VELO Soorts Rehal
OO o IS 1URD

First Name: Last Name:

Preferred Name: Date of Birth:
Address: City/Zip
Phone (cell/home): Email:

Appointment Reminder Preference: O Text message or OPhone Call

Emergency Contact: Phone:
Employer:

Occupation: How Long?
Height: Weight:

Marital Status: OSingle OMarried QOOther Children: QY ON Ages:

Who may we thank for referring you to our office:

Medical History: check all that apply (past or present)

OAllergies OStomach/Gl disorders
OQ0steoarthritis OKidney problems
ORheumatoid disease/ ODepression/Anxiety
Olnflammatory Arthritis QOAlcohol/Drug/Tobacco use
OO0steoporosis/Osteopenia ONeurological condition (MS/ALS, etc)
OArtificial bones/joints OSTD

OAsthma ONausea/Vomiting
OHigh/Low blood pressure OFever/Chills/Sweats
OAnemia OWeight (up/down) changes
OMigraine/Headache ONumbness/Tingling
OChest pain OSkin Rash

OShortness of breath ODizziness

OHeart Attack/ Stroke OMuscle weakness

OLung Disease OBalance problems
OThyroid problems QOVision changes

OCancer OPregnancy/Birth control
ODiabetes QOHIV/Aids

OOther




Please list any serious accidents or surgeries with dates:

Family Health History:

Medications/Supplements:

Reason for today’s visit (work injury, auto accident, sports/training injury, etc.):

Have you received any imaging (X-ray, MRI, CT, Ultrasound, etc.)?

Does anything make your symptoms worse?
Better?

Please circle on the body where you are feeling symptoms:

Is there anything else about your health that you would like the doctor to know?
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VELO ps Rehab

No Show & Cancellation Policy:

At Velo Sports Rehab, we strive to render excellent quality of care to our patients. When an appointment is
scheduled, this time has been set aside especially for you. When an appointment is missed, this time is lost
that our providers could have used to serve other patients on our waiting list.

If you cancel or no show to your appointment with less than 24 hours notice, you will be charged a $75.00
fee. If you are more than 10 minutes late, we may ask you to reschedule your appointment. Failure to
arrive at two or more appointments may result in the inability to schedule future appointments. If you late
cancel or no show more than once due to sickness, Covid exposure or the like, you will be charged our late
cancellation fee of $75.00.

Printed Name Signature

Billing & Financial Policy:

You are responsible to provide the full payment for any services rendered at Velo Sports Rehab and
payment is due at the time of service. Statements are sent out when there is a balance after insurance has
processed the claim and after any payments made have been posted to your account.

Please remember your insurance policy is a contract between you and your insurance company. As a
courtesy, our office provides estimated treatment costs, estimated patient portion, and estimated insurance
portion. These estimates are not a guarantee of payment, but rather an estimate referencing the
information gathered online from your insurance company.

It remaining balances are not paid within 15 days, your account will be tumed over to a collection agency.

You acknowledge that any package purchases are non-refundable. They never expire and can be used
between family members.

Printed Name Signature

Dated:

1940 116th Ave NE, Suite 100 » Bellevue, WA 98004 » info@velosportsrehab.com » (425) 590-9208 « (425) 968-1466 fax



HIPAA Privacy Practice Notice

Velo Sports Rehab:

a. Is required by federal law to maintain the privacy of your Personal Health
History and to provide you with this Privacy Notice detailing the practice's legal
duties and privacy practices with respect to your Personal Health History. Velo
Sports Rehab will not share your health information unless you request us to do
so verbally or in writing.

b. Under the privacy rule, may be required by State law to grant greater access or
maintain greater restrictions provided under federal law.

c. Is required to abide by the terms of this Privacy Notice.

d. Reserves the right to change the terms of this Privacy Notice and to make the
new Privacy Notice provisions effective for all your Personal Health History that it
maintains.

e. Will distribute any revised Privacy Notice 60 days prior to implementation.

f. Will not retaliate against you for filing a complaint.

I have read and agree to the terms of the HIPAA Privacy Practice notice.

Signature Date

Would you like to authorize an individual to access your medical records? (ie:
Spouse, Attorney,etc.)

OvYes ONo (If yes, list their full name and relationship to you below)

Name: Relationship:
Name: Relationship:
Patient Signature: Date

1940 116" Ave NE, Suite 100, Bellevue, WA 98004— (425) 590-9208---www.velosportsrehab.com



