








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:	
  ________________________________________

Column Totals: 0 1 2 3 4 

Lower Extremity Functional Scale
          We are interested in knowing whether you are having any difficulty at all with the activities listed below because of your 

lower limb problem for which you are currently seeking attention. Please provide an answer for each activity. 

Today, do you or would you have any difficulty at all with: 

Activities 

Extreme 
difficulty 
or unable 
to perform 

activity 

Quite a bit 
of 

difficulty 
Moderate 
difficulty 

A little bit 
of 

difficulty 
No 

difficulty 

1. Any of your usual work,
housework or school activities. 

0 1 2 3 4 

2. Your usual hobbies, recreational
or sporting activities. 

0 1 2 3 4 

3. Getting into or out of the bath. 0 1 2 3 4 

4. Walking between rooms. 0 1 2 3 4 

5. Putting on your shoes or socks. 0 1 2 3 4 

6. Squatting. 0 1 2 3 4 

7. Lifting an object, like a bag of
groceries from the floor.

0 1 2 3 4 

8. Performing light activities
around your home.

0 1 2 3 4 

9. Performing heavy activities
around your home.

0 1 2 3 4 

10. Getting into or out of a car. 0 1 2 3 4 

11. Walking 2 blocks. 0 1 2 3 4 

12. Walking a mile. 0 1 2 3 4 

13. Going up or down 10 stairs
(about  1 flight of stairs).

0 1 2 3 4 

14. Standing for 1 hour. 0 1 2 3 4 

15. Sitting for 1 hour. 0 1 2 3 4 

16. Running on even ground. 0 1 2 3 4 

17. Running on uneven ground. 0 1 2 3 4 

18. Making sharp turns while running
fast.

0 1 2 3 4 

19. Hopping. 0 1 2 3 4 

20. Rolling over in bed. 0 1 2 3 4 
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