
      

   Edwin Suarez 

Physical Therapy 

 

NEW PATIENT INFORMATION 

Patient’s Last Name: ___________________________ Name: ____________________________ M.I: __________  

Sex: ______ Date of Birth: __________________ Age: _____________________ SS #: ______-_____-_______  

Address: ____________________________________City: ________________________ Zip: ______________                                                    

Phone: (_____)_____________________Cell Phone: (_____)____________________  

If Minor: Parent(s)/Legal Guardian Name: ___________________________________________________________ 

Primary Insurance: __________________________________________ Phone #: (_____)_____________________ 

Policy/ID #: ________________________Group/Bin #: __________________ Group Name: ____________________ 

Insured Name: ___________________ DOB: _________ SSN#: _________________ Relationship: _______________ 

Employer: __________________________ Employer’s Phone: ____________________ 

Employer Address: _________________________ City: ________________ Zip: __________________ 

 

Secondary Insurance: __________________________________________ Phone #: (_____)____________________ 

Policy/ID #: ________________________ Group/Bin #: __________________ Group Name: ____________________ 

Insured Name: ___________________ DOB: _________ SSN#: _________________ Relationship: _______________ 

Employer: __________________________ Employer’s Phone: ____________________ 

Employer Address: _________________________ City: ________________ Zip: __________________ 

 

Accident Info-                 Type: NONE ___ WC ___ AUTO___ OTHER___   State____     

Date of Injury: ______________________ Date of Surgery: ______________________  

Emergency Contact:  

                

Name       Relationship    Phone # 

 

Referring Physician: ________   _____________ Phone: _______________Fax:______________  

Primary Care Physician:                                Phone: _______________Fax:______________ 

Rx Date: ________________ Pt. Schedule: ________________ At: ___________ 

Dx: ________________________________________________________   ***Any therapy this year: YES/NO*** 

***Has the patient been seen for physical therapy at ANY other facility this year? YES/ NO. If yes,  

Facility Name: _________________________________            Number of visits: ____________ 

Reason for Treatment: __________________________     Start Date: ________ End Date: _________ 

How did you find out about us? ______________________________________________________________  

The above information is, to the best of my knowledge, correct and accurate.  Initial ____________      



 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION 

 

PLEASE REVIEW IT CAREFULLY 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US 

  
OUR LEGAL DUTY  

 
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice 

about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are 

described in this Notice while it is in effect. This Notice takes effect June 17, 2003 and will remain in effect until we replace it.  

 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law. 

We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we 

maintain, including health information we created or received before we made the changes. Before we make a significant change in our privacy 

practices, we will change this Notice and make the new Notice available upon request.  

 

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please 

contact us using the information at the end of this Notice.  
 

 

USES AND DISCLOSURES OF HEALTH INFORMATION  
 

We may use and disclose health information about you for treatment, payment, and healthcare operations. For example:  

 

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.  

 

Payment: We may use and disclose your health information to obtain payment for services we provide to you.  

 

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include 

quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and 

provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.  

 

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written 

authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing 

at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written 

authorization, we cannot use or disclose your health information for any reason except those described in this Notice.  

 

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may 

disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for 

your healthcare, but only if you agree that we may do so.  

 

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a 

family member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If you 

are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. 

In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional 

judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional 

judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled 

prescriptions, medical supplies, x-rays, or other similar forms of health information.  

 

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization.  

 

Required by Law: We may use or disclose your health information when we are required to do so by law.  

 

Food and Drug Administration (FDA): We are required by law to disclose health information to the FDA related to any adverse effects of food, 

supplements, products, and product defects for surveillance to enable product recalls, repairs, or replacement.  

 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of 

abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert 

a serious threat to your health or safety or the health or safety of others.  

 

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may 

disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security activities. 

We may disclose to correctional institutions or law enforcement officials having lawful custody of protected health information of inmates or patients 

under certain circumstances.  

 

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, 

postcards, or letters).  



 

 

PATIENT RIGHTS  

 
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a format other than 
photocopies. We will use the format you request unless we cannot practicably do so. (You must make a request in writing to obtain access to your health information. 

You may obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses 

such as photocopies and staff time. You may also request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you 
$.20  for each page and the staff time will be $10.00 per hour including the time required to locate and copy your health information .  If you request an alternative 

format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or an explanation of your health 

information for a fee. Contact us using the information listed at the end of this Notice for a full explanation for our fee structure.)  
 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes, other 

than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before June 17, 2003. If you request this accounting more than 
once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.  

 

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to agree to these 
additional restrictions, but if we do, we will abide by our agreement (except in an emergency).  

 

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to alternative locations. 
You must make your request in writing. Your request must specify the alternative means or location, and provide satisfactory explanation how payments will be 

handled under the alternative means or location you request.  

 
Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why the information should be 

amended.) We may deny your request under certain circumstances.  

 

Electronic Notice: If you received this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.  

QUESTIONS AND COMPLAINTS  
If you want more information about our privacy practices or have questions or concerns, please contact us.  

 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a 

request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative 

locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of 
Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.  

 

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department 
of Health and Human Services.  

 

Contact Officer: Michele Zapata  

Telephone: 702-368-6778       Fax: 702-368-6775 

E-mail: suarezmspt@yahoo.com 

Address: 3620 E. Sunset Rd. #100, Las Vegas, NV 89120  

 

 

 



 

 

 



 

CONSENT FOR USE / DISCLOSURE OF HEALTH INFORMATION 
 

Patient’ s Name: 

Patient’s Date of Birth: Patient’s SSN: 

 

Notice to Patient:  

By signing this form, you grant us consent to use and disclose your protected health care information for the purposes of treatment, various activities 

associated with payment and health care operations. Our Notice of Privacy Practices provides more details on our treatment, payment activities and 

health care operations.  If there is not a copy of the Notice accompanying this Consent form, please ask for one.  We encourage you to read it since it 

provides details on how information about you may be used and/or disclosed and describes certain rights you have regarding your health care 

information. 

As stated in our Notice of Privacy Practices, we reserve the right to change our privacy practices.  If we should do so, we will issue a revised Notice.  

Since revisions may apply to your health care information, you have a right to receive a copy by contacting our Privacy Officer. 

You have the right to revoke your Consent by giving written notice to our Privacy Officer.  The revocation will not affect actions that were already taken 

in reliance upon this Consent.  You should also understand that if you revoke this Consent we may decline to treat you. 

You are entitled to a copy of this Consent Form after you have signed it. 

(To Be Completed by Patient or Patientôs Representative) 

 

I, ________________________________________________________, have read the contents of this Consent Form and the Notice of Privacy Practices.  I understand 

that I am giving you my consent to use and disclose my health care information to carry out treatment, payment activities and health care operations. 

__________________________________________________________________________     __________________ 

Patient’s Signature or Signature of Patient’s Representative     Date 

____________________________________________________________  _______________________ 

Printed Name of Patient’s Representative         Relationship to Patient 

Our Privacy Officer can be contacted as follows: 

 

 

Name of Privacy Officer:       Michele Zapata 

 

Practice Address:    3620 E. Sunset Road Ste.100   

                                 Las Vegas, NV 89120 

 

Phone:  702-368-6778 

 

Fax:       702-368-6775 

 

E-Mail:   suarezmspt@yahoo.com 

                      

 



Edwin Suarez 

Physical Therapy 

  

 

PATIENT GOAL REVIEW 
 

I,        , have reviewed my treatment goals, treatment plan and 

expectations of therapy with my physical therapist and completely understand the above.  I understand that a 

record of my attendance will be kept as well as progress notes, which will be sent to my referring physician in 

order to provide him/her with information regarding my progress towards the established goals. 

I also understand that I need to attend all of my sessions in order for Physical Therapy to help me. 

 

              

 Signature Date 

 

 

 

 

PHOTOGRAPH RELEASE (optional) 

 

I hereby grant Edwin Suarez Physical Therapy permission to take my photograph to be used for therapeutic or 

advertising purposes. 

 

              

 Signature Date 

 

 

 

 

 

 

 

 

 

 

 



Edwin Suarez 

Physical Therapy 

 

 

ATTENDANCE POLICY 

 

 

We strongly feel that in order to achieve the goals we have established with our patients, it is 

imperative that you attend all of your scheduled physical therapy sessions.  However, if you are 

unable to attend a scheduled appointment we require a 24-hour cancellation notice. 

 

If we record more than two cancellations in a one-month period, we reserve the right to place you 

on our physical therapy waiting list and/or assess you a $25 administrative fee. Also, we will 

automatically assess a $30 Administrative fee for all no call/no shows. We adhere to this policy 

in order to serve those patients that are “in-need” of physical therapy services and are willing to 

make scheduled treatment sessions.  

 

Additionally, if you are more than 15-minutes late for your scheduled treatment we have the 

option to cancel your treatment session. 

 

 

 

 

_  _________________________________              ____________________________ 

             Patient / Guardian Signature                 Date 

 

       

 

 

 

 

 

        

 

 

 



 

Edwin Suarez 

Physical Therapy 

 

PATIENT INSURANCE INFORMATION AND RESPONSIBILITIES 
Patient Name:               

Insurance Company:              

 

I ____________________________ hereby instruct and direct that my Insurance Company pay by check made 

out and mailed to:  Edwin Suarez   Physical Therapy, LLC 2297 Tedesca Dr. Henderson, NV  89052 

 

*Co-Pay $__________   *Co-%Pay____________ 

Deductible $_____________  Met  $_____________ 

Max Visits Allowed ___________ Per Cal  Yr./ Pol. Yr./ Consec. Days/ Condition  

Max Amount Allowed $_________________ Per Cal/Pol. Year 

Max Out of Pocket       $_________________ Per Cal/Pol. Year 

Other Comments: ____________________________________________________________________ 

___________________________________________________________________________________

___________________________________________________________________________________ 

                                                                                                                          
The professional or medical expense benefits allowable and otherwise payable to me under my current 

insurance policy as payment toward the total charge for the professional service rendered.  THIS IS A DIRECT 

ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.  This payment will not exceed 

my indebtedness to the above-mentioned assignee.  

 

A photocopy of the Assignment shall be considered as effective and valid as the original. 

I authorize the release of any information pertinent to my case to any insurance company, adjuster or attorney 

involved in this case and give permission to forward medical records/reports to referring physician, insurance 

company, rehab nurse, orthotist/prosthetist, DME company, or employer. 

 I ALSO HAVE AGREED TO PAY ANY INCURRED CHARGES FOR PHYSICAL THERAPY SERVICES 

INCLUDING DEDUCTIBLES, COPAYS, UNTIMELY INSURANCE REINBURSEMENTS, CHARGES 

INCURRED DUE TO FAILURE TO NOTIFY US OF INSURANCE CHANGES, AND/OR *REMAINING 

BALANCES DUE AFTER RECEIVING THE EXPLANATION OF BENEFITS (EOB’S) FROM MY 

MEDICAL INSURANCE COMPANY.   

 

 

                
 Signature of Policyholder/Claimant Printed Name 

 

                
 Front Office Staff Date 

 

 

 



Edwin Suarez 

Physical Therapy 

 

EVALUATION/DISCHARGE CHECK LIST 
 

Patient Name:       Eval Date:    

         D/C Date:_____________ 

PHYSICAL THERAPIST UPON INITIAL EVAL:                    (Please Initial)              

¶ REVIEW ATTENDANCE POLICY WITH PATIENT                 _____    

¶ REVIEW ATTENDANCE RECORD/AUTHORIZATION            _____  

¶ COMPLETE EVAL REPORT UPON 24 HRS OF EVAL             _____  

  

FRONT OFFICE UPON INITIAL VISIT: 

¶ COPY OF IDENTIFICATION, INSURANCE CARD,  & RX     _____  

¶ SCHEDULE PATIENT                                                                  _____            

¶ INPUT DEMOGRAPHICS IN SYSTEM                                      _____                            

¶ FAX DEMOGRAPHICS TO E-BILLING                                     _____                          

¶ PHYSICIAN’S THANK YOU LETTER                                       _____ 

 

FRONT OFFICE UPON DISCHARGE: 

¶ MAKE SURE PATIENT HAS ZERO BALANCE                        _____ 

¶ DISCHARGE LETTER FAXED TO PHYSICIAN                       _____ 

¶ TRANSFER DEOMGRAPHICS TO DISCHARGED AREAS     _____ 

¶ DISCHARGE FILE                                                                         _____ 

 


