanced Billing Concepts, Inc. will be billing your insurance carrier for all services 

performed at Specialized Therapy Services, LLC. 
 
• You will be receiving periodic statements from Advanced Billing Concepts. 
 
• The billing system is designed to bill the patient every 45 days for balances due after the 

insurance payment is received or denied. 
 
• Charges and payments are itemized on your statement only once, so please keep them for 

your records.  If the current balance is not paid within 28 days, it will appear as a balance 
forward on your account the following month.  

 
• Delinquent accounts are those with balances that remain unpaid after two statements.  A 

final letter is sent with the third statement. 
 
• If you are an injured worker and your claim is allowed, we will submit your charges to the 

appropriate workers’ compensation carrier.  If for any reason WC disallows your claim, you 
will be billed for the balance due. 

 
• If you have a legal case or auto accident pending, you will need to make prior arrangements 

for payment with our office and complete a Personal Injury Information form. 
 

• Signing a waiver indicates that you are aware that you are responsible for anything your 
insurance does not cover. 

 
• Please notify us immediately of all changes or updates regarding your insurance & address. 
 
• If you have any questions or concerns regarding your statement, please contact one of our 

patient account representatives who will be happy to assist you. 
 
• Advanced Billing Concepts may be reached at 1-888-909-6017. 
 
• Payments may be directed to: 
 

Specialized Therapy Services, LLC 
   PO BOX 79 

Kalida, OH  45853 
 

I have read and received a copy of the Important Billing Information listed above. 
 
 
Name: ______________________________________________  Date:  _________________ 
 

 
 

 
 



 

 

Consent 

I hereby authorize and consent Specialized Therapy Services, LLC to perform evaluations and treatments 
for medical, therapeutic, and/or rehabilitative purposes.  I understand that Specialized Therapy Services, 
LLC has made no guarantees in regard to the outcomes of these interventions.  I understand that I may 
refuse to perform any portion of the evaluations or treatments if I feel they may be harmful.  It is my 
responsibility to inform the therapist of any physical conditions, limitations or restrictions that may be 
harmful to either party.  I authorize Specialized Therapy Services, LLC to request and receive any and all 
pertinent medical information from the physician’s office, laboratory, x‐ray facility or hospital involved. 

Insurance 

It is your responsibility to contact your insurance company to verify your therapy benefits and 
coverage limitations.  Verification of benefits is not a guarantee of payment by your insurance 
company.  

I authorize the release of any and all pertinent medical information pertaining to my claim to those 
attorneys, insurance carriers, and/or caseworkers who require such information in order to complete 
my claim.  I also authorize the release of the same to my referring physician.  I further authorize the 
insurance carrier responsible for payment of medical bills as a result of an auto accident, industrial 
injury or medical necessity to make payments directly to Specialized Therapy Services, LLC. 

All  co‐pays  are due  and  are  to be paid  at  the  time of  each  visit.    I  understand  that  I  am  financially 
responsible for any balance not covered by my insurance company, regardless of reason for denial of 
coverage.  If we do not have current insurance information, we will consider you as self pay. 

Attendance 

Attendance is of utmost importance for successful rehab.  Specialized Therapy Services, LLC requests 24 
hours notice of any appointment changes or cancellations.  Your physician, and caseworker if applicable, 
may be notified of missed appointments. 

A $25.00 fee applies to all “no show/no call” appointments as well as to any cancellations with less 
than 24 hours notice [at the therapist’s discretion].  This fee will be billed directly to you, not your 
insurance company. 

 
 
______________________________________________  ________________________________ 
Patient/Guardian Signature            Date 
 
 



NOTICE OF PRIVACY PRACTICES  
FOR HEALTH CARE PROVIDERS  

Specialized Therapy Services, LLC 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU MAY HAVE ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY.  THIS NOTICE APPLIES TO ALL OF THE RECORDS OF YOUR CARE GENERATED BY 
THE PRACTICE, WHETHER MADE BY THE PRACTICE OR A BUSINESS ASSOCIATE. 
 
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of 
our notice, at any time.  From time to time, the Secretary of Health and Human Services may make 
changes in the rules and regulations regarding the use or disclosure of PHI.  We will continue to update 
and modify our privacy practices to remain in compliance with such regulations.  Upon your request, we 
will provide you with any revised Notice of Privacy Practices by calling the office and asking for one at the 
time of your next appointment or by requesting that a revised copy be sent to you in the mail.  
 
1. How We May Use and Disclose Medical Information About You. 
Your Protected Health Information (“PHI”) may be used and disclosed by your therapist, our office staff 
and others outside of our office that are involved in your care and treatment for the purpose of providing 
health care services to you. Your PHI may also be used and disclosed to collect payment for your health 
care services and to support the operation of the physician’s practice.  Following are examples of the 
types of uses and disclosures of your protected health care information that is permitted: 
 

Treatment: We will use and disclose such portions of your PHI to provide, coordinate, or manage 
your health care and any related services.  This may include the coordination or management of 
your health care with a third party, including your pharmacist.  We will also disclose PHI to other 
physicians who may be treating you or with whom we have consulted about your treatment.  In 
addition, we may disclose your PHI to another physician or health care provider (e.g., a specialist 
or laboratory) who, at the request of your physician, becomes involved in your care by providing 
assistance with your health care diagnosis or treatment to your physician. 
 
Payment: Your PHI will be used, as needed, to obtain payment for your health care services. 
This may include certain activities that your health insurance plan may undertake before it 
approves or pays for the health care services we recommend for you and may include, but are 
not limited to, the following:  making a determination of eligibility or coverage for insurance 
benefits; reviewing services provided to you for medical necessity; undertaking utilization review 
activities; reports to credit bureaus or collection agencies; and, to our attorneys for collection, if 
necessary. For example, obtaining approval for a hospital stay may require that your relevant PHI 
be disclosed to the health plan to obtain approval for the hospital admission.  
 
Healthcare Operations: We may use or disclose, as-needed, your PHI in order to support the 
business activities of your physician’s practice. These activities include, but are not limited to, the 
following:  quality assessment activities; employee review activities; health care or financial 
audits; training of medical students; licensing and fundraising activities; and conducting or 
arranging for other business activities.  In addition, we may use a sign-in sheet at the registration 
desk where you will be asked to sign your name and indicate your physician.  We may also call 
you by name in the waiting room when your physician is ready to see you.  We may use or 
disclose your PHI, as necessary, to contact you to discuss your appointment.  This contact will 
include leaving messages on your home answering machine or mailing notices to your home.  
 
We will share your PHI with third party “business associates” that perform various activities (e.g., 
billing, transcription services) for the practice.  
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We may use or disclose your PHI, as necessary, to provide you with information about treatment 
alternatives or other health-related benefits and services that may be of interest to you.  For 
example, your name and address may be used to send you a newsletter about our practice and 
the services we offer.  You may contact our Privacy Officer to request that these materials not be 
sent to you.  
 
We will take steps to reasonably secure your PHI in our custody and to have backup systems if 
PHI is kept in an electronic form.  We will use our best efforts to secure your PHI, but cannot 
guarantee the information is secure from all risks or potential wrongdoers. 

 
2.  Uses and Disclosures of PHI Based Upon Your Written Authorization  
Other uses and disclosures of your PHI will be made only with your written authorization, unless 
otherwise permitted or required by law as described below. You may revoke this authorization, at any 
time, in writing, except to the extent that your physician or the physician’s practice has taken an action in 
reliance on the use or disclosure indicated in the authorization.  
 
3.  Other Permitted and Required Uses and Disclosures That May Be Made Without Your 
Authorization 
We may use and disclose your PHI in the following instances. You have the opportunity to agree or object 
to the use or disclosure of all or part of your PHI. If you are not present or able to agree or object to the 
use or disclosure of the PHI, then your physician may, using professional judgment, determine whether 
the disclosure is in your best interest. In this case, only the PHI that is relevant to your health care will be 
disclosed and only so much information that is minimally necessary under the circumstances.   

 
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your 
family, a relative, a close friend or any other person you identify, your PHI that directly relates to 
that person’s involvement in your health care. If you are unable to agree or object to such a 
disclosure, we may disclose such information as necessary if we determine that it is in your best 
interest based on our professional judgment. We may use or disclose PHI to notify or assist in 
notifying a family member, personal representative or any other person that is responsible for 
your care of your location, general condition or death. Finally, we may use or disclose your PHI to 
an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and 
disclosures to family or other individuals involved in your health care.  
 
Emergencies: We may use or disclose your PHI in an emergency treatment situation. If this 
happens and you have not already been provided a copy, we will try to obtain your 
acknowledgment of receipt of the Practice’s Notice of Privacy Practices as soon as reasonably 
practicable after the delivery of treatment.  
 

 
4.  The Law Provides that there are Other Permitted and Required Uses and Disclosures That May 
Be Made Without Your Authorization or Opportunity to Object  
We may use or disclose your PHI in the following situations without your authorization. These situations 
include the following:  
 

Required By Law: We may use or disclose your PHI to the extent that the use or disclosure is 
required by law. 
 
Public Health: We may disclose your PHI for public health activities and purposes to a public 
health authority that is permitted by law to collect or receive the information. 
 
Communicable Diseases: We may disclose your PHI, if authorized by law, to a person who may 
have been exposed to a communicable disease or may otherwise be at risk of contracting or 
spreading the disease or condition. 
 



Health Oversight:  We may disclose your PHI to a health oversight agency for activities 
authorized by law, such as audits, investigations, and inspections.  Oversight agencies seeking 
this information include government agencies that oversee the health care system, government 
benefit programs, other government regulatory programs, and civil rights laws.  
 
Abuse or Neglect: We may disclose your PHI to a public health authority that is authorized by 
law to receive reports of child or senior citizen abuse or neglect.  In addition, we may disclose 
your PHI if we believe that you have been a victim of abuse, neglect or domestic violence to the 
governmental entity or agency authorized to receive such information.  In this case, the disclosure 
will be made consistent with the requirements of applicable federal and state laws. 
 
Food and Drug Administration:  We may disclose your PHI to a person or company required by 
the Food and Drug Administration to report adverse events, product defects or problems, 
biological product deviations, track products; to enable product recalls; to make repairs or 
replacements, or to conduct post marketing reviews, as required.  
 
Legal Proceedings: We may disclose PHI in the course of any judicial or administrative 
proceeding, in response to an order of a court or administrative tribunal or in response to a 
subpoena, discovery request or other lawful process.  
 
Law Enforcement: We may also disclose PHI for law enforcement purposes.  These law 
enforcement purposes include (1) legal processes and otherwise required by law, (2) limited 
information requests for identification and location purposes, (3) pertaining to victims of a crime, 
(4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a crime 
occurs on the premises of the practice, and (6) medical emergencies (not on the Practice’s 
premises) where it is likely that a crime has occurred.  
 
Coroners, Funeral Directors, and Organ Donation: We may disclose PHI to a coroner or 
medical examiner for identification purposes, determining cause of death or for the coroner or 
medical examiner to perform other duties authorized by law.  We may also disclose PHI to a 
funeral director, as authorized by law, in order to permit the funeral director to carry out their 
duties.  We may disclose such information in reasonable anticipation of death. PHI may be used 
and disclosed for organ or tissue donation purposes. 
 
Research:  We may disclose your PHI to researchers when their research has been approved by 
an institutional review board that has reviewed the research proposal and established protocols to 
ensure the privacy of your PHI. 
 
Criminal Activity: Consistent with applicable federal and state laws, we may disclose your PHI, if 
we believe that the use or disclosure is necessary to prevent or lessen a serious and imminent 
threat to the health or safety of a person or the public.  We may also disclose PHI if it is 
necessary for law enforcement authorities to identify or apprehend an individual.  
 
Military Activity and National Security: When the appropriate conditions apply, we may use or 
disclose PHI of individuals who are Armed Forces personnel (1) for activities deemed necessary 
by appropriate military command authorities; (2) for the purpose of a determination by the 
Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority if 
you are a member of that foreign military services. We may also disclose your PHI to authorize 
federal officials for conducting national security and intelligence activities, including for the 
provision of protective services to the President or others legally authorized.  
 
Workers’ Compensation:  Your PHI may be disclosed by us as authorized to comply with 
workers’ compensation laws.  
 
Inmates: We may use or disclose your PHI if you are an inmate of a correctional facility and your 
physician created or received your PHI in the course of providing care to you. 



 
Required Uses and Disclosures: Under the law, we must make disclosures to you and when 
required by the Secretary of the Department of Health and Human Services to investigate or 
determine our compliance with the requirements of 45 CFR Section 164.500 et seq. 

 
5. Your Rights  
The following is a statement of your rights with respect to your PHI and a brief description of how you may 
exercise these rights:  
 

You have the right to inspect and copy your PHI. This means you may inspect and obtain a 
copy of PHI about you that is contained in a designated record set for as long as we maintain the 
PHI. A “designated record set” contains medical and billing records and any other records that 
your physician and the practice use for making decisions about you.  You will be charged a 
reasonable fee if you are requesting copies.  If we keep your medical records in an electronic 
form, you may request that we provide copies of your records in an electronic form such as a CD 
or the like.  You will be charged a reasonable fee for such copies similar to the charge as if paper 
copies were provided.  Under federal law, however, you may not inspect or copy the following 
records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a 
civil, criminal, or administrative action or proceeding; and PHI that is subject to law that prohibits 
access to PHI. Depending on the circumstances, a decision to deny access may be reviewable. 
In some circumstances, you may have a right to have this decision reviewed. Please contact our 
Privacy Officer if you have questions about access to your medical record.  
 
You have the right to request a restriction of your PHI. This means you may ask us not to use 
or disclose any part of your PHI for the purposes of treatment, payment or healthcare operations. 
You may ask us not to disclose a part of your medical information to others if you have paid for 
the services related to that treatment in full when we may otherwise have billed your insurance 
company or other persons for such medical services.  You may also request that any part of your 
PHI not be disclosed to family members or friends who may be involved in your care or for 
notification purposes as described in this Notice of Privacy Practices. Your request must state the 
specific restriction requested and to whom you want the restriction to apply.  
 
Your physician is not required to agree to all restrictions that you may request other than the 
request not to disclose information for services for which you have already paid in full.  If 
physician believes it is in your best interest to permit use and disclosure of your PHI, your PHI will 
not be restricted. If your physician does agree to the requested restriction, we may not use or 
disclose your PHI in violation of that restriction unless it is needed to provide emergency 
treatment. With this in mind, please discuss any restriction you wish to request with your 
physician.  
 
We will not use or disclose your PHI for marketing purposes or sell any such information to other 
parties, except as expressly permitted by law. 
 
You have the right to request to receive confidential communications from us by 
alternative means or at an alternative location. We will accommodate reasonable requests. 
We may also condition this accommodation by asking you for information as to how payment will 
be handled or specification of an alternative address or other method of contact.  Please make 
this request in writing to our Privacy Officer.  
 
You may have the right to have your physician amend your PHI. This means you may 
request an amendment of PHI about you in a designated record set for as long as we maintain 
this information. In certain cases, we may deny your request for an amendment. If we deny your 
request for amendment, you have the right to file a statement of disagreement with us and we 
may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
Please contact our Privacy Officer if you have questions about amending your medical record.  
 



You have the right to receive an accounting of certain disclosures we have made, if any, of 
your PHI. This right applies to disclosures for purposes other than treatment, payment or 
healthcare operations as described in this Notice of Privacy Practices. It excludes disclosures we 
may have made to you, to family members or friends involved in your care, or for notification 
purposes. You have the right to receive specific information regarding these disclosures that 
occurred after April 14, 2003.  The right to receive this information is subject to certain 
exceptions, restrictions and limitations.  If we keep your PHI in electronic form, such as electronic 
health records, upon request, we will provide an accounting for all disclosures of PHI for any 
purposes beginning the later of 2011, after we implement electronic health record systems or 
when regulations require such disclosure in the future.  This does not apply if we do not keep PHI 
in an electronic form. 
 
You have the right to be notified if an unauthorized disclosure has occurred.  Under certain 
circumstances, if an unauthorized disclosure or use of your PHI has occurred, under certain 
circumstances, you have the right to receive a notice from us of the circumstances and the steps 
taken by us to correct the circumstances or to prevent it from occurring in the future.  Under 
certain circumstances, you would have the right to ask us to destroy any PHI in our possession, 
subject to our rights to retain certain copies for the protection of the physician. 
 
You have the right to obtain a paper copy of this notice from us.  

 
6. Complaints  
You may file a complaint with us or with the Secretary of Health and Human Services if you believe your 
privacy rights have been violated by us. You may file a complaint with us by notifying our Compliance 
Officer.  We will not retaliate against you for filing a complaint.  You may contact our Compliance Officer, 
for further information about the complaint process.  
 
This notice was published and becomes effective on December 1, 2009.  
 
 
If you have any questions about this Notice please contact:   Amy Edwards, PT    
             
             
        Phone:  419-228-7871   
 
 
 
 
 
 
 
 


