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PATIENT CONTACT INFORMATION 

Patient Name ________________________________________________________________ Today’s Date      

DOB ____________________ Age _______ Gender _______________ Marital Status        

Address _________________________________________________ City __________________________ State _____ Zip     

Cell Phone ___________________________ Home Phone _________________________ Work Phone      

Email                 

Employer ___________________________________ Occupation          

 
EMERGENCY CONTACT INFORMATION 

Name ______________________________________________________ Relationship        

Address _________________________________________________ City __________________________ State _____ Zip     

Cell Phone ___________________________ Home Phone _________________________ Work Phone      

 
PATIENT QUESTIONNAIRE 

Referring Physician               

How did you hear about us?              

Diagnosis/Body Part               

Date of Onset _______________________________________ Weight ___________________ Height       

What are your goals for recovering from your current condition? 

               

                

Have you had any falls in the past year?  YES / NO  How many?        

Do you have a history of fractures?   YES / NO  Where?        

Do you have any metal implants?   YES / NO  Where?         

Do you have a pacemaker?    YES / NO  Date         

Do you exercise regularly?    YES / NO  How often?        

Do you smoke?     YES / NO  How long/how many per day?     
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Please check any tests that have been done for your current condition. If known, report the findings. 

□ X-rays    □ MRI    □ CT Scan    □ Bone Scan    □ EMG    □ Blood Work    □ Bone Density    □ Other 

                

                

Do you have any of the following conditions? (Check all that apply)

Asthma/Emphysema    ____ 
Shortness of Breath/Chest Pain  ____ 
Coronary Artery Disease   ____ 
High/Low Blood Pressure   ____ 
Heart Attack/Surgery    ____ 
Stroke/TIA     ____ 
Blood Clot/Emboli    ____ 
Epilepsy/Seizures    ____ 
Thyroid Issues    ____ 

Anemia    ____ 
Infectious Disease   ____ 
Cancer     ____ 
Diabetes    ____ 
Arthritis/Joint Pain   ____ 
Osteoporosis    ____ 
Gout     ____ 
 

 
Other medical conditions:             
 
Please list all allergies:             
 
Have you had any of these symptoms in the past year? (Check all that apply) 

Change in Bowel Movements   ____   
Difficulty Sleeping    ____  
Fainting Spells    ____  
Fever/Chills/Sweats    ____  
Irritable Bowel    ____   
Muscular Weakness    ____  
Nausea/Vomiting    ____  
Numbness/Tingling    ____ 

Persistent Joint Pain   ____   
Persistent Nose Bleeds  ____  
Recurring Headaches    ____  
Shortness of Breath    ____ 
Tiredness/Fatigue   ____  
Unexplained Weight Loss   ____ 
Vertigo/Dizziness   ____ 

 
FOR WOMEN ONLY 
 

Are you currently pregnant?             YES / NO 

Please list number of pregnancies:       

Date of last pelvic exam:     

Any other pertinent information about pregnancies, complications with delivery, menstrual problems? 
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Have you had any other treatments for your current condition (i.e., PT, Chiropractic, Massage, Acupuncture)?  

                

                

Please list all previous injuries, accidents, surgeries (include year) and any other pertinent medical 

information. 

                

                

                

                

Please list all current medications (include dosage and frequency). 
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OFFICE POLICIES & PROCEDURES

Welcome and thank you for choosing Hybrid PT
access laws allow you to be seen directly by a licensed physical therapist without a referral for a max
from the date of initial treatment. According to the 
than 30 days from the date of initial treatment of functional limitation or pain, a licensed physical therapist shall inform 
the patient's licensed health care professional of record regar

CONSENT TO TREATMENT 
Hybrid PT, LLC is a hands-on physical therapy clinic. 
treatment forms that are published or otherwise
joint and soft tissue mobilization/manipulation,
education, as well as other treatment modalities may be used.
vary widely due to the age of injury, number
 
I have read and fully understand the above statements. I understand the nature of the treatments at
authorize the fully trained staff to use treatment techniques as
 
CANCELLATION POLICY 
As a courtesy to other patients trying to get scheduled, 
This allows others on waiting lists to be seen. Only emergencies or illnesses are excusable. 
upon violation of this policy. 
 
PRIVACY RIGHTS 
You have a right to privacy under the Health Insurance 
restricting disclosure of your records and claims to
service. By paying for your services at the time of service, we assume you
not disclose your medical records to any third party, including
disclosed to any third party in the future, you will need to obtain and sign our Discl
Information form before we will disclose your health information.
 
I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE WRITTEN STATEMENTS
 
X _________________________________________________________________________
    Signature of Patient/Parent/Legal Guardian

 
 
 

  

FFICE POLICIES & PROCEDURES 

Hybrid PT, LLC for your Physical Therapy needs. In the State of New Jersey, direct 
access laws allow you to be seen directly by a licensed physical therapist without a referral for a max

itial treatment. According to the New Jersey State Board of Physical Therapy regulations, “
than 30 days from the date of initial treatment of functional limitation or pain, a licensed physical therapist shall inform 

are professional of record regarding the patient's plan of care.”  

herapy clinic. Sessions consist primarily of manual thera
treatment forms that are published or otherwise publicly known. Forms of deep tissue massage
joint and soft tissue mobilization/manipulation, therapeutic exercise programs, gait training,

as well as other treatment modalities may be used. The number of treatments needed and recovery time can 
vary widely due to the age of injury, number of times injured, age of patient and many other contributing factors.

I have read and fully understand the above statements. I understand the nature of the treatments at
authorize the fully trained staff to use treatment techniques as deemed necessary for my safe and effective recovery.

As a courtesy to other patients trying to get scheduled, we require a 24-hour (or greater) 
This allows others on waiting lists to be seen. Only emergencies or illnesses are excusable. 

You have a right to privacy under the Health Insurance Portability and Accountability Act (HIPAA) that includes 
restricting disclosure of your records and claims to your health plan, if you pay privately for your services at the time of
service. By paying for your services at the time of service, we assume you are exercising this right to privacy and we will 
not disclose your medical records to any third party, including your health insurance carrier

party in the future, you will need to obtain and sign our Disclosure to Release Protected
Information form before we will disclose your health information. 

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE WRITTEN STATEMENTS AND PAYMENT TERMS.

_________________________________________________________________________   Date:   
Legal Guardian 

 

 

 

 

 

 

 

 

 

In the State of New Jersey, direct 
access laws allow you to be seen directly by a licensed physical therapist without a referral for a maximum of 30 days 

of Physical Therapy regulations, “not more 
than 30 days from the date of initial treatment of functional limitation or pain, a licensed physical therapist shall inform 

primarily of manual therapy techniques and 
publicly known. Forms of deep tissue massage and myofascial release, 

therapeutic exercise programs, gait training, neuromuscular re-
treatments needed and recovery time can 

of times injured, age of patient and many other contributing factors. 

I have read and fully understand the above statements. I understand the nature of the treatments at Hybrid PT, LLC and I 
deemed necessary for my safe and effective recovery. 

hour (or greater) notice for cancellations. 
This allows others on waiting lists to be seen. Only emergencies or illnesses are excusable. A $75 fee will be billed 

Accountability Act (HIPAA) that includes 
, if you pay privately for your services at the time of 

right to privacy and we will 
your health insurance carrier. If you want your records 

osure to Release Protected Health 

AND PAYMENT TERMS. 

 ____    
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FINANCIAL AGREEMENT 

 I authorize release of all medical records concerning my (or my dependent’s) health care, advice and treatment 
provided for the purpose of evaluating and administering claims for insurance benefits. Insurance benefits payable 
directly to me, are hereby assigned to Hybrid PT, LLC for application to the patient’s bill. In the event that the patient’s 
insurer denies medical benefits, coverage, or payment in full or at all, consent is hereby authorized to allow Hybrid PT, 
LLC to appeal such decisions on the patient’s behalf. 

It is my responsibility to provide accurate insurance information. In the event the information provided is incorrect, I 
accept full financial responsibility. I understand that a fee of $40 will be charged to me for any returned checks and
am liable for payment.  

By providing my email address, I consent to receive periodic emails from Hybrid PT. I will always have the option to opt 
out.  

Please be advised that unless you have Medicare, we are not in
we will submit your claims for you. If you have Medicaid as a secondary, you understand we do not participate and agree 
to pay the 20% Medicare does not cover. If you have a second insurance carrier, we will submit to that carrier. Onc
primary and secondary companies have processed your bills, you will be responsible for any balance remaining. The 
undersigned agrees, whether he/she signs as agent or patient, that in consideration of the services rendered to the 
patient, he/she hereby individually obligates himself/herself to pay the account of Hybrid PT, LLC. I understand that I 
am responsible for any charges billed to and not covered by any insurance carrier(s), including any deductible, 
coinsurance, for visits over coverage limitations, for no prescription or MD signed plan of care. Should your account be 
referred for collections or to an attorney, the undersigned agrees to pay costs of collection, including attorney fees, 
$25.00 administrative fee and 18% interest after 60 days. 
understands the foregoing, authorizes to execute the above, and accepts the terms.

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE WRITTEN STATEMENTS AND PAYMENT TERMS.
 
X _________________________________________________________________________
    Signature of Patient/Parent/Legal Guardian
 

 
 
 

  

FINANCIAL AGREEMENT (OUT OF NETWORK CLAIMS)

I authorize release of all medical records concerning my (or my dependent’s) health care, advice and treatment 
provided for the purpose of evaluating and administering claims for insurance benefits. Insurance benefits payable 

signed to Hybrid PT, LLC for application to the patient’s bill. In the event that the patient’s 
insurer denies medical benefits, coverage, or payment in full or at all, consent is hereby authorized to allow Hybrid PT, 

tient’s behalf.  

It is my responsibility to provide accurate insurance information. In the event the information provided is incorrect, I 
accept full financial responsibility. I understand that a fee of $40 will be charged to me for any returned checks and

By providing my email address, I consent to receive periodic emails from Hybrid PT. I will always have the option to opt 

Please be advised that unless you have Medicare, we are not in-network with your insurance compan
we will submit your claims for you. If you have Medicaid as a secondary, you understand we do not participate and agree 
to pay the 20% Medicare does not cover. If you have a second insurance carrier, we will submit to that carrier. Onc
primary and secondary companies have processed your bills, you will be responsible for any balance remaining. The 
undersigned agrees, whether he/she signs as agent or patient, that in consideration of the services rendered to the 

eby individually obligates himself/herself to pay the account of Hybrid PT, LLC. I understand that I 
am responsible for any charges billed to and not covered by any insurance carrier(s), including any deductible, 

ations, for no prescription or MD signed plan of care. Should your account be 
an attorney, the undersigned agrees to pay costs of collection, including attorney fees, 

$25.00 administrative fee and 18% interest after 60 days. The undersigned certifies that he/she has read and 
understands the foregoing, authorizes to execute the above, and accepts the terms. 

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE WRITTEN STATEMENTS AND PAYMENT TERMS.

_______________________________________   Date:   
Signature of Patient/Parent/Legal Guardian 

 

 

 

 

 

 

 

 

 

MS) 

I authorize release of all medical records concerning my (or my dependent’s) health care, advice and treatment 
provided for the purpose of evaluating and administering claims for insurance benefits. Insurance benefits payable 

signed to Hybrid PT, LLC for application to the patient’s bill. In the event that the patient’s 
insurer denies medical benefits, coverage, or payment in full or at all, consent is hereby authorized to allow Hybrid PT, 

It is my responsibility to provide accurate insurance information. In the event the information provided is incorrect, I 
accept full financial responsibility. I understand that a fee of $40 will be charged to me for any returned checks and that I 

By providing my email address, I consent to receive periodic emails from Hybrid PT. I will always have the option to opt 

network with your insurance company, but as a courtesy 
we will submit your claims for you. If you have Medicaid as a secondary, you understand we do not participate and agree 
to pay the 20% Medicare does not cover. If you have a second insurance carrier, we will submit to that carrier. Once your 
primary and secondary companies have processed your bills, you will be responsible for any balance remaining. The 
undersigned agrees, whether he/she signs as agent or patient, that in consideration of the services rendered to the 

eby individually obligates himself/herself to pay the account of Hybrid PT, LLC. I understand that I 
am responsible for any charges billed to and not covered by any insurance carrier(s), including any deductible, 

ations, for no prescription or MD signed plan of care. Should your account be 
an attorney, the undersigned agrees to pay costs of collection, including attorney fees, 

The undersigned certifies that he/she has read and 

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE WRITTEN STATEMENTS AND PAYMENT TERMS. 

 ____    
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PHOTOGRAPH, VIDEO AND TESTIMONIAL RELEASE FORM

I hereby grant permission to the rights of my image, likeness and sound of my voice as 
without payment or any other consideration. I understand that my image may be
distributed and waive the right to inspect or approve the
waive any right to royalties or other compensation arising or related to the use of my image or recording. I also 
understand that this material may be used in diverse educational settings within an unrestricted geographic area.
 
Photographic, audio or video recordings may be used for the following purposes:
• Conference presentations  
• Educational presentations or courses, and
• Marketing videos for profit endeavors 
 
By signing this release, I understand this permission s
written text, may be electronically displayed via the Internet or in the public educational
be consulted about the use of the photographs or video recording for
 
There is no time limit on the validity of this release nor is there any geographic limitation on where
be distributed. I have been informed that I can revoke this consent at any time
further use or disclosure at that time. I realize that if any information has been posted on the internet, 
cannot control how my photographs, videos or testimonials are used by others.
restricted from use/disclosure for treatment, payment or
 
By signing this form I acknowledge that I have completely read and fully understand the above
bound thereby. I hereby release any and all claims 
educational or marketing purposes. 
 
Full Name     

Signature________________________________________

 

If this release is obtained from a client under the age of 18, then the signature of 
also required. 
 
Parent/Guardian’s Signature_____________________

 

 
 
 

  

PHOTOGRAPH, VIDEO AND TESTIMONIAL RELEASE FORM

I hereby grant permission to the rights of my image, likeness and sound of my voice as recorded on
without payment or any other consideration. I understand that my image may be edited, copied, exhibited, published or 
distributed and waive the right to inspect or approve the finished product wherein my likeness appears. 

compensation arising or related to the use of my image or recording. I also 
material may be used in diverse educational settings within an unrestricted geographic area.

c, audio or video recordings may be used for the following purposes: 

, and educational videos 

I understand this permission signifies that photographic or video recordings of
written text, may be electronically displayed via the Internet or in the public educational setting. I understand that I will 
be consulted about the use of the photographs or video recording for any purpose other than those listed above.

There is no time limit on the validity of this release nor is there any geographic limitation on where
be distributed. I have been informed that I can revoke this consent at any time and Hybrid PT, 

I realize that if any information has been posted on the internet, 
how my photographs, videos or testimonials are used by others. I realize that the above item

restricted from use/disclosure for treatment, payment or operations. 

By signing this form I acknowledge that I have completely read and fully understand the above
bound thereby. I hereby release any and all claims against any person or organization utilizing this material for 

       

_________________________________________________________________________  Date:   

If this release is obtained from a client under the age of 18, then the signature of the client’s parent or

’s Signature___________________________________________________  Date:   

PHOTOGRAPH, VIDEO AND TESTIMONIAL RELEASE FORM 

recorded on audio or video 
edited, copied, exhibited, published or 

finished product wherein my likeness appears. Additionally, I 
compensation arising or related to the use of my image or recording. I also 

material may be used in diverse educational settings within an unrestricted geographic area. 

ignifies that photographic or video recordings of me, and my 
setting. I understand that I will 

any purpose other than those listed above. 

There is no time limit on the validity of this release nor is there any geographic limitation on where these materials may 
d PT, LLC will discontinue 

I realize that if any information has been posted on the internet, Hybrid PT, LLC 
I realize that the above items cannot be 

By signing this form I acknowledge that I have completely read and fully understand the above release and agree to be 
organization utilizing this material for 

     

 ____    

client’s parent or legal guardian is 
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