
 

   
          
   

 
 
 
 

CONSENT TO THERAPY EVALUATION AND TREATMENT 
______I hereby consent to the evaluation and treatment of my condition by a licensed therapist employed by Gross 
Therapy Services, Inc. 
 
______I understand that I will be receiving an initial evaluation followed by one or several treatment sessions. Theses 
sessions may include on or more of the following: joint mobilization or manipulation; soft tissue work; manual therapy; 
electrical stimulation; ultrasound; heat/ice; mechanical traction and manual traction; passive/active range of motion; 
strengthening; stretching; exercise; and/or activity of daily living modification. 
 

ASSIGNMENT OF BENEFITS AND INSURANCE PROCEEDS 
______I hereby authorize payment from my insurance company of medical benefits for services rendered to Gross 
Therapy Services, Inc. by an assignment of benefits. The completion of insurance forms and the assignment of insurance 
benefits do not relieve the undersigned of the obligation to pay the amount owed for therapy. 
 

RELEASE OF INFORMATION 
______I hereby authorize release of information necessary to file claims with my insurance company and information to 
my physician/s. I permit a copy of this authorization to be used in place of the original. 
 
______I hereby authorize my therapist(s) the access to imaging/medical records that assist in the collection of data to 
improve and better understand my condition. 
 
______I hereby authorize Gross Therapy Services, Inc. to take and use my picture/video for social media, marketing 
and/or advertising purposes.  
 
______No, I do not want my picture/video used on social media or for marketing/advertising purposes. 
 

APPOINTMENT ALERTS 
______I would like to receive TEXT alerts to remind me of my scheduled appointments. 
 
______I would like to receive automated phone calls to remind me of my scheduled appointments. 
 
______No, I do not want any alerts to remind me of my scheduled appointments. 

 
RECEIPT OF PRIVACY PRACTICE 

______I have received a copy of Gross Therapy Services, Inc. notice of Privacy Practices and have had an opportunity to 
ask questions. 

PERSON(S) AUTHORIZED TO DISCUSS CARE/TREATMENTS/PERSONAL 
INFORMATION 

__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Patient or Guardian Signature:___________________________________________________Date:_________________ 
 

Your signature and the initialing of the above statements hereby confirm that you accept all 
information listed on this form in its entirety. If you accept this, please sign below. 

 
Patient or Guardian Signature:________________________________________Date:___________________ 



 

GROSS THERAPY SERVICES, INC.  
HIPAA PRIVACY POLICY 

It is the policy of Gross Therapy Services, Inc. that all providers and staff preserve the integrity and the confidentiality of 
protected health information (PHI) pertaining to our patients, The purpose of this policy is to ensure that our practice and 
its providers and staff have the necessary medical and PHI to provide the highest quality physical, occupational, and 
speech therapy care possible while protecting the confidentiality of the PHI of our patients to the highest degree possible. 
Patients should be confident to provide information to our practice and its providers and staff for purposes of treatment, 
payment and healthcare operations (TPO), knowing that our practice and its providers and staff will adhere to the 
standards set forth in the notice of Privacy Practices.  
 
Collect, use and disclose PHI only in conformance with state and federal laws and current patient covenants and/or 
authorizations, as appropriate. Our practice and its providers and staff will not use or disclose PHI for uses outside of 
practice’s TPO, such as marketing, employment, life insurance applications, etc. without an authorization from the patient. 
 
Use and disclose PHI to remind patients of their appointments only with their consent. 
 
Recognize that PHI collected about patients must be accurate, timely, complete, and available when needed, our practice 
and its providers and staff will: 
 
Implement reasonable measures to protect the integrity of all PHI maintained about patients. 
 
Recognize that patients have a right to privacy. Our practice and its providers and staff always respect the patient’s 
individual dignity. Our practice and its providers and staff will respect patient’s privacy to the extent consistent with 
providing the highest quality medical care possible and with the efficient administration of the facility. 
 
Act as responsible information stewards and treat all PHI a sensitive and confidential. Consequently, our practice and its 
providers and staff will: 
 
Treat all PHI data as confidential in accordance with professional ethics, accreditation standards, and legal requirements.  
 
Not disclose PHI data unless the patient (or his or her authorized representative) has properly consented to or authorized 
the release or the release is otherwise authorized by law. 
 
Recognize that, although our practice “owns” the medical record, the patient has a right to inspect and obtain a copy of 
his/her PHI. IN addition, patients have a right to request an amendment to his/her medical record if he/she believes his/her 
information in inaccurate or incomplete. Our practice and its providers and staff will: 
 
Permit patients access to their medical records when their written requests are approved by our practice, if we deny their 
request, then we must inform the patients that they may request a review of our denial. In such cases, we will have an on-
site healthcare professional review of the patient’s appeals. 
 
Provide patients an opportunity to request the correction of inaccurate or incomplete PHI in their medical records in 
accordance with the law and professional standards. 
 
All providers and staff of our practice will maintain a list of all disclosures of PHI for purposes other than TPO for each 
patient. We will provide this list to patients upon request, so long as their requests are in writing. 
 
All providers and staff of our practice will adhere to any restrictions concerning the use or disclosure of PHI that patients 
have requested and have been approved by our practice. 
 
All providers and staff of our practice must adhere to this policy. Our practice will not tolerate violations of this policy. 
Violation of this policy is grounds for disciplinary action, up to and including termination of employment and criminal or 
professional sanctions in accordance with our practice’s personnel rules and regulations. 
 
Our practice may change this privacy policy in the future. Any changes will be effective upon the release of a revised 
privacy policy and will be made available to patients upon request. 
 



 

Gross Therapy Services, Inc.  
Therapy Patient History Questionnaire 

PLEASE FILL OUT THIS FORM AS COMPLETE AS POSSIBLE. IT WILL ASSIST YOUR THERAPIST IN DEVELOPING A PLAN OF 
CARE FOR YOU. IF YOU HAVE ANY QUESTIONS, PLEASE FEEL FREE TO ASK FOR ASSISTANCE. THIS INFORMATION WILL 
REMAIN CONFIDENTIAL UNLESS AUTHORIZED FOR RELEASE BY THE PATIENT. 

NAME:____________________________________________DATE OF BIRTH:____________________GENDER:    MALE   FEMALE 

ADDRESS:__________________________________________________________________________________________________ 

PHONE NUMBER: HOME______________________CELL_______________________WORK_________________________ 

CIRCLE WHICH APPLIES: SINGLE  MARRIED WIDOWED SEPARATED OTHER 

EMERGENCY CONTACT:_______________________________________PHONE NUMBER:________________________________ 

OCCUPATION:_____________________________________HOBBIES:_________________________________________________ 

WEIGHT:__________________                                             HEIGHT:______________________ 

PLEASE DESCRIBE YOUR INJURY/CURRENT PROBLEM:__________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

DATE OF INJURY/SURGERY/INCREASED PAIN:________________PLEASE CIRCLE:    SUDDEN ONSET        GRADUAL ONSET 

HAS THIS INJURY PREVENTED YOU FROM WORKING?   YES___NO___  IF YES, HOW LONG OFF WORK?_________________ 

WORK STATUS: PRESENTLY, I AM ABLE TO: 

______WORK WITHOUT RESTRICTIONS   ______DONT NORMALLY WORK OUTSIDE THE HOME 

______WORK THE SAME JOB WITH RESTRICTIONS ______HOMEMAKER 

______WORK A DIFFERENT JOB WITH RESTRICTIONS ______RETIRED 

______UNABLE TO WORK DUE TO DYSFUNCTION  ______DISABLED 

______OTHER 

IS AN ATTORNEY INVOLVED WITH THE CASE?   YES    NO 

IF YES, ATTORNEY NAME:_____________________________________________PHONE NUMBER:________________________ 

ADDRESS:__________________________________________________________________________________________________ 

HAVE YOU SOUGHT PREVIOUS TREATMENT FOR THIS CONDITION? 

______NO OTHER TREATMENT   ______MASSAGE THERAPY  ______CHIROPRACTOR 

______PHYSICAL/OCCUPATIONAL THERAPY ______PSYCHIATRIST/PSYCHOLOGIST ______OTHER 

LIST ALL PRESCRIPTION MEDICATION YOU ARE TAKING INCLUDING INJECTION AND SKIN PATCHES OR PROVIDE YOUR 
PRIMARY CARE PHYSICIAN’S NAME/PHONE NUMBER AND WE CAN REQUEST THEM TO FAX US A COPY: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

LIST ALL OVER-THE-COUNTER MEDICATIONS YOU ARE TAKING INCLUDING VITAMINS AND SUPPLEMENTS: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 



 

PLEASE LIST ANY SURGERIES YOU HAVE HAD: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

______JOINT REPLACEMENTS: BODY PART(S)__________________________________________________________________ 

______SURGICAL INTERVENTION(S) REQUIRING HARDWARE:______________________________________________________ 

PAST/PRESENT MEDICAL HISTORY; PLEASE CHECK ALL THAT APPLY:  

______CARDIAC PACEMAKER ______DEFIBRILLATOR ______ABDOMINAL ANEURYSM ______ABDOMINAL HERNIA 

______OSTEOPOROSIS  ______SCOLIOSIS ______SPINAL FUSION  ______NEUROSTIMULATOR 

______HEART DISEASE  ______HIGH BLOOD PRESSURE  ______KIDNEY DISEASE  

______STROKE   ______MENTAL DISORDER  ______TUBERCULOSIS  

______SEIZURES  ______ASTHMA  ______COPD   ______HEPATITIS 

______DEPRESSION  ______BIPOLAR DISORDER  ______THYROID PROBLEMS 

______HEART DISEASE  ______ALLERGIES ______CHF ______CHEMICAL DEPENDENCY 

DIABETES:  YES   NO  NEUROPATHY:  YES   NO  REGULAR DR CHECKUPS  YES  NO  FOOT SORES/CALLOUSES:  YES   NO 

CANCER: ______CURRENT ______LESS THAN 5 YEARS AGO  ______GREATER THAN 5 YEARS AGO 

TYPE:________________________________________________ RECEIVING CURRENT TREATMENTS:   YES    NO  

FALLS:   YES   NO   ______WITHIN 3 MONTHS   ______WITHIN 6 MONTHS   ______WITHIN 12 MONTHS   _______INJURY 

IF INJURY OCCURRED FROM FALL, PLEASE DESCRIBE:__________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

HOW MANY PACKS OF CIGARETTES DO YOU SMOKE PER DAY:____________________________________________________ 

HOW MANY DAYS PER WEEK DO YOU DRINK ALCOHOL:________HOW MUCH DO YOU DRINK AT EACH SITTING:_________ 

RATE YOUR AVERAGE PAIN/DISCOMFORT ON THE SCALE BELOW (PAIN YOU ARE SEEKING TREATMENT FOR): 

CURRENT PAIN:_______________0--1—2—3—4—5—6—7—8—9—10 
                                                                                               (NO PAIN)                                                                          (SEVERE PAIN) 
 

BEST PAIN RELIEF:_____________0--1—2—3—4—5—6—7—8—9—10 
                                                                                               (NO PAIN)                                                                          (SEVERE PAIN) 
 

WORST CURRENT PAIN:__________0--1—2—3—4—5—6—7—8—9—10 
                                                                                               (NO PAIN)                                                                          (SEVERE PAIN) 
 

 
PLEASE MAP YOUR AREAS OF DISCOMFORT OR ALTERED SENSATION ON THE BODY MAP ABOVE: 
XXX = PAIN   000 = NUMB/TINGLY   *** = WEAKNESS 



 

DO YOU HAVE AN ACTIVE DIAGNOSIS OF BIPOLAR DISORDER OR DEPRESSION CURRENTLY BEING TREATED BY A 
PHYSICIAN? ______Yes  ______NO 

 IF YOU ANSWERED NO, PLEASE COMPLETE THE SECTION BELOW: 

Over the last 2 weeks, how often have you been bothered by any of the following problems: 

PHQ-9      Not at all  Several days More than ½ the days Nearly every day 

1. Little interest or pleasure in doing things .                                                
2. Feeling down, depressed, or hopeless.                                     

3. Trouble falling/staying asleep, sleeping too much.                                    
4. Feeling tired or having little energy.                                     

5. Poor appetite or overeating.                                                   

6. Feeling bad about yourself or that you are a failure                                               
or have let yourself or your family down.                                                   

7. Trouble concentrating on things, such as reading                                                  

the newspaper or watching television.                                                  
8. Moving or speaking so slowly that other people                                                  

could have noticed. Or the opposite; being so 

fidgety or restless that your have been moving  
around a lot more than usual. 

9. Thoughts that you would be better off dead or of                                    

Hurting yourself in some way. 

TO BE COMPLETED BY GTS STAFF ONLY 

Scoring: Not at all = (#)_____x 0=_____; Several days = (#)_____x 1 = _____; More than ½ the days = (#)_____x 2=_____; Nearly 
every day = (#)_____x 3 =_____.  Total Score:__________.  

 

  

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
                  

ELDER ABUSE SCREENING TOOL: FILL OUT IF 65 OR OLDER YES NO 
1. Are you afraid of anyone in your family, home, institution or community that you are living in?   
2. Has anyone in the last two months hurt or harmed you?   
3. Has anyone in the last 2 months forced you to do things that you did not want to do?   
4. Has anyone in the last 2 months touched you in ways you did not want?   
5. Has anyone in the last 2 months scolded or sworn at you or threatened you?   
6. Has anyone prevented you from getting food, clothes, medication, spectacles, hearing aids and/or medical care?   
7. Are you left alone a lot, locked up, not allowed to socialize or has anyone been prevented from visiting you?   
8. Has anyone ever failed or refused to help you take care of yourself when you needed help?   
9. Has anyone made you sign papers that you did not understand or did not want to sign?   

10. Has anyone taken money, valuable (ID, bank card) or any other things that belong to you without your permission, 
or against your will? 

  

11. Do you feel not properly cared for because others are using your money or possessions against your will or 
because you have to pay for other people’s needs? 

  

12. If Elder abuse is suspected, the health care worker must ask the following question: 
Do you wish to receive further help from a Social Worker? If the answer is “no” the older person should be given 
contact details where to get help should he/she changer his/her mind at a later stage. 

  

                            Elder Abuse Screening Tool (EAST)- Nov 2011 

 

 



 

FINANCIAL POLICY 
Thank you for choosing GTS – Highland Clinic as your health care provider. We are sincerely committed to providing you 
with a successful and pleasurable treatment experience. Please understand that payment of your bill is considered part of 
your treatment and that this financial policy obligates you to provide full payment of your bill. All patients are required to 
establish financial arrangement for payment of their account and complete all provided forms before they are treated by 
our staff. As a courtesy, we will verify your insurance coverage and bill your insurance provider on your behalf. However, 
please understand that your insurance policy is a contract between you and your insurance provider. You are 
responsible for any outstanding balances that are not covered by your insurance provider. 

PATIENT INSURANCE:  We require your co-payment and/or deductible payment at the time of treatment. In the event 
that your insurance changes to a plan in which GTS – Highland Clinic is not a participating provider, you will be 
responsible for the full amount that is billed for your services. GTS – Highland Clinic will not become involved in any 
disputes between you and your insurance provider regarding deductibles, co-payments, covered charges, “usual and 
customary” charges other than to supply factual information as requested. 

IF YOU RECEIVE PAYMENT FROM YOUR INSURANCE PROVIDER FOR SERVICES RENDERED BY GTS – 
HIGHLAND CLINIC, YOU ARE REQUIRED TO REIMBURSE GTS – HIGHLAND CLINIC THE FULL PAYMENT 
AMOUNT AT THE TIME OF RECEIPT. If you default on any balance owed to GTS – Highland Clinic and it becomes 
necessary for GTS – Highland Clinic to engage the services of an attorney, collection agency or other lawful method of 
collection, you will be responsible for the original balance owed and reimburse GTS – Highland Clinic for all costs incurred 
by it in the collection of said debt. I am allowing a photocopy of my signature to be used for insurance purposes. I also 
authorize my insurance company to pay directly to GTS – Highland Clinic the amount due me in my pending claim for 
insurance. 

MISSED APPOINTMENTS: Our policy is to charge $25.00 for any missed appointments that are not cancelled at least 
24 hours in advance and this fee will become the responsibility of the patient and not billed to your insurance provider. 

LATE FEE: A $15.00 per month late fee is assessed on all unpaid patient responsibility balances that are greater than 
30 days. 

MINORS: The parent or guardian accompanying a minor is responsible for payment. 

AUTO INSURANCE: We will submit claims to your MedPay with your auto insurance. If you do not have MedPay, we 
will submit claims to your health insurance. GTS – Highland Clinic does not accept letters of protection. 

CONSENT TO TREAT AND AUTHORIZATION TO RELEASE NFORMATION: I hereby authorize GTS – 
Highland Clinic, through its appropriate personnel, to perform the evaluation and treatment procedures that are deemed 
necessary by my physician and physical therapist in the treatment of my condition. I further authorize GTS – Highland 
Clinic to furnish and/or disclose my personally identifiable health information to the appropriate agencies for the purpose 
of billing. 

I have had the opportunity to review the GTS – Highland Clinic Privacy Notice prior to signing this consent. I understand 
that I have the right to request restrictions on the uses and disclosures of my protected health information for treatment, 
payment and healthcare operations, but GTS – Highland Clinic is not required to agree to such a request. If GTS – 
Highland Clinic does agree to my request, the restrictions will be binding. 

I have read the above Financial Policy and agree that I am responsible for the balance of my account for any 
professional services rendered by GTS – Highland Clinic. 

 

 

 

Patient/Guardian Signature:___________________________________________________DATE:________________ 


