
DATE: PATIENT INSURANCE INFORMATION 
-----

□NEW PATIENT [JuPDATE 

PATIENT NAME: DOB: AGE: 
----------------- ------ -----

ADDRESS: 
-------------------

CITY: _ __ _ _ __ ST ATE _ _ _ _  ZIP: __ _ _ __ GENDER: MO FO 
PATIENT'S SS#: 

----------------

PHONE:(� _ ____,) ______ _ 2nd PHONE: ( )�-�-------

PRIMARY PHYSICIAN ________________ PHONE: (�_�) _____ _ 
ADDRESS: CITY: STATE: ____ ZIP: 

-------------- ------ ---

REFERRING PHYSICIAN UPIN# 
------------------ ---------

ADDRESS: PHONE:(� _ ____,) _ __ _ _ _  _ 
CITY: STATE: ZIP: 

- - - - - - - - - - - -- - -- - - - - -- - -- - - - - - --

RESPONSIBLE PARTY 
NAME: SS#: 

--------------------- ------------

ADDRESS: PHONE: ( )�-�---------

CITY: STATE: ZIP: 
-------------- ----------- --------

EMPLOYMENT INFORMATION 

EMPLOYER NAME: __ _ _ _ _ _ _ _ _ __ _ _ _ _ __ PHONE:(� __ ), _ __ __ 
ADDRESS: CITY: - -- - - - - - - - - - - - - - -- -- - -- - - - - - - - - --

ST ATE: ZIP: RELATIONSHIP TO PATIENT: 
-------- ------ ----------

PRIMARY INSURANCE 
INSURANCE NAME: 

-------------------------

ADDRESS: ___________________ PHONE:(�_�) ______ _ 
CITY: STATE: ZIP: 

-------------- ----------- ------

PO LI CY#: GROUP #: 
INS URE D NAME: INSURED SS#: 

----------

------------

INS URE D EMPLOYER: INSURED DOB: - - - - - - - - --

HA VE YOU EVER HAD HOME HEALTH SERVICES? EXAMPLES: Nursing, Woundcare, Vital Signs, Sugar checked.

il YES (if checked speak with Receptionist!!!) _ilNo 
NAME: DATES OF SERVICE: ------------------- - - - - - --

ADDRESS: __________________ PHONE:(� __ ). _______ _ 
CITY: STATE: ZIP: 

-------------- ----------- --------



Welcome to Performance Therapeutics! Please fill out the following information: 
Bienvenidos a Performance Therapeutics! Par favor llenar las sigientes preguntas: 

Date: 
Fecha: 

------

MEDICAL HISTORY 
HISTORIA MEDICA 

Date of Injury: 
Fecha de lastimadura: 

ABOUT YOUR CURRENT INJURY 

INFORMACION A CERCA DE SU LASTIMADURA ATUAL: 

----

1. Which of the following activities are difficult?
Cua/ de las siguientes actividades se le dificultan?

□ □ □ 
Dressing: _shirt _shoes 

Getting out of bed/Levantarse _pants Vestirse: _camisa 
Sleeping/Dormir de la cama zapatos oantalones 

Retrieving wallet from back 

□ 
Getting in/out of tub or 

□ 
pocket 

□ 
Fastening-unhooking bra 

shower Sacar la Billetera de la bolsa Abrochar/ Desabrochar el 
Entrar/Salir de la Banera trasera Sosten 

□ 
Walking: _minutes or _feet 

□ 
Walking up stairs/steps 

□ 
Walking down stairs/steps 

Caminar: minutes pies Subir Escaleras/Escalones Bajar Escaleras/Escalones 

□ 
Sitting; _minutes 

□ □ 
Lifting a gallon of milk 

Sentarse: minutes Bending over/Agacharse Levantar un Galon de leche 

□ □ □ 
Reaching above into cabinet 

Getting in/out of car Alcanzar algo en un Gabinete 
Entrar/salir de el carro Driving/Manejar alto 

□ 
Arising from sitting 

□ 
Holding objects/Agarrar 

□ 
Opening jars/cans 

Ponerse de pie Objetos Abrir Jarras/ Botes 

2. What activity makes your condition worse? 3. What activity makes your condition better?
Que Actividad empeora su condicion Que Actividad mejora su condicion

4. How were you injured?
Como se lastimo?

-----------------------------

5. Have you had any special tests such as MRI, X-RAYS, etc?

Ha tenido algun Estudio Especial Como Resonancia Magnetica, Rayos X, Etc _N_o _ _ _ __







PATIENT THERAPY CONTRACT 

CONTRA TO DE TERAPIA DEL P ACIENTE 

PERFORMANCE THERAPEUTICS, LLC IS DEDICATED TO PROVIDING QUALITY REHABILITATION 

SERVICES TO ALL PATIENTS. A POLICY HAS BEEN IMPLEMENTED IN ORDER TO MAXIMIZE 

PROGRESS, AS WELL AS TO ACHIEVE THE PROGRAM'S AND PATIENT'S GOALS. 

EL CENTRO DE REHABILIT ACION PERFORMANCE THERAPEUTICS, LLC SE DEDICA A 
PROPORCIONAR SERVICIOS DE CALIDAD A TODOS LOS PACIENTES. SE HA FORMULADO 
UNA NUEV A POLIZA PARA MEJORAR A LO MAXIMO EL PROGRESO DEL PACIENTE Y ASI PO DER 
ALCANZAR LAS MET AS FIJADAS EN LA TERAPIA. 

AS A PATIENT OR PARENT/GUARDIAN OF PATIENT, I AGREE THAT: 
COMO PACIENTE O PADRE/FAMILIAR DEL PACIENTE, YO: 

1. I will give at least 24 hours notice if unable to make scheduled appointment. If 24 hours is not possible
I will call to inform of cancellation prior to therapy session. Entiendo que dare 24 horas de anticipacion
si no puede mi nino(a) mantener la cita, y en caso que no sea possible, llamare para su cancelacion antes
de] tiempo de la session de terapia.

2. I understand it is very important to be punctual with my appointment time. Tardiness can result in
cancellation of therapy session. Entiendo que es muy importante ser puntual con la cita llegar tarde
puede dar como rsultado en cancelacion de la session de terapia.

3. I understand that after 3 CONSECUTIVE "NO SHOWS" my child is subject to dismissal from therapy
Immediately. Entiendo que despues de 3 CONSECUTIV AS "CANCELACIONES" mi nino(a)
puede ser dado de alta o los servicios seran cancelados completamente de imediato.

4. I understand my child's attendance to therapy must be consistent in order to maximize progress.
entientdo que la asistencia de mi nino(a) debe ser constante para poder llegar a desarrollar el
maxima progrsso.

5. I understand my child cannot attend therapy if he/she has an infection or contagious disease

(example: Fever, Chicken Pox, Measles, Thrush, Impetigo, Pink Eye, Strep, Hepatitis, etc).
entiendo que mi nino(a) no puede atender a la terapia si el/ella tiene alguna infeccion of
enfermedad contagiosa (Ejemplo: Fiebre, Varicela, Sarampion, lnfecciones en la pie], Mal de ojo
Hepatitis, Algodancillo, Etc.)

6. If there is a change in my phone number and/or address, I will inform PERFORMANCE
THERAPEUTICS of the change immediately. Si hay algun cambio en mi numero telefonico o en
el domicilio, yo le informare ha PERFORMANCE THERAPEUTICS.

7. I UNDERSTAND THAT FOR THE SAFETY OF MY CHILD, AN ADULT MUST REMAIN IN THE
FACILITY WHILE MY CHILD IS IN SESSION. NO EXCEPTIONS! ENTIENDO QUE PARA LA SEGURIDAD DE
NINO(A). SE REQUIERE QUE UN ADULTO ESTE PRESENT£ DURANTE
LA SECION DE TERAPIA NO HAY EXCEPCIONES!

Patient/Guardian Signature Date Therapist's Signature Date 



PATIENT'S NAME: 
---------------------

Performance Therapeutics is a provider ofrehabilitation service including: Physical Therapy, Occupational Therapy 
Speech Language Pathology in its free standing clinic. 

CONSENT TO TREAT 

The patient is under the control of his physician and the undersigned consents to any treatment or procedures rendered 
the patient by the agency under the general and specific instructions of the physician it is further understood that 
the agency is authorized to carry out all instructions of the patient's doctor and that the agency is hereby relieved 
of any and all liability occurring from the perfonnance of the doctor's instructions. 

I request and authorize the staff of Performance Therapeutics to provide me with the treatment and to perform any 
procedures now contemplated or such additional procedures as my doctor may deem reasonable and necessary. 

I authorize my insurance company to disclose information regarding my medical coverage, but not limited 
to verification of my insurance number, effective dates and type of coverage. 

The undersigned certifies that he/she has read the foregoing and is the patient, or is duly authorized by the patient as 
the patient's general agent to execute the above and accept its tenns. It is further understood that this release remains 
in effect for one ( 1) year unless otherwise revoked. 

Patient's Signature 

Signature of Person Authorized to 
Sign in Lieu of Patient 

Relationship to Patient 

FINANCIAL RESPONSIBILITY 

Witness 

Date: 
------

I hereby accept all responsibility for treatment costs not covered or reimbursed by third party payers. The undersigned 
Certifies that he/she has been explained the treatment costs and is the responsible party and accepts these terms. 

Responsible Party and/or Trustee 
of Patient's funds 

Date Witness 







HIP AA NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW HEAL TH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION EFFECTIVE 

DATE: SEPTEMBER 15, 2003. PLEASE REVIEW IT CAREFULLY 

If you or your caregiver has any questions about this notice, please contact Omar Palomin, HIPAA Compliance 
officer at (956) 687-4555. 

This notice describes our privacy practices. Performance Therapeutics may share health information with each 
other for treatment, payment, or health care operations purposes described in this notice. 

OUR PLEDGE REGARDING HEALTH INFORMATION: 
We understand that health information about you is personal. We are committed to protecting health 
information about you. We create a record of the care and services that you receive from us. We need this 
record to provide you with quality care and to comply with certain legal requirements. This notice applies to all 
of the records of your care generated by this health care practice, whether made by your therapist or others 
working in this office. This notice will tell you or your caregiver about the ways in which we may use and 
disclose health information about you. We also describe your rights to the health information we keep about 
you, and describe certain obligations we have regarding the use and disclosure of your health information. 

We are required by law to: 
• Make sure that health information that identifies you is kept private;
• give you or your caregiver this notice of our legal duties and privacy practices with respect

to health information about you;
• follow the terms of the notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU. 

The following categories describe different ways that we use and disclose health infonnation. 
For each category of uses or disclosures we will explain what we mean and try to give some examples. 
Not every use or disclosure in a category will be listed. However, all of the ways we are permitted to use 
and disclose information will fall within one of the categories. 

For Treatment: We may use health information about you to provide you with health care treatment or services. 
We may disclose health information about you to doctors, nurses, student interns, or other personnel who are 
involved in taking care of you. They may work at our offices, at a doctor's office, or other health care providers 
to whom we may refer you for consultation. 

500 Lindberg Ave
McAllen, Texas 78501
Phone: 956.687.4559

Fax: 956.687.4554
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