
Optimum	  Performance	  Physical	  Therapy,	  LLC	  

Patient	  Information:	  

Name:	  _______________________________________________________DOB:	  ______________________________SS#	  _____________________________	  

Address:	  ___________________________________________________________________________________________________________________________	  

Phone:	  (H)	  ______________________________	  (W)	  _________________________________(C)	  _________________________________	  

Sex:	  	  Male	  ____________Female	  ____________Marital	  Status:	  M	  	  S	  	  D	  	  W	  	  	  	  Email:	  __________________________________________________	  

Employer	  Name/	  Address:	  _______________________________________________________________________________________________________	  

Referring	  Physician:	  ______________________________________________________(P)	  ____________________________________________________	  

Primary	  Care	  Physician:	  __________________________________________________(P)	  ___________________________________________________	  

Body	  Part:	  ______________________________________________	  Injury:	  _____________________________	  Surgery:	  __________________________	  

Insurance	  Information:	  

Primary	  Insurance:	  __________________________________	  Policy	  #	  _________________________________	  Group	  #	  _____________________	  

Policy	  Holder:	  __________________________________________	  DOB:	  _____________________________________SS#	  __________________________	  

Phone	  #	  ___________________________________	  

Secondary	  Insurance:	  _________________________________Policy	  #	  _________________________________	  Group	  #	  _____________________	  

Policy	  Holder:	  __________________________________________	  DOB:	  _____________________________________SS#	  __________________________	  

Phone	  #	  ___________________________________	  

WKCP	  (Worker’s	  Compensation)	  

Carrier’s	  Name:	  ______________________________________	  DOI:	  _________________________	  Claim	  #:	  _____________________________________	  

Billing	  Address:	  _____________________________________________________________________________________________________________________	  	  

Adjuster:	  _____________________________________	  (P)	  _______________________________	  Referring	  Physician:	  ___________________________	  

How	  did	  injury	  occur:	  ___________________________________________	  Surgery:	  ____________________	  Type	  of	  Surgery:	  ________________	  

MVA	  (Motor	  Vehicle	  Accident)	  

Name	  of	  Auto	  Insurance:	  ____________________________	  DOA:	  _________________________	  Claim	  #:	  ____________________________________	  

Billing	  Address:	  _____________________________________________________________________________________________________________________	  	  

Were	  they	  seen	  anywhere	  after	  the	  accident:	  ____________________________________________________________________________________	  

I	  have	  reviewed	  the	  above	  information,	  other	  than	  any	  changes	  indicated	  above;	  I	  found	  the	  information	  to	  be	  correct.	  I	  
have	  been	  informed	  of	  the	  coverage	  verified	  and	  understand	  that	  this	  is	  only	  a	  verbal	  verification	  of	  benefits,	  not	  
guarantee	  of	  payment	  by	  my	  insurance	  company.	  This	  is	  not	  a	  guarantee	  of	  payment.	  We	  encourage	  you	  to	  
independently	  verify	  you	  own	  insurance.	  

Patient	  Signature:	  ___________________________________	  (seal)	   Date:	  ________________________	  
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OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC 

Payment Policy and Procedures 

Please read carefully before you sign.  Your signature acknowledges understanding of items set forth 
herein.  If you have questions regarding any sections, please ask our staff for assistance. 

Release of Information 
I give permission to OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC, to release information, 
verbal and written, contained in my medical record, and other related information, to my insurance 
company, rehab nurse, case manager, attorney, employer and/or related healthcare provider, assignees 
and/or beneficiaries and all other related persons as it relates to my treatment.  I authorize OPTIMUM 
PERFORMANCE PHYSICAL THERAPY, LLC to obtain medical records and/or professional information 
from my physician and other medical professionals as it relates to my treatment.  _____initial 

Consent to Medical and Therapeutic Services 
I consent to the procedures, which may be performed during the duration of care at Optimum Performance 
Physical Therapy, LLC.  I understand that if I fail to carry out the follow-up medical care, I do so at my 
own risk. I also understand that the rehabilitation process, by its very nature, involves certain inherent and 
unavoidable risks, including falls, and other similar injuries, and the only alternative to entirely avoid these 
risks would be to forego rehabilitation altogether.  I understand that I have been referred for rehabilitative 
treatment and care to Optimum Performance Physical Therapy, LLC.  Optimum Performance Physical 
Therapy, LLC has described my individual treatment plan. I understand that I have the right to have any 
questions answered prior to receiving any treatment, including any risks or alternative treatment plan that 
has been prescribed by my physician and or recommended by my therapist.  _____initial 

Financial Agreement/ Guarantee of Payment and Assignment of Benefits 
I request that payment of authorized insurance company(s), attorney, or legal representative, be made on 
my behalf to OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC.  I authorize, OPTIMUM 
PERFORMANCE PHYSICAL THERAPY, LLC, if it chooses, to pursue on my behalf any appeals of the 
denial of my insurance benefits, and to release my medical records as required to determine benefits 
payable.  OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC, its agents and employees are 
hereby released from any and all liability of any nature that may arise from the release of information.  I 
guarantee the payment of the full and entire allowed amount of all bills for services rendered for the patient. 
Any self-pay amounts not paid within forty-five (45) days of any notice of non-payment shall be subject to 
progressive collection activities up to and including referral to an independent collection agency.  I also 
understand that all insurance coverage quoted to me and /or responsible parties are estimated and final 
determination of benefits and coverage lies with my insurance company.  I certify that I have disclosed any 
and all health coverage information and I agree to provide OPTIMUM PERFORMANCE PHYSICAL 
THERAPY, LLC, with any changes in my insurance coverage in a timely manner.  I understand that as a 
courtesy and based on the information I provide, OPTIMUM PERFORMANCE PHYSICAL THERAPY, 
LLC, will attempt to verify my insurance benefits.  I understand that verification is never a guarantee of 
payment.  I am responsible for payment of all co-pays and coinsurance estimates at the time of service and 
that these estimates may be higher than those for my primary care physician.  Once my insurance company 
has processed claims, if the amount collected at the time of service was not enough to cover my portion, I 
may be billed in addition to cover my portion.  Likewise, if the estimate I paid was more than my portion, I 
may be entitled to a refund.  After 90 days of billing any secondary payer, unpaid coinsurance may become 
my responsibility.        _____initial 

_______________________________________ 
Printed Name of Patient  or Guardian 

_________________________________(seal) ____________________ 
Signature of Patient or Guardian  Date 



OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC

Managed Care Plan Obligations 
I understand that my insurance carrier may require me to have a current and complete written referral from 
my primary care physician.  I understand that OPTIMUM PERFORMANCE PHYSICAL THERAPY, 
LLC, recommends I check with my carrier directly.  If a referral is required and is not presented prior to my 
treatment being rendered, my insurance may not cover all or a portion of the medical expenses incurred.  In 
this instance, I am responsible for all uncovered charges.  It is my responsibility to assist OPTIMUM 
PERFORMANCE PHYSICAL THERAPY, LLC in obtaining additional referrals when necessary and 
appropriate.  Should I require additional or more specific information regarding my insurance coverage, I 
will contact my carrier directly.       _____initial 

Cancellation/No Show Policy 
It is our desire at OPTIMUM PERFORMANCE PHYSICAL THERAPY, LLC to provide every patient 
with the highest quality of care and services in a timely manner.  Therefore, we provide a reserved time slot 
for each patient so there is minimal waiting and each patient receives individual care. 

In order to continue with this high quality service, we ask that you call at least 24 hours in advance if you 
are unable to keep your scheduled appointment.  Missed appointments will result in a $40.00 no show 
charge.  Furthermore, additional scheduled visits may be automatically cancelled.  

We understand that personal schedules can be hectic, but in order to accommodate the needs of all our 
patients, we must maintain some level of accountability.  Missed appointments on your part do not allow 
for continuity of care and affects your ability to reach the goals set by you and your physical therapist. 
Thank you for your consideration, our staff and other patients whom may need your appointment time. 

_____initial 
HIPAA Privacy Authorization 
I, _______________________________, give OPTIMUM PERFORMANCE PHYSICAL THERAPY, 
LLC, permission to share my information with 
 Any member of my family 
 These Individuals:_____________________________________________________________ 
 Do not speak or share any of my information with family or friends, unless I give written/verbal 
permission 

Your information may be sent to healthcare providers, health insurance companies protected by the federal 
privacy regulations, and to the individual(s) of your choice. 

Your information may be: 
• Transferred or utilized between the administration and professional staff
• Transferred from OPPT to the billing contractor who handles our billing.  They have signed an

agreement not to utilize your records other than those necessary to administer your insurance
claim and pervade internal reports to OPTIMUM PERFORMANCE PHYSICAL THERAPY,
LLC.

You may refuse to sign this authorization and it will not affect your ability to obtain treatment.  You may 
receive a copy of this authorization at the time of signing and/or revoke this authorization at any time by 
sending a written notificati0on to the office      ______initial. 

_______________________________________ 
Printed Name of Patient or Guardian 

__________________________________(seal) ____________________ 
Signature of Patient or Guardian  Date 



Name:	________________________________________			Date:	___________________________	

The Activities-specific  Bala nce Confidence (ABC) Scale* 
Instru ction s to Part ici pants: 
For each of the following, please indicate your level of confidence in doing the activity without losing 
your balance or becoming unsteady from choosing one of the percentage points on the scale form 0% to 
100%. If you do not currently do the activity in question, try and imagine how confident you would be i 
f you had to do the activity. If you normally use a walk ing aid to do the activity or hold onto someone, 
rate your confidence as it you were using these supports.  If you have any questions about answering any 
of these items, please ask the administrator. 

The Activities-specific Balance Confidence (ABC) Scale* 
For each of the follow ing activities, please indicate your level of self- confidence by choosing 

a corresponding number from the following rating scale: 

0% 10 20 30 40 50 60 70 80 90 100% 
No confidence Completely  confident 

"How confident are you that you will not lose your balance or become unsteady 
when you ... 
1 ....walk around  the house? 
2 ....walk up or down stairs? 
3 .....bend over and pick up a slipper from the front of a closet floor?
4 ....reach for a small can off a shelf at eye level? 
5 .....stand on your tiptoes and reach for something above your head? 
6 ....stand on a chair and reach for something? 
7 ....sweep the floor? 
8 ....walk outside the house to a car parked in the driveway? 
9 .....get into or out of a car? 
10 ....walk across a parking lot to the mall?
11 ....walk up or down a ramp? 
12 ....walk in a crowded mall where people rapidly walk past you? 
13 .....are bumped into by people as you walk through the mall? 
14 ....steponto oroff an escalatorwhile you are holding onto a railing? 
15 ....step onto or off an escalator while holding onto parcels such that you cannot
hold onto the railing? 
16 ....walk outside on icy sidewalks? 
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