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Institute of Physical Medicine & Sports Therapy Inc 
 

HIPAA NOTICE OF PRIVACY PRACTICES 
(Health Information Portability and Accountability Act) 

Effective April 14, 2003 
 

     We understand that health information about you and your health care is personal.  We are committed to protecting health 
information about you as required by law.  Many of you have already received detailed handouts from your health care providers 
and/or insurance carriers.  This notice will not restate what you have already read or seen on the news.  A copy of our HIPAA 
guidelines is available to you upon request. 
     Our billing department is forbidden to discuss your account information with any person other than yourself, unless you have 
given permission for your account information to be released to them. 
     When you call to ask questions about your account, you will be asked to identify yourself by supplying information such as 
your address, phone number, or the last four digits of you social security number. 
     Below is space for you to list any persons whom you will allow access to your account information.  Please list, sign and 
date this form where indicated.  IMS Physical Therapy will note this information in your account within 30 days of receipt. 
 
Thank you, 
IMS Physical Therapy  
________________________________________________________________________ 
________________________________________________________________________ 
 
I acknowledge that I have been permitted access to the HIPAA Notice of Privacy Practices and have a copy of this information 
either from IMS Physical Therapy or another health care provider. 
 
Signature_____________________________________________________Date_______________________ 
 

Payment Policy 
 

I hereby consent to such physical therapy procedures as may be rendered by Institute of Physical Medicine & Sports Therapy Inc. I 
hereby assign all medical benefits to include major medical insurance benefits to which I am entitled to Institute of Physical 
Medicine & Sports Therapy Inc.and assumption of all financial responsibility for the balance of charges not included in the 
insurance coverage.  A photocopy of this assignment is to be considered as valid as the original.  I, hereby authorize said assignee 
to release all information necessary, including medical records, to secure payment. 
1. All co-payments are due in full at time of service. Those without insurance must pay in full at time of service. 
2. A minimum of $35.00 will be charged per visit for patients whose deductibles have not been met. 
3. We will gladly bill your insurance company for you according to the services and procedure performed during your visits, 

however, please remember that it is your responsibility to know exactly what your insurance plan covers.  Some 
insurances have limits, either monetary or numerical, as to how much they will cover.  It is important to understand your 
individual plan. 

4. All payments become due and payable upon 30 days after final billing to insurance. 
5. We will be happy to work with you regarding payment arrangements on your account.  Any account left unpaid after 60 days 

may be referred for collection or legal proceedings. 

Cancellation and No-show Policy 
 
A 24 hour notice is required for all cancellations. There will be a $60.00 charge for all  “no-show” visits.  We understand 
emergencies do come up and certain circumstances may be excluded from the above requirement. Initials________ 
 
 
I have read and agree to all terms stated on pages 1-3. I certify to the best of my knowledge the 
included answers are true and correct. 
 
Print Name __________________________________________________________________________ 
 
Signature _____________________________________________ Date _________________________ 



Name_____________________________________________	  Date_________________	  

	  

	  	  	  	  	  Please	  list	  ALL	  prescriptions,	  over-‐the-‐counter	  herbals	  and	  vitamin/mineral/dietary	  
(nutritional)	  supplements	  AND	  each	  medication	  must	  contain	  the	  name,	  dosage,	  frequency,	  and	  
route	  of	  administration.	  	  

	  

Medication	  List	  

	  

Name	  	   	   	   Dosage	   Frequency	   Route	  of	  Administration	  
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W
e are interested in know

ing w
hether you are having any difficulty at all w

ith the activities listed below
 because of your low

er lim
b

Problem
 for w

hich you are currently seeking attention.  Please provide an answ
er for each activity. 

Today, do you or w
ould you have any difficulty at all w

ith: 

A
ctivities

Extrem
e

D
ifficulty or 
U

nable to 
Perform

 A
ctivity 

Q
uite a B

it 
of D

ifficulty 
M

oderate
D

ifficulty 
A

 Little B
it 

of
D

ifficulty 

N
o

D
ifficulty 

1 
Any of your usual w

ork, housew
ork, or school activities. 

0 
1 

2 
3 

4 
2 

Your usual hobbies, re creational or sporting activities. 
0 

1 
2 

3 
4 

3 
G

etting into or out of the bath. 
0 

1 
2 

3 
4 

4 
W

alking betw
een room

s. 
0 

1 
2 

3 
4 

5 
Putting on your shoes or socks. 

0 
1 

2 
3 

4 
6 

Squatting. 
0 

1 
2 

3 
4 

7 
Lifting an object, like a bag of groceries from

 the floor. 
0 

1 
2 

3 
4 

8 
Perform

ing light activities around your hom
e. 

0 
1 

2 
3 

4 
9 

Perform
ing heavy activities around your hom

e. 
0 

1 
2 

3 
4 

10 
G

etting into or out of a car. 
0 

1 
2 

3 
4 

11 
W

alking 2 blocks. 
0 

1 
2 

3 
4 

12 
W

alking a m
ile. 

0 
1 

2 
3 

4 
13 

G
oing up or dow

n 10 stairs (about 1 flight of stairs). 
0 

1 
2 

3 
4 

14 
Standing for 1 hour. 

0 
1 

2 
3 

4 
15 

Sitting for 1 hour. 
0 

1 
2 

3 
4 

16 
R

unning on even ground. 
0 

1 
2 

3 
4 

17 
R

unning on uneven ground. 
0 

1 
2 

3 
4 

18 
M

aking sharp turns w
hile running fast. 

0 
1 

2 
3 

4 
19 

H
opping. 

0 
1 

2 
3 

4 
20 

R
olling over in bed. 

0 
1 

2 
3 

4 
 

C
olum

n Totals: 
 

 
 

 
 

M
inim

um
 Level of D

etectable C
hange (90%

C
onfidence): 9 points 

SC
O

R
E: _____/ 80 

R
eprinted from

Binkley, J., Stratford,P., Lott, S., R
iddle, D

., & The N
orth Am

erican O
rthopaedic R

ehabilitation R
esearch N

etw
ork, The Low

er Extrem
ity

Functional Scale: Scale developm
ent, m

easurem
ent properties, and clinical application, Physical Therapy, 1999, 79, 4371-383, w

ith perm
ission of the 

Am
erican Physical Therapy Association.   

Please subm
it the sum

 of responses to A
C

N
.




