Jennifer J. Schlesinger, P.T.

President
MARYLAND CENTER FOR lan Fischer, M.P.T.
Joan Fairbank, M.P.T
P HYSICAL THERAPY Michael Burns, P.T.A.
DATE M S W D SP (Marital Status) M F (Sex)
PATIENT NAME Birthdate
(Last) (First) (Initial)
Address City
State Zip Code How long at vesiacuce?
Social Security Number (For billing purposes)
Home Phone Number Work/Cell
Email Adress
Employer How long?
Address City State Zip
Spouse’s Name Birth date
Address (if different) Phone
Employer Phone

Who referred you to our office?
Who should we notify in a case of an emergency?
Relationship to this person Phone

INSURANCE INFORMATION

Primary Insurance Secondary Insurance

Records Release: [ hereby authorize the release of any information, including medical and billing information to my
referring doctor, insurance company, the responsible party named above, and immediate family on behalf of myself

and/or dependants.

Guarantee of Account: I understand that medical insurance policies are an arrangement between an insurance carrier and
myself. I understand that charges for some services may be more than what some insurance companies choose to call
“usual and customary” and that unless I am covered by and in compliance with a health plan which MCPT has a
participation agreement to provide covered services, that I am responsible for all charges applied to my account.

Assignment of Benefits: I hereby authorize Medicare benefits and other insurance benefits to be paid on my behalf to
MCPT for any services furnished me by that therapist/clinic/supervisor. I authorize any holder of hospital or medical
information about me to release to the health care financing administration and its agents any information needed to
determine these benefits payable for related services. I permit a copy of this authorization to be used in place of the

original.

Date Signed: X

Orthopedic & Sports Physical Therapy ¢ Rehabilitation + Exercise Program #Spinal Rehabilitation
10085 Red Run Boulevard, Suite 307 Owings Mills, Maryland 21117 (410) 363-7123 FAX: (41 0) 363-0054




Name:

Medical History

Date:

What is your: Height: Weight: Age: Birth Date:
Allergies Yes | No | Depression Yes | No | Multiple Sclerosis Yes | No
Anemia Yes | No | Diabetes Yes | No | Osteoporosis Yes | No
Anxiety Yes | No | Dizzy Spells Yes | No | Parkinsons Yes | No
Arthritis Yes | No | Emphysema/Bronchitis | Yes | No | Rheumatoid Arthritis | Yes | No
Asthma Yes | No | Fractures Yes | No | Seizures Yes | No
Cancer Yes | No | Gallbladder Problems Yes | No | Speech Problems Yes | No
Cardiac Conditions Yes | No | Hepatitis Yes | No | Strokes Yes | No
Cardiac Pacemaker Yes | No | High Blood Pressure Yes | No | Thyroid Disease Yes | No
Chemical Dependency | Yes | No | Incontinence Yes | No | Tuberculosis Yes | No
Circulation Problems Yes | No | Kidney Problems Yes | No | Vision Problems Yes | No
Currently Pregnant Yes | No | Metal Implants Yes | No
Describe any other conditions or precautions:
Falls: History of 2 or more falls in the past year Yes No

Yes No

History of 1 fall with injury in the past year

Surgical History
Body Region:

Surgery Type:

Date of surgery:

Surgery Type:

Date of surgery:

Body Region:
Body Region:

Surgery Type:

Date of surgery:

Body Region:

Surgery Type:

Date of surgery:

Body Region:

Surgery Type:

Date of surgery:

Current Medication
Drug:

Drug:

Drug:

Drug:

Drug:

Drug:

Drug:

Drug:

Drug:

Drug:

Dosage:

Dosage:
Dosage:
Dosage:
Dosage:
Dosage:
Dosage:
Dosage:
Dosage:
Dosage:

Reason for Taking:

Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:
Reason for Taking:




Depression Scale

Name:

Instructions:
Choose the best answer for how you have felt:
1. Are you basically satisfied with your life? Yes No
2. Have you dropped many of your activities and interests? Yes No
3. Do you feel that your life is empty? Yes No
4. Do you often get bored? Yes No
5. Are you in good spirits most of the time? Yes No
6. Are you afraid that something bad is going to happen to you? Yes No
7. Do you feel happy most of the time? Yes No
8. Do you feel helpless? Yes No
9. Do you prefer to stay at home, rather than going out and doing new things? Yes No
10. Do you feel you have more problems with memory than most? Yes No
11. Do you think it is wonderful to be alive now? Yes No
12. Do you feel pretty worthless the way you are now? Yes No
13. Do you feel full of energy? Yes No
14. Do you feel that your situation is hopeless? Yes No
15. Do you think that most people are better off than you are? Yes No
Score Meaning:
Answers in bold indicate depression. Score 1 point for each bolded answer.
A score > 5 points is suggestive of depression

A score 2 10 points is almost always indicative of depression
Ascore > 5 points should warrant a follow-up comprehensive assessment

Copyright: Bring, TL., Yesavage, JA., Lum, 0,, Heersema, P., Adey, MB., Rose, TL.: Screening tests for geriatric depression. Clinical
Gerontologist 1: 37-44, 1982



Pelvic Floor Therapy Questionnaire

Patient Name:

MARYLAND CENTER FOR
PHYSICAL THERAPY

Date:

Jennifer ]. Schlesinger, P.T.

President
lan Fischer, M.P.T.

Joan Fairbank, M.P.T
Michael Burns, P.T.A.

Please fill in the following questionnaire to the best of your ability. The therapist will review the

answers with you at your appointment.

History
Number of pregnancies

Birth weight of largest baby

Number of episiotomies

Did you have any trouble healing after delivery Y
Do you have a history of sexual abuse or trauma Y
Are you having regular periods/ menstrual cycles 'y
Do you have frequent urinary tract infections Y
Pain
Do you have pain with:
Sexual intercourse Y N
Pelvic exam Y N
Tampon use Y N
Back, leg, groin, abdominal pain 'Y N
Test results
Urodynamics test Y N Results:
Cystoscope Y N Results:
Urine Test Y N Results:
Bowe] Test Y N Results:

Number of vaginal deliveries
Number of cesarean deliveries

Date of last pap smear

N

N
N
N

Property of SOWH CAPP-Pelvic
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Bladder symptoms

Do you lose urine when you:
Cough/sneeze/ laugh
On the way to the bathroom
Hear running water

Do you wet the bed

Have burning/ pain with urination

Difficulty starting a stream of urine

Strain to empty your bladder

Feel unable to empty bladder fully

Have a falling out feeling

Have an urgency of urination

(a strong urge to urinate)

Urinate more than 7 times/day

Bowel symptoms

Strain to have a bowel movement
Include fiber in your diet

Take laxatives/ enema regularly

Have pain with bowel movement

T
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N
N
N
N

Have a very strong urge to move your bowels

Leak/ stain feces
Have diarrhea often

Leak gas by accident

Y

Lift/ exercise/ dance/ jump Y N

Have a strong urge to urinate Y N

Other

N

How often do you move your bowels: per day, week

Most common stool consistency
liquid soft firm

pellets

other

Y N

Thank you for taking the time to fill out this questionnaire.

Y N

Property of SOWH CAPP-Pelvic



Jennifer ]. Schlesinger, P.T.

President

MARYLAND CENTER FOR fan Fischer, MP.T.
PHYSICAL THERAPY Michael Burns, DT A

PELVIC FLOOR CONSENT FOR EVALUATION AND TREATMENT

[ acknowledge and understand that | 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 examination is performed by
observing and/ or palpating the perineal region including the vagina and/or rectum. This evaluation
will assess skin condition, reflexes, muscle tone, length, strength and endurance, scar mobility, and
function of the pelvic floor region. Such evaluation may include vaginal or rectal sensors for muscle

biofeedback.

Treatment may include, but not be limited to, the following: observation, palpation, use of vaginal
weights, vaginal or rectal sensors for biofeedback and/ or electrical stimulation, ultrasound, heat, cold,
stretching and strengthening exercises, soft tissue and/ or joint mobilization, and educational

instruction.

I understand that in order for therapy to be effective, | 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 will

discuss it with my therapist.

1. The purpose, risks, and benefits of this evaluation have been explained to me.
2. lunderstand that I can terminate the procedure at any time.
3. Tunderstand that I am responsible for immediately telling the examiner if [ am having any

discomfort or unusual symptoms during the evaluation.
4. T'have the option of having a second person present in the room during the procedure

and ___ choose ___refuse this option.

Date: Patient Name:

Patient Signature Signature of Parent or Guardian (if applicable)

Witness Signature
Property of SOWH CAPP-Pelvic
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Jennifer ]. Schlesinger, P.T.

i - ; President
: ‘m 5“ 7 ’ MARYLAND CENTER FOR lan Fischer, M.P.T.
e PHYSICAL THERAPY B

CONSENT TO TREATMENT

FOR THE PATIENT: You have the right, as a patient, to be informed about your condition and the
recommended medical or diagnostic procedures to be used so that you may make the decision whether or not to
undergo the procedure after knowing the risks involved. This disclosure is not meant to scare or alarm you, it is simply

an effort to make you better informed so you may give or withhold your consent to the procedures.
I/We voluntarily request J. Schlesinger & Associates, P.A., and its licensed Physical Therapy providers, to

evaluate my condition and explain their assessment and recommendations for treatment.
I/We understand that certain procedures will be planned for me and I/'we voluntarily consent and authorize and

evaluation and treatment.

I/We understand that my physical therapist may assess other or different conditions as treatment progress
which may require additional and recommended different procedures than those initially planned. I/We authorize J.
Schlesinger & Associates, P.A., and its licensed providers to perform or assist with such other procedures, which are

advisable in my physical therapist's professional judgment.
/We understand that no warranty or guarantee has been made to me as to result or cure.

I/We will be given an opportunity to ask questions about my condition and treatment, risks of non-treatment,
the procedures to be used, and the risks and hazards involved, and can rescind consent if I/'we believe that I/we do not

have sufficient information to give this informed consent.

I/We certify this form has been explained to me if requested, or that I/we have read it, or have had it read to
me and that I/we understand its contents.

Patient/Legal Guardian (Date) Witness (Date)

Authorization for Release of Medical Records
Date:
This is to authorize J. Schlesinger and Associates, P.A./Maryland Center for Physical Therapy to release any
and all medical reports, test results, information or opinions regarding my physical condition or treatment rendered to
me which the Maryland Center for Physical Therapy may deem necessary to my health care providers, insurance
company, or attorney. This includes reports of MRI's, C.T. scans, x-rays, etc. or any medical records they may have in
their possession, including medical reports, prescriptions, or referrals received from other health care providers

regarding my condition or treatment.
This authorization is valid for a period of one year from the above date.

Patient/Legal Guardian (Date) Witness (Date)

Orthopedic & Sports Physical Therapy * Rehabilitation * Exercise Program ¢Spinal Rehabilitation
10085 Red Run Boulevard, Suite 307 Owings Mills, Maryland 21117 (410) 363-7123 FAX: (410) 363-0054




Jennifer J. Schlesinger, P.T.

T President
= ’ ' MARYLAND CENTER FOR Ian Fischer, M.P.T.
T Fairbank, M.P.
| PHYSICAL THERAPY Michael Barty P14,
Hot/Cold Pack Disclaimer
I , understand that heating pads can cause a second or third degree burn

if they are too hot. Cold packs may also cause these types of burns. I understand that it is my responsibility as the
patient to alert the treating Physical Therapist and/or the Technician if the heating pad and/or cold pack gel too hot or
cold. Patient safety is our first priority. Every effort is made to provide adequate padding to prevent a burn, but we
must rely on you, the patient, to inform us if it is too warm or cold. Heat provided should be comfortable warmth and
not be perceived as "hot."

The Maryland Center for Physical Therapy and/or J. Schlesinger and Associates, P.A. does not accept
responsibility for injury resulting from any heating pad or cold pack. Please feel free to direct all questions and

concerns to your therapist.

Patient/Legal Guardian Initials

Attendance Policy

The attendance policy for the Maryland Center for Physical Therapy is as follows:
**The patient must give our office 24 hours notice for cancelling an appointment.**
After the patient cancels an appointment without proper 24 hour notice 1 time, the patient will be responsible
for paying a $25.00 Cancellation Fee. If the patient fails to show for an appointment, the patient will be responsible for

paying a $40.00 No-Show Fee.
If the patient fails to pay these fees, he/she will be taken off the schedule and will no longer be able to receive

treatment at this facility until the fees are paid. Thank you for your compliance with this policy.

Patient/Legal Guardian Initials

Receipt of H.I.P.P.A Pamphlet

I have received a pamphlet explaining my privacy rights by H.I.P.P.A. (Health Insurance Portability and
Accountability Act). I understand my rights as stated in the pamphlet. Any questions about my rights were explained to

me.

Patient/Legal Guardian Initials

Patient/Legal Guardian (Date) Witness (Date)

Orthopedic & Sports Physical Therapy * Rehabilitation ¢ Exercise Program *Spinal Rehabilitation
10085 Red Run Boulevard, Suite 307 Owings Mills, Maryland 21117 (410) 363-7123 FAX: (410) 363-0054




Jennifer . Schlesinger, P.T.

L NE President
’ | MARYLAND CENTER FOR fan Fischer, M.P.T.
PHYSICAL THERAPY Michael Butns, P14

Assignment of Insurance Benefits and
Financial Responsibility Guarantee

Service Date:

Patient Name:

I/We hereby assign any and all insurance benefits due and payable to me/us by any insurance policy to J.
Schlesinger and Associates, P.A. for services rendered. I/We further understand and agree that this Assignment is non-
revocable. I/We authorize and third party of their insurer, who admits to liability, or who is adjudged liable for my
injuries, to pay benefits directly to J. Schlesinger and Associates, P.A.. Further, I authorize my insurance carrier any
medical records or other documents requested by the carrier which are deemed necessary by the carrier may not be
disclosed to any other party without my expressed written consent. I understand that any benefit quotes or coverage
information given to us by any member of the staff, faculty, or representative or the provider is not guaranteed and is
only what the provider has been told by my insurer, review agencies, and/or third-party payers. If I do not give
immediate notice to the provider of any third-party (e.g., insurer or HMO) that may pay for services but requires
preauthorization or timely filing, T agree to pay for any charges not otherwise paid.

In the event the undersigned receives services from J. Schlesinger and Associates, P.A. without providing a
written authorization from his/her primary care physician prior to services being rendered in accordance with all
charges not paid by the insurance carrier due to non-compliance on your part. /'We understand that I/'we are financially

responsible for charges not covered by this assignment.

I/We understand that I/'we personally guarantee to be financially responsible to pay J. Schlesinger and
Associates, P.A. for any and all charges not covered by this Assignment.

I/We understand that if this account is assigned to an attorney or collection agency for collection and/or suit, J.
Schlesinger and Associates, P.A. is entitled to an additional thirty three percent (33%) of account balance for attorney's

fees and cost of collection.

I/We hereby agree that the statute of limitations with respect to any claim for services provided will not begin
until there is a denial in writing by me of any balance, claimed to be due and owing to J. Schlesinger and Associates,

P.A..

As a Guarantor, I fully accept the medical services provided to the above-named patient as full consideration
for my signing of this document.

I/'We have read this document and execute it with full knowledge and understanding of its content.

I authorize J. Schlesinger and Associates, P.A. to initiate a complaint to the insurance commissioner for any

reason on my behalf.

Patient/Legal Guardian Date Witness Date

Orthopedic & Sports Physical Therapy * Rehabilitation ¢ Exercise Program *Spinal Rehabilitation
10085 Red Run Boulevard, Suite 307 Owings Mills, Maryland 21117 (410) 363-7123 FAX: (410) 363-0054




