
Name:

Female Male

Cell: Home:

Name: Phone #:

I would like to have my appointment reminders sent to me by:

Email Address:

Injured Body Part: Date of Injury:

Was this Work or Auto related? 

Referring Physician:

Primary Care Provider:

Date of next Physician visit: 

Have you had any Physical Therapy this calendar year?

If Yes, when and how often:

West Des Moines Physical Therapy - Intake Form

Medical Information

           Email          Text Message*            Both             No thanks, I'll remember

*Your carrier's standard messaging rates apply. Please contact your wireless carrier for information about your messaging plan.

Patient Information

Date Of Birth:           /       /

Address: 

City, State, Zip:
Best Contact Number(s)

Emergency Contact

Appointment Reminders

**No promotional emails will be sent if you select email as a means of communication.

            Voicemail                 **Email                

Medical Communications

I authorize WDM Physical Therapy to contact me about my care via the following:



Age: Height: Weight:

Allergies Yes / No Dizzy Spells Yes / No MRSA Yes / No

Anemia Yes / No Yes / No Multiple Sclerosis Yes / No

Anxiety Yes / No Fibromyalgia Yes / No Muscular Disease Yes / No

Arthritis Yes / No Fractures Yes / No Osteoporosis Yes / No

Asthma Yes / No Gallbladder Problems Yes / No Parkinson's Yes / No

Yes / No Headaches Yes / No Rheumatoid Arthritis Yes / No

Cancer Yes / No Hearing Impairment Yes / No Seizures Yes / No

Yes / No Hepatitis Yes / No Smoking Yes / No

Yes / No High Cholesterol Yes / No Speech Problems Yes / No

Yes / No High/Low Blood Pressure Yes / No Strokes Yes / No

Yes / No HIV/AIDS Yes / No Thyroid Disease Yes / No

Yes / No Incontinence Yes / No Tuberculosis Yes / No

Depression Yes / No Kidney Problems Yes / No Vison Problems Yes / No

Diabetes Yes / No Metal Implants Yes / No

Date:

Circle any recent tests performed: X-Ray / MRI / CT Scan / Bone Scan / Pet Scan

Since the initial onset, are your symptoms: Better          Worse         Same

Body area of main complaint(if applicable):

Have you ever had these symptoms before?

Rate your pain on a scale of 0 to 10(0 = no pain, 10 = severe pain):

Have you ever received Physical Therapy for this condition before?

Circulation Problems

Currently Pregnant 

Emphysema/Bronchitis

If you answered yes to any of the above, please explain:

Are you currently taking medication?   No / Yes -(Please list name, dosage, and purpose)

Do you have any allergies? No / Yes - (If yes please explain) 

Do you have a history or currently have any of the following?

Autoimmune Disorder

Chemical Dependency

Cardiac Pacemaker

Cardiac Condition

Please list all of your surgeries, including date(s):

Is there anything else you would like to tell us about your condition? 

Patient Signature:



INSURANCE

West Des Moines Physical Therapy accepts Medicare, Medicaid and most major

insurance care contracts including Wellmark BC/BS of Iowa and UnitedHealthcare. By

signing this form you authorize West Des Moines Physical Therapy to submit claims to

and directly receive payment from the insurance company as provided by the patient.

Understand that an insurance company has the right to deny claims, thus leaving

financial responsibility on the patient.

I have read and understand the above policies and agree with them. I also authorize

West Des Moines Physical Therapy to exchange relevant medical information to my

physician, insurance company, and anyone else involved in the patient’s medical care by

any means necessary.

Signature _____________________________________Date:_________________

Consent for Treatment

I authorize and give my consent to West Des Moines Physical Therapy to Provide me with 

physical therapy services deemed appropriate and medically necessary by my physical 

therapist.

Financial Policy

Consent for Treatment Form

West Des Moines Physical Therapy

Co-Payments are due at the time of services provided, and are determined by your 

current insurance plan.

Patient balance is due at time of services, unless other arrangements have been 

made.

WDM Physical Therapy accepts cash, checks, Visa, MasterCard and Discover.

Thank you for choosing West Des Moines Physical Therapy for your rehabilitation needs. We 

aim to serve our patients with the most superior care, as well as give our patients a clear 

understanding of their insurance and financial obligations. 



HIPAA PRIVACY NOTICE 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

Uses and Disclosures West Des Moines Physical Therapy will use your protected health information (PHI) for the purposes of 
treatment, payment and health care operations. 
Treatment includes the disclosure of health information to other providers who have referred you for services or are involved in 
your care.  This may include doctors, nurses, technicians and other physical therapists.   For example, we may feel that a stroke 
patient we are treating would benefit from an evaluation by a speech-language pathologist to address a swallowing difficulty.  The 
health information we share with the speech-language pathologist would be considered a treatment related disclosure. 
Payment includes the disclosure of health information to your insurance company, including Medicare and Medicaid, so payment 
can be obtained for services rendered.  Your insurance company may make a request to review your medical record to determine 
that your care was necessary.  
Health Care Operations includes the utilization of your records to monitor the quality of care being given at our facility or for 
business planning activities. 
Other Special Uses Our practice may use your PHI to send you an appointment reminder and to inform you of our other health-
related products and services. 
Uses and Disclosures Required by Law   
The federal health information privacy regulations either permit or require us to use or disclose your PHI in the following ways:  we 
may share some of your PHI with a family member or friend involved in your care if you do not object, we may use your PHI in an 
emergency situation when you may not be able to express yourself, and we may use or disclose your PHI for research purposes if we 
are provided with very specific assurances that your privacy will be protected.  We may also disclose your PHI when we are required 
to do so by law, for example by court order or subpoena.  Disclosures to health oversight agencies are sometimes required by law to 
report certain diseases or adverse drug reactions.  We may use and disclose health information about you to avert a serious threat 
to your health or safety or the health or safety of the public or others.  If you are in the Armed Forces, we may release health 
information about you when it is determined to be necessary by the appropriate military command authorities.  We may also 
release information about you for workers’ compensation or other similar programs that provide benefits for work-related injury or 
illness. Use of PHI for marketing purposes, the sale of PHI and all other uses and disclosures not included in this statement require a 
separate authorization that is purpose specific. 
 

Your Privacy Rights 
Restrictions You have the right to request restrictions on how your PHI is used, however, we are not required to agree with your 
request.  If we do agree, we must abide by your request. You have the right to request a restriction on PHI disclosures to your health 
plan if the disclosure is purely for carrying out payment or health care operations and the requested restriction is for services paid 
out-of-pocket. 
Confidential Communications You have the right to request confidential communication from us at a location of your choosing. This 
request must be in writing. 
Access to PHI You have the right to request a copy of your medical record.  You must make this request in writing and we may 
charge a fee to cover the costs of copying and mailing. 
Amendments You have the right to request an amendment be made to your PHI, if you disagree with what it says about you.  This 
request must be made in writing.  If we disagree with you, we are not required to make the change.  You do have the right to submit 
a written statement about why you disagree that will become part of your record.  We may not amend parts of your medical record 
that we did not create. 
Accounting of Disclosures After April 14, 2003, you have the right to request an accounting of the disclosures made in the previous 
six years.  These disclosures will not include those made for treatment, payment, or health care operations or for which we have 
obtained authorization. 
Complaints If you feel that your privacy rights have been violated, you have the right to make a complaint to us by contacting our 
privacy officer without fear of retaliation.  Your complaint should contain enough specific information so that we may adequately 
investigate and respond to your concerns.  If you are not satisfied with our response, you may complain directly to the Secretary of 
Health and Human Services. 
Our Duty to Protect Your Privacy 
This Notice was published and will take effect on April 14, 2003. We are required to notify you if at any time there is a breach in your 
unsecured PHI that jeopardizes any portion of your personal information. We are required to comply with the federal health 
information privacy regulations by maintaining the privacy of your PHI.  These rules require us to provide you with this document, 
our Notice of Privacy Practices.  We reserve the right to update this notice if required by law.  If we do update this notice at any time 
in the future, you will receive a revised notice when you next seek treatment from us. You may request a copy of this notice at any 
time in person, by telephone, or electronically on our website at www.wdmpt.com/forms/WDMPT-hipaa_patientsrights.doc. 

 
______________________________________     _________________________________________    ______________ 
Printed Name        Signature               Date 
 

West Des Moines Physical Therapy and Sports Rehabilitation, PLLC     ®     3701 E.P. True Parkway, Suite 300     ®     West Des Moines, IA 50265 

 


