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FINANCIAL AGREEMENT                                                            
                                                                                                                                PHYSICAL THERAPY 

 
Thank you for choosing Focus Physical Therapy, Inc. as your healthcare provider.  We are committed 
to your treatment.  Please understand that payment of your bill is considered a part of your 
treatment.  The following is a statement of our Financial Policy that we require you to read carefully 
and sign prior to receiving any treatment.  A copy of this signed agreement will be provided to you 
upon request.   
 
Insurance 
We participate in most regional insurance plans.  If you are not insured by a plan we conduct 
business with, payment in full is expected at each visit.  All patients are encouraged to contact their 
insurance company for verification or clarification of benefits.  Knowing your insurance benefits is 
your responsibility.  In most cases, Focus Physical Therapy, Inc. will bill your insurance however any 
account balance incurred with Focus Physical Therapy, Inc. is legally your responsibility.  The adult, 
parent, or legal guardian accompanying a minor is financially responsible for all services rendered by 
Focus Physical Therapy, Inc. and agree to all terms listed herein.   
 
Terms of Agreement 
I, the undersigned, hereby agree with the following: 
 
Co-payments and Deductibles – All co-payments and deductibles must be paid at the time of service.  This 
arrangement is part of my contract with my insurance company.  Failure on the part of Focus Physical Therapy, 
Inc. to collect co-payments and deductibles from patients can be considered fraudulent.  I agree to pay my co-
payment and/or deductible at each visit.   
 
Non-Covered Services/Equipment – I am aware that some – and perhaps all - of the services/equipment I 
have received may be non-covered, denied by my carrier or not considered reasonable or necessary by 
Medicare or other insurers.  I understand that I am financially responsible for all charges not paid by my 
insurance company.   
 
Proof of Insurance – I will present a copy of a current, valid insurance card to provide proof of my existing 
insurance coverage.  I will notify Focus Physical Therapy, Inc. of any change in my information, including, but 
not limited to, address, phone number or insurance coverage.   
 
Claims Submission – My insurance company may need me to supply certain information directly.  It is my 
responsibility to comply with all requests.  I am aware that insurance coverage does not guarantee payment of 
services. 
 
Assignment of Benefits – I, the undersigned, certify that I (or my dependent) have insurance coverage as 
provided to Focus Physical Therapy, Inc. and assign directly all insurance benefits, if any, otherwise payable to 
me for services rendered.  I understand that I am financially responsible for all charges not paid by my 
insurance.  I hereby authorize the release of all information necessary to secure the payment of benefits.  I 
authorize the use of this signature on all insurance submissions. 
 
Missed Appointments – I understand that I will be charged $30 for missed appointments not cancelled within 
24-hours of my scheduled appointment time.  These charges are my responsibility and not covered by my 
insurance.   
 
 
             
Signature of Patient or Responsible Party    Date 
 



 
PATIENT QUESTIONNAIRE AND HEALTH HISTORY 

 
             
Name        Date 
 
This form contains a series of questions designed to help your Physical Therapist evaluate your condition, track how you feel, and determine how well you are able to perform your usual 
activities.  This information will assist your therapist and referring physician in providing the best possible care.  Please answer every question as accurately and completely as you can.  If 
you do not understand a question, please ask for assistance.   

 
Use the body diagram above to indicate areas of pain or abnormal sensation in your body. 

 
What are your symptoms?  
                
 
Which of the following best describes how your injury occurred? 

 Lifting 

 Motor Vehicle Accident 

 Falling 

 Cumulative Trauma 

 Throwing 

 Degenerative Processes 

 Recreation/Sports Injury 

 Running 

 Unknown 

 Other:    

 
When did you first notice this episode of symptoms (month/day/year) and how did it happen? 
                
 
What is the nature of your symptoms? 

 Sharp 

 Constant 

 Aching 

 Occasional 

 Tingling 

 Dull 

 Numb 

 Other:      

 
Please indicate your pain level on a scale of 0 to 10 (0 = No pain, 10 = Severe):    
 
How many times in the past have you had symptoms similar to your current issue?  Include episodes that lasted at least one day, but eventually went away 
completely.   

 None previously  1-5 episodes  More than 5 episodes 
 
Have you ever had an operation on the body region associated with your current symptoms? 

 No  Yes (Date:   ) 
 
Does the pain wake you up at night? 

 No  Yes (Number:   ) 
 
As the day progresses, do your symptoms: 

 Increase  Decrease  Stay the same 
 
Since the onset of your current symptoms have you had: (check all that apply) 

 Difficulty with bowel/bladder 

 Fever/chills 

 Numbness in genitals/anal  

 Numbness 

 Dizziness or fainting 

 Weakness 

 Change in weight 

 Night pain/sweats 

 Malaise (general discomfort) 



 Vision/hearing issues  None of the above 
 
What aggravates your symptoms? (check all that apply) 

 Household activities 

 Sitting 

 Rising from sitting  

 Standing 

 Squatting 

 Lying down 

 Walking 

 Up/down stairs 

 Repetitive activities 

 Reaching overhead 

 Reaching out/forward 

 Reaching behind back 

 Reaching across body 

 Sustained bending 

 Recreation/sports 

 Coughing/sneezing 

 Taking a deep breath 

 Sleeping 

 Looking up/overhead 

 Swallowing 

 Stress 

 Other:    

 
What relieves your symptoms? (check all that apply) 

 Sitting 

 Changing positions 

 Standing 

 Lying down 

 Walking 

 Stretching 

 Exercise 

 Recreation/Sports 

 Rest 

 Cold 

 Heat 

 Massage 

 Traction 

 Whirlpool/Spa 

 Medication 

 Nothing 

 Other:   

 
What previous treatments have you had for this problem? (check all that apply) 

 None 

 Medication 

 Physical therapy 

 Joint (manipulation/chiro) 

 Massage therapy 

 Exercise 

 Bracing/taping 

 Traction 

 Injection 

 Surgery 

 Biofeedback 

 TENS unit 

 Acupuncture 

 Bed rest 

 Overnight hospitalization 

 Hypnosis 

 Other:   

 
Have you had any of the following tests? 

 None 

 X-rays 

 CT scan 

 MRI 

 Anthrogram 

 Stress X-ray 

 Bone scan 

 NCS 

 Other:     
 
Please list any prescription medication you are currently taking:            
 
Are you currently taking any of the following over-the-counter medications? 

 Aspirin 

 Tylenol 

 Antihistamines 

 Vitamins/mineral supplements 

 Corticosteroids 

 Advil/Motrin/Ibuprofen 

 Other:     

 
Are you currently working?  What is your occupation?             

 Yes 

 No 

 Full-time 

 Part-time 

 Restricted Duty 

 
What position(s) are you in while working?  (check all that apply) 

 Standing 

 Sitting 

 Walking 

 Bending 

 Lifting  

 Other:    
 
Do you exercise on a regular basis?   Yes  No 
 
Please list any activities you cannot do now as a result of your injury/symptoms?  
                
 
What goals would you like to achieve during your treatment?            
 
Have you ever been diagnosed with any of the following conditions? (check all that apply) 

 Cancer 

 Depression 

 Stroke 

 Kidney problems 

 Thyroid problems 

 Diabetes 

 Rheumatoid arthritis 

 Osteoporosis 

 Multiple Sclerosis 

 Arthritis 

 Head injury 

 Stomach problems 

 Parkinson’s disease 

 Circulatory/Vascular  

 Infectious disease 

 Heart problems 

 High blood pressure 

 Lung/breathing problems 

 Blood disorders 

 Epilepsy/seizures 

 Allergies 

 Other:    

 
 



FOCUS PHYSICAL THERAPY, INC. (Tax Identification #20-3140657) 

Insurance Verification Form 

 

Date of Verification:             

Patient Name:              

Patient Date of Birth:             

 

PRIMARY INSURANCE INFORMATION 

Insurance Carrier:             

Contact Person:              

Insurance Identification #:             

Group Identification #:             

Policy Holder Name (if different from patient):           

Policy Holder Date of Birth:            

Is prescription/plan of care required?     YES   NO 

 

Annual Deductible: Amount Met: 
 

Insurance/Patient %: Co-Pay: 
 

Visit Limit: Visits Used: 
 

Annual Visit Maximum: Annual Allotted Dollars: 
 

 

SECONDARY INSURANCE INFORMATION 

Insurance Carrier:             

Contact Person:              

Insurance Identification #:             

Group Identification #:             

Policy Holder Name (if different from patient):           

Policy Holder Date of Birth:            

Is prescription/plan of care required?     YES   NO 

 

Annual Deductible: Amount Met: 
 

Insurance/Patient %: Co-Pay: 
 

Visit Limit: Visits Used: 
 

Annual Visit Maximum: Annual Allotted Dollars: 
 

 

MOTOR VEHICLE/WORKERS’ COMPENSATION CLAIMS INFORMATION 

Insurance Carrier:  

Phone Number:  

Policy Holder’s Name:  

Claim Number:  

Date of Accident/Injury:  

Adjustor’s Name & Phone #:  

Status of Claim: Open/Closed/Deferred or Pending 

Employer’s Name:  

Employer’s Phone Number:  


