\

Health History

FPatient Name

Date of Report

Diagnosis Physician i
MEDICAL HISTORY: NO YES

1. Haveyouhad aheartattack? ... ...... ... i iiinans O O

2, Have you had heart surgery? . ... ... .. ... . i, O |

a. Do you have heart disease? . ... .. ... . ... 0 |

4, Hawve you been told by an M.D. you have anging/palpitations? . . O O

5. Have you had 8 stroke? ... ..o i ivvias i O O

6. Is your blood pressure over 1BO/1047 ... .. ... ... &

7, Are You Pregrant? .. e i e e e O O

[ ANY “YES" RESPONSES REQUIRE CONSULTATION WITH,

Clearance Granted? CONO O YES By:

AND FURTHER CLEARANCE BY, THE
PRESCRIBING PHYSICIAN BEFORE TESTING MAY CONTINUE!

Date abtained clearance:

{Check only positive responses)
(a) [JAsthma

(b} [ Hernia

() [JAllergies

{d) [ Epilepsy/Seizure

(e) O FX/Dislocations

Explanation of all positive responses and other conditions not listed:

{fi O Surgery

{g) O Prosthesis/Brace
(h} [ Drug/Alcohol abuse
(il [ Diabetes

i O ncontinence

Present medications:

Initial B/P Time: BP

Pulse

Ending B/P Time: B/P

Pulse




\

VENTURE PHYSICAL THERAPY

PLEAS. GIVE THE RECEPTIONIST A
COPY OF YOUR DRIVER'S LICENSE AND
INSURANCE ID CARD

VENTURE HAND THERAPY Thank You
PATIENT INFORMATION SHEET
Today's Date How did you hear about us?
Patient's Mams Date of Birth / {
First Middla Last Month Dy Yaar
Street Address: (Mo P.O. Box Please) e e e g o
Street
City State Zip -
Social Security Number e A O A P RO el e e e e
Arga Code
Marital Status M S WD Age Sex M F
Please Circle One Please Circle One
In case of emergency, please contact: FPh# Relationship

Employer/School _______

Cccupation/Position

Employer's Address __

Woorlk #

Parent or Guardian name (if patient is a minor) ___

Address

Father's Employer s

Work #

Mother's Employer

_ Work #

Spouse Name

Spouse's Employer

AT Work #

Position/Cccupation :

554 =

Please describe your injury or area of pain for which you are being seen today

Was your injury due to an accident? Yes No

Please explain how your injury occurred.

If yes, was it job related?

Was your injury due to an
automaobile accident?

- - o Date of injury? /
) Month Day  Year
Auto Insurance Information on the vehicle you were in: Carriar Policy Number ____
Adjuster Claim # Phone #

Insurance Information
Do you have Medicare Coverage?__

If yes, are there any primary payers other than Medicare?

If yes, please give information

Are you currently eamployed?

Full Time ar Part Time

Frimary Carrier

1D#

Group #

| certify that the above information that | have given is accurate and true to the best of my knowledge.

Phaone #

PLEASE IMITIAL

'CONSENT TO TREAT

| hesedy volunianly congert 10 receive Irealmen for my condilian according o my weatment plan. | have
been inloemed by my Lharagisl al the trealmeanl procecures B be uliized, including inlarmaion about Signif
canl reeks, beneils of and aternatives to the procedures and have had my questions angwerad. | understand |
an appropeiately credertisled slaff member emoloyed by or

her understand that | may rescind 8 consent at any time

his thess) ieaiment(s) wil be performed
acling 85 an agent of Veniure Heathoae |
&nd will be informed of the potantial consequences ol that dagision

PatigndLegal Guardian

DO NOT WRITE IN THIS BOX
Account # - =

Referring Physician
ICO9 code _
Medicare Trauma Code .

| Wilness Date

Medicare Occurrence Date

Warifiad lmitials



B enftureHEALTHCARE

Specialists in Rehab Services

Administrative (Mfce:
240 Corporate Center Dirive
Siockbndge, GA 30231
TI0-380-0006
TT0-380.-T188 fax

Venture Physical Therapy Clinles:
Adlasta

615 Peachiree Sireet

Sulte 1000

Atlanta, G4 30308

0507 - 03

404-507-0904 fax

Fayetteville

1273 Highway 34 West, Suite 10
Fayetteville, Ga 30214

770-71 60503

TH0-TEE-DE90 Fax

Mlarieils

631 Cammpbell Hill St., Suite 300
blariena, GA 30060
T0-424-6787

FT0-426-7925 fax

Morcross-Doraville

S285 Ty Corter Blvd., Suite 1100
Maorcross, GA 30071

T70-409-§235

T70-409-0084 fox

Murthside

5445 Meridizn Mark Rd.. Sube 393
Ablamta, GA 30342
404-256-5655

A0d-236- 1720 fax

Stackbridge

125 Medical Blvd
Sinckbridge, OA 302E8]
THO-474-9514
TT0-189-5402 fax

West Calily

5041 Dallas Hwy., Suite C
Powder Springs, Ga 30127
TI-425-2151
T70-425-5962 fax

West Paces

300 Do Clrcle, Suite 520
Atlama, Ga 30327
A0h-352-5700

404-352-5730 fax

Venture Hand Therapy Chinics:
East Cabl

1000 Johnsan Ferry Bd.

Bldg, [, Suite 135

Pareua, GaA J0068
THO-877-1744

TTO-97T-6924 fax

Fuyetteville

1275 Highway 3 West, Suite 101
Fayetleville, GA 30714
170-716-0303

T70-7 16-0690 fax

Muarieita

140 Locy St Suie F

Miuzena, Ga 30060
770-792-8880

T70-792-8883 fax

Morthside

5445 Merdizn Mark Rd,, Suite 385
Adlani, GA 3042

H0d-256-3655

10:4-256- 1720 fax

Swckbridge

125 Medical Blvd.
Stockbridge, GA 30251
TH474-9514
TH-389-5602 fax

West Coblb

5041 Dollas Hwy., Suite C
Powder Speings, GA 30127
TI0-425-2151

I70-425-5987 Fax

Yenture On/Site Rehab

1200 Dovwnwoad Circle, Suite 320
Atlanta, G 3527

404-846-0599

d4-352-5730 fux

PATIENT FINANCIAL ACCEPTANCE
AGREEMENT FOR SUPPLIES

1 understand that each insurance policy has different benefits for
supplies. Some policies may cover supplies, while other policies do
not. I further understand that should my insurance carrier deem
all or part of the charge for supplies issued during the course of my
treatment non covered, I am responsible for payment and will
arrange for such a payment with the Administrative/Billing
department upon notification.

Patient Signature/Guardian

Date/Clinic/Location

Account Number






