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Pinnacle Physical Therapy 
 

FINANCIAL POLICY 

 

 
 

 

 

 

Patients with insurance: 

 We will only bill the insurance presented at time of service. 

 It is your responsibility to know your insurance benefits.  We will call your insurance company to verify 

your physical therapy benefits, but insurance companies only give a review of eligibility and benefit 

information.  It is never a guarantee or promise of payment. 

 You are expected to pay any known co-pays, applicable deductible and estimated amounts of co-

insurance at the time of service. 

 We require you as a patient to be responsible for any balance your insurance does not pay. 

 Any balances owed must be paid within 90 days to avoid further collection activity unless other 

arrangements have been made with the account specialist. 

 

Self-Pay Patients: 

 Full cash payments are expected at time of service. 

 We will not bill insurance at a later date once cash pay has been arranged. 

 

Delinquent Accounts: 

 You will receive periodic statements for outstanding balances. 

 After 90 days of nonpayment on any balances owed, your account will be assessed a $15.00 fee. 

 Your account may be turned over to a professional agency specializing in debt collection for continued 

nonpayment. 

 Once your account is turned over to a collection agency for nonpayment, you will be responsible for any 

fees accrued by the collection agency during the collection process on your account. 

 We will not be able to see you for any future appointments until all past due fees are paid in full. 

 

Forms of Payment:  We accept cash, checks, and Discover, Visa and MasterCard credit/debit cards. There will 

be a $25.00 charge on all returned checks. 

 

I certify that I have read and agree to the Financial Policies of Pinnacle Physical Therapy. 

 

 

_________________________________________    

Printed Name         

 

_________________________________________   ________________________ 

Signature        Date 



concurrently.

5/2016



Pinnacle Physical Therapy 

PATIENT INFORMATION CONSENT FORM 

 

 

I have read and fully understand Pinnacle Physical Therapy’s Notice of Information Practices. I 

understand that Pinnacle Physical Therapy may use or disclose my personal health information for the 

purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided (ex. 

FOTO) and any administrative operations related to treatment or payment.  I understand that Pinnacle 

Physical Therapy will consider requests for information restriction on a case by case basis, but does not 

have to agree to requests for restrictions. 

  

I hereby consent to the use and disclosure of my personal health information for purposes as noted in 

Pinnacle Physical Therapy’s Notice of Information practices.  I understand that I retain the right to revoke 

this consent by notifying the practice in writing at any time, but this may lead to termination of treatment. 

 

 

_______________________________________________________ 

Patient Name 

_______________________________________________________ 

Signature 

_______________________________________________________ 

Date 

 

I also authorize Pinnacle Physical Therapy to accept phone calls or other correspondences regarding 

office appointments and billing questions from the following – please check all that apply: 

 

(   ) Spouse, children, parent and other (please specify) _______________________________________ 

 

(   ) Attorney (please specify) ____________________________________________________________ 

 

(   ) Disability insurance (please specify) ___________________________________________________ 

 

(   ) Other ____________________________________________________________________________ 

 

 

_______________________________________________________ 

Patient Name 

_______________________________________________________ 

Signature 

_______________________________________________________ 

Date  



Name_____________________________________  Age_______   Height________   Weight__________ 

Present Occupation/Hobbies: __________________________________________________________________ 

Reason for Physical Therapy/ Primary Concern?  ____________________________________________________ 

Mechanism of Injury/ How did this start? : _________________________________________________________ 

How long has this been a problem?  ____________    

Date of Surgery: (if any) ______________ 

Is the issue changing?  (circle)  Better       Little Better     Same       Worse 

Rate Pain over the Last Two Weeks:  0 (no pain) – 10 (extreme pain)  

With Activity  0    1    2    3    4    5    6    7    8    9    10 

At Rest   0    1    2    3    4    5    6    7    8    9    10 

 

Describe the Pain:    Dull     Ache      Burn      Sharp     Stabbing   None    Other: ___________ 

What Increases the Symptoms? _____________________________________________________________ 

What Decreases the Symptoms? ____________________________________________________________ 

Does it Wake You Up at Night?  Yes  No    Is Sleep Normal?  Yes  No 

Rate Your Current Level of Function (100% = normal)   0    10    20    30    40    50    60    70    80    90    100% 

Please List Specific Activities that you currently have difficulty performing due to the injury: _________________

 _____________________________________________________________________________________ 

What is your goal for Physical Therapy? ___________________________________________________________ 

Have you seen a physician regarding this condition?  Yes     No                  Next  Appointment: ______________ 

Do you understand the physician’s  diagnosis?   Yes    No     Somewhat  

Any Medical Tests?   X-Ray     MRI     CT     Scan  Other   Results: ______________________________________ 

Any previous or concurrent treatments for this injury?  ______________________________________________ 

Circle/Fill Out If Any Apply:  Smoker: ________    Alcohol: _______    Caffeine: ________     Cancer: ___________  

 Allergies: _______________   Pregnant  Change in Bowel/Bladder Function     

 Unexplained Weight Loss        Unexplained Fatigue Dizziness/Fainting/ Shortness of Breath 

Is there anything else you would like us to know? ________________________________________________ 

I affirm this information to be true and correct to the best of my knowledge.  

Signed: _________________________________________  Date: ________________________ 

Mark the location of the symptoms. Prioritize 

with numbers if more than one location. 



Date:__________

Name of Medication,             

Vitamin, Supplement

Dose 

(mg)

Form of 

Intake 
(Circle)

Frequency 

(per day)

Prescribing 

Physician

1

Oral/Patch/ 

Inhaler/Other

Reason:

2

Oral/Patch/ 

Inhaler/Other

Reason:

3

Oral/Patch/ 

Inhaler/Other

Reason:

4

Oral/Patch/ 

Inhaler/Other

Reason:

5

Oral/Patch/ 

Inhaler/Other

Reason:

6

Oral/Patch/ 

Inhaler/Other

Reason:

7

Oral/Patch/ 

Inhaler/Other

Reason:

8

Oral/Patch/ 

Inhaler/Other

Reason:

9

Oral/Patch/ 

Inhaler/Other

Reason:

10

Oral/Patch/ 

Inhaler/Other

Reason:

MEDICATIONS

Name:___________________________________




