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703.229.3883
					
WELCOME LETTER

Welcome to my practice, Rachel Odom PT, L.L.C.  I provide the guidance, environment and expertise necessary to help you achieve your healthy living goals.  My objective is to enhance your ability to return to a pain-free and active lifestyle.  I promote independence through education in proper body mechanics and movement, self-treatment instruction, enhancement of strength, improved flexibility, and postural awareness.  I am dedicated to the comprehensive delivery of the highest quality of care utilizing a multifaceted approach for lasting results.

My practice, Rachel Odom PT, L.L.C. does not participate with insurance companies.  As an out-of-network provider, treatment may still be a reimbursable service through your insurance carrier.  Payment is required at time of service. As a courtesy, I will prepare a claim form, “Superbill”, at the completion of your visit.  You can submit this to your insurance company.  I recommend that you contact your insurance company in advance to determine your out-of-network benefits. 

Cancellation Policy: My time and yours is very valuable.  Please change or cancel your appointment greater than 24 hours before your scheduled appointment.  A cancellation of your appointment less than 24 hours prior will result in a payment of the full session fee.  I appreciate your cooperation and courtesy. 

Please note that email addresses and contact information will be used only to forward educational and non-health related materials. Your records are held in the utmost confidence.

Patient/Client: I,___________________________________, have read and understand the above policy.  I hereby agree to pay this clinician directly for professional services rendered. I hereby authorize the attending therapist to release any information
concerning my examination or treatments to my insurance carrier or other medical professionals involved in my care.







Rachel Odom PT, L.L.C.


INFORMED CONSENT for PHYSICAL THERAPY SERVICES

Physical Therapy is a patient care service that is provided to manage a wide variety of conditions.  Services are provided to individuals of all ages regardless of gender, race, ethnicity, creed, national origin or disability.

The purpose of physical therapy is to treat disease, injury and disability by examination, evaluation, diagnosis, prognosis and intervention by use of rehabilitative procedures to aid the patient in achieving their maximum potential within their capabilities and to accelerate convalescence and reduce the length of functional recovery.  All procedures will be thoroughly explained to you before being performed.

Response to physical therapy varies from person to person; hence it is not possible to accurately predict your response to a specific modality, procedure or exercise protocol.  R Rachel Odom PT, LLC. does not guarantee what your reaction will be to a specific treatment, nor does it guarantee that the treatment will help resolve the condition you are seeking treatment for.  Furthermore, there is a possibility that physical therapy treatment may result in aggravation of existing symptoms and may cause pain.

It is your right to decline any part of your treatment at any time before or during treatment.  It is your right to ask your physical therapist about the treatment they have planned based on your individual history, diagnosis, symptoms and examination results.  Consequently, it is your right to discuss the potential risks and benefits involved in your treatment.

I have read this consent form and understand the risks involved in physical therapy and agree to fully cooperate, participate in all physical therapy procedures and comply with the established plan of care.

Patient Name_____________________ Signature_____________________ Date____________________





.
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PATIENT DEMOGRAPHICS SHEET

How did you hear about us? If referred, by whom? _______________________________________

Who is your primary care physician? _______________________________________________________
						(Name)			(Telephone, if possible)

First name/M.I./Last Name _______________________________________________________________

Gender _______________ Marital Status_____________ Age___________ Birthdate_______________

Primary Phone_________________ Secondary Phone__________________

Email Address___________________________________

Preferred Complete Mailing Address ________________________________________________
					   ________________________________________________ 
					   ________________________________________________

EMERGENCY CONTACT INFORMATION

Full Name ___________________________________

Relationship to Patient _____________________

Primary Phone ______________________________
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FUNCTIONAL ASSESSMENT INTAKE 

Medical History

Check the corresponding boxes if you have had any of the following:

	
	Diabetes

	
	Rheumatic Fever
	
	Heart Murmur

	
	High Blood Pressure
	
	Migraines/Headaches
	
	Osteoporosis

	
	Circulatory problems
	
	Lung Disease
	
	Epilepsy/Seizures

	
	Arthritis

	
	Neurologic Problems
	
	Cancer

	
	Stroke

	
	Heart Disease
	
	Fractures

	
	Kidney Disease

	
	Liver Disease
	
	Metal Implants



Other? Please explain _______________________________________________________________________

List any significant hospitalizations and/or surgical procedures, reasons and dates:

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any medications you are presently on: _______________________________________________
_________________________________________________________________________________________________

Do you have any skin or medication allergies? ____________________________________________
_________________________________________________________________________________________________

Is there a chance you might be pregnant at this time? No_____ Yes_____# of weeks_____
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Please provide a brief history of your illness or symptoms for which you request 
treatment:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your pain constant or intermittent? _____________________________________________________

Please rate the pain intensity on a scale of 0 to 10 (10 being the worst pain)

0	1	2	3	4	5	6	7	8	9	10

How would you describe the pain?

[image: A full shot of a person's body
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Does the pain radiate?  Where? ____________________________________________________________

What makes it feel better? __________________________________________________________________________________________________________________________________________________________________________________________________

What makes it feel worse? __________________________________________________________________
_________________________________________________________________________________________________
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FUNCTIONAL HISTORY

What is your occupation? ___________________________________________________________________

In general, your lifestyle is:		1	2	3	4	5
				
 Inactive	       average		active

Do you engage in regular exercise?  __________Yes       ___________No

What type? ___________________________________________________________________________________

Do you have discomfort, shortness of breath or pain with exercise? ___________________

Do you currently see an MD for your current condition? ________Yes   _______No

Do you presently see a chiropractor?			_______Yes   _______No

Do you presently see any other PT/OT?			_______Yes   _______No

What are some things currently going very well in your life? ___________________________
_________________________________________________________________________________________________

What are some current areas of stress in your life? ______________________________________
_________________________________________________________________________________________________

What is the quality of your sleep? How many hours? And in what position(s)?
_________________________________________________________________________________________________

What are your goals for treatment? ________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________		_____________________________
Signature						Date
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