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Recovery 
PHYSICAL THERAPEUTIC CENTER 

 
Empowering You to Better Health  

 
 
 
Dear New Patient: 
 
Welcome to Recovery Physical Therapy.  We are committed to providing you with quality care 
and service; we are pleased that you have chosen us. Bring the following items to your first 
appointment: 
 
 Your referral / prescription from your doctor for physical therapy 
 Your insurance card 
 The completed forms 
 Any other relevant information, reports, x-rays, etc 
 
You are scheduled to see the therapist on:_________/_______________ at _________AM / PM 
 
Please arrive at least 15 minutes before your scheduled appointment with your completed forms. 
If you did not receive your forms, please arrive 30 minutes before your scheduled time. It is very 
important to complete the enclosed forms prior to your arrival. The time allotted for your 
evaluation will be shortened if the forms are not filled out. Dress comfortably. If we are seeing 
you for a knee / hip problem, please wear or bring a pair of shorts. 
 
Thank you again for choosing Recovery Physical Therapy. 
 
Sincerely, 
Phyliss Torres-Smith 
Office Manager 
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Recovery Physical Therapeutic Center 

 
NEW PATIENT REGISTRATION 

 
 
 
 
PATIENT’S NAME:___________________________________________________________________HOME#:____________________________________  
 
CELL#:_______________________________________     E-MAIL ADDRESS:______________________________________________________________ 
 
HOME ADDRESS:____________________________________________ CITY:______________________________ STATE:________ ZIP:____________ 
 
DATE OF BIRTH:________________ AGE:_________ SEX:______ MARITAL STATUS:   SINGLE ____  MARRIED ______ OTHER _____ 
 
SOCIAL SECURITY #:_______________________________ SPOUSE:____________________________________________________________________ 
 
OCCUPATION:_____________________________________ EMPLOYER:________________________________ WORK#:_________________________ 
 
NEAREST RELATIVE NOT LIVING WITH YOU:________________________________  PHONE #:___________________________________________ 
 
IN CASE OF EMERGENCY CONTACT:________________________________________  PHONE#:____________________________________________ 
 
WHO IS FINANCIALLY RESPONSIBLE FOR PAYMENT?:_______________________  PHONE#:____________________________________________ 
 
HOW DID YOU HEAR ABOUT RECOVERY PHYSICAL THERAPEUTIC CENTER?       ⁭ RETURNING PATIENT ⁭ WEBSITE           
 
⁭ DOCTOR        ⁭ FAMILY/FRIEND    ⁭ KENNEDY CLUB          ⁭ PHONEBOOK          ⁭ OTHER_______________________________________ 

 
INSURANCE INFORMATION 

 
IS THIS A WORK RELATED INJURY?     YES ___  NO ___     IF YES, GIVE DATE OF INJURY:_____________________________________________ 
 
INSURANCE COMPANY:___________________________________________________   PHONE#:____________________________________________ 
 
MAILING ADDRESS:_______________________________________ CITY:________________________ STATE:____________ ZIP:________________ 
 
INSURED:_________________________________ ID#:_____________________________________________  GROUP#:___________________________ 
 

SECONDARY INSURANCE INFORMATION 
 
INSURANCE COMPANY:___________________________________________________   PHONE#:____________________________________________ 
 
MAILING ADDRESS: ______________________________________ CITY: ________________________________ STATE: ________ZIP:____________ 
 
INSURED: ____________________________________________________    ID#:__________________________________ GROUP#:_________________ 
 
 

RECORDS RELEASE – ASSIGNMENT OF BENEFITS – FINANCIAL RESPONSIBILTY 
 

 I hereby authorize the release of medical records related to treatment rendered by Recovery Physical Therapeutic Center as necessary for 
reimbursement for service. 
 
 I hereby authorize payment directly to Recovery Physical Therapeutic Center on any claims not to exceed my indebtedness to said therapy 
corporation. 
 
 I understand and agree that regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional 
services rendered. 
 
 I have read and fully understand the above agreement. I certify that the information I have given is true and correct to the best of my knowledge. I 
will notify you of any changes in my health status or in the above information. 
 
 
PATIENT’S SIGNATURE: ____________________________________________________________ DATE: _____________________________ 
 
PARENTIAL CONSENT: _____________________________________________________________ DATE: _____________________________ 
(Required if patient is a minor) 
 
 

 
 



Patient Health Questionnaire - PHQ

Patient Name Date

1. Describe your symptoms

Patient Signature Date

5. During the past 4 weeks:

Indicate where you have pain or other symptoms

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)Plan

Health Plan Use Only   rev 7/18/05

Not at all A little bit Moderately Quite a bit Extremely

7. In general would you say your overall health right now is...

Good Fair PoorExcellent Very Good

2. How often do you experience your symptoms?

Constantly (76-100% of the day)

Frequently (51-75% of the day)

Occasionally (26-50% of the day)

Intermittently (0-25% of the day)

4. How are your symptoms changing?

Getting Better

Not Changing

Getting Worse

3. What describes the nature of your symptoms?

Sharp

Dull ache

Numb

Shooting

Burning

Tingling

8. Who have you seen for your symptoms? No One
Chiropractor

Medical Doctor
Physical Therapist

Other

b. What tests have you had for your symptoms
and when were they performed?

Xrays CT Scan

Other

9. Have you had similar symptoms in the past? Yes No

a. If you have received treatment in the past for 
the same or similar symptoms, who did you see?

10. What is your occupation? Professional/Executive
White Collar/Secretarial
Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

a. If you are not retired, a homemaker, or a 
student, what is your current work status?

MRI

This Office
Chiropractor

Medical Doctor
Physical Therapist

Other

Full-time Self-employed
Unemployed

Off work
Part-time Other

a. What treatment did you receive and when?

date:

date:

date:

date:

a. When did your symptoms start?

Form PHQ-202

All of the time Most of the time Some of the time A little of the time None of the time

b. How did your symptoms begin?

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

a. Indicate the average intensity of your symptoms
None Unbearable





MEDICATIONS 
( List all Prescriptions, Vitamin Supplements and Over the Counter Meds ) 

 
MEDICATION STRENGTH DOSAGE  x  DAY 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 
Patient Name: __________________________________________________________ 
 



Recovery Physical Therapeutic Center 
Financial Policy 

 
 
 
We are committed to providing you with the best possible care.  Your clear understanding of our 
Financial Policy is important to our professional relationship.  Please provide information as accurately as 
possible.  Our Financial Policy is designed to give you a  number of payment options. 
 
PATIENT PAYMENT METHOD AT TIME OF YOUR FIRST VISIT, PATIENT PAYS: 
 
Self Pay Payment is expected in full unless other arrangements have been made  
  prior to treatment. 
 
Medicare 20% of the approved allowed charge if your supplemental insurance  
  doesn’t cover the balance due.  We will bill your secondary for you. 
 
Worker’s Pre-authorization and a referral from your doctor is required. 
Compensation 
 
Personal or Pre-authorization is required.  WE DO NOT ACCEPT LIENS.  If there is no 
Auto Injury medical coverage, payment will be expected at time of visit. 
 
PPO/HMO We will call your insurance company and verify benefits. A co-payment is 
  required at the time of your visit.  You are also responsible for paying any 
  deductible that hasn’t been met.  We will estimate as closely as possible 
  your coverage.  Until we actually receive payment from your insurance, it 
  is just an estimate. 
 
WE  CONTACTED YOUR INSURANCE __________________________ ON:______________  
 
THE FOLLOWING INFORMATION WAS GIVEN TO US REGARDING YOUR COVERAGE FOR PHYSICAL 
THERAPY:           DED AMOUNT:_____________    DED MET?________    
 
WHEN YOUR DEDUCTIBLE HAS BEEN SATISFIED, YOUR INSURANCE COVERS __________% 
 
YOUR  CO-INSURANCE IS _____________%   WE ESTIMATED THIS TO BE  $______________PER VISIT. 
 
ANY UNPAID DEDUCTIBLE AND/ OR YOUR CO-INSURANCE IS DUE AT TIME OF VISIT. 
 
_____________________________________________________________________________________ 
    
Please call if you have any question’s regarding your coverage. 
 
THE INSURANCE COMPANY IS NOT RESPONSIBLE FOR YOUR MEDICAL BILL; YOU 
THE PATIENT ARE. 
 
“I have read, understand, and agree to the provisions of this Financial Policy.” 
 
 
 
Patient’s Signature:_________________________________ Today’s Date:___________ 

 
 



 
To Our Patients Regarding 

Cancellations and No-Shows 
 

 
 
 The following is our policy regarding cancellations and no-shows.  We take this subject 
seriously because it can make the difference between whether you succeed in your treatment or 
not.  Usually your referring doctor and / or your therapist have prescribed a set frequency of 
treatment.  Showing up as scheduled for these visits is your most important job.  Then, all you 
need to do is follow your therapist’s instructions and we will be able to help you achieve your 
therapy goals. 
  
•   We require 24 hours notice in the event of a cancellation.  It is your responsibility 
    when you call in, to have an alternative time in mind  that  will ensure you get in the   
    full prescribed number of treatments that week whenever possible.                                   
   
•   There is a $50.00 charge for failure to show for your scheduled appointment or  
     cancellation without proper notice. This charge will not be covered by your 
     insurance.  
 
•    For Worker’s Compensation, documentation of any missed appointments is 
     forwarded to your Case Manager and Physician. In which case this could jeopardize 
     your claim. This charge will not be covered by your insurance. 
        
•    Please understand that your pain will probably increase and decrease as your 
     course of treatment progresses. Either condition can seem to be a reason not to  
     come in:  

a) You are worse and think the treatment is not working. 
b) You are feeling better and it’s a great day for surfing, etc. 
 

Neither of these conditions is legitimate as a reason not to come: 
  

a) If you’re in pain, come in and get it fixed. 
b) If you are out of pain, now is the time that we can begin doing some real 

correction of the underlying cause of your problem, educate you so you won’t 
re-injure yourself. 

 
When you don’t show as scheduled, three people are hurt: 1) You because you don’t get the 
treatment you need, 2) the therapist who now has a space in their schedule since the time was 
reserved for you personally; 3) and another patient who could have been scheduled for 
treatment. 
 
Please co-operate with us in this regard.  We’re looking forward to working with you. 
 
 
 
___________________________________             ________________________ 
Patient Signature                                                        Date   










