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HIPAA PATIENT CONSENT FORM 

 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), established a “Privacy Rule” to help insure that 
personal health care information is protected for privacy. The Privacy Rule was also created in order to provide a standard for 
certain health care providers to obtain their patients’ consent for uses and disclosures of health information, about the patient, 
used to carry out treatment, payment or health care operations. 
 
We respect the privacy of your medical records and will do all we can to secure and protect that privacy. We strive to always 
take reasonable precautions to protect your privacy. When it is appropriate or necessary, we provide the minimum amount of 
information needed regarding treatment, payment or health care operations, in order to provide health care that is in your best 
interest. 
 
We fully support your access to your personal medical records. At times we may need to disclose personal health information 
for purposes of treatment, payment or health care operations. In such situations your consent may not be required. 
 
You may refuse to consent to the use or disclosure of your personal health information, but this must be done in writing. Under 
HIPAA regulations, we have the right to refuse to treat you should you choose to refuse disclosure of your Personal Health 
Information. If you choose to give consent in this document, you may later revoke all or part of your consent. However, this will 
not affect actions that have already taken place relying upon this or any other previously signed consent.  
 
If you have any objections to this form, please ask to speak with our HIPAA compliance officer. You have the right to review our 
Privacy Notice (Compliance Assurance Notification to Our Patients), to request restrictions and revoke consent in writing. 
 
As a part of your treatment we may need to administer treatment in a group setting (i.e. a common treatment area or gym). In 
such situations, some of your personal health information may be disclosed. We will do our best to keep disclosures to a 
minimum.  
 

□  Please check here to refuse treatment in a group setting (treatment will be provided in a private room). 

 

CONSENT TO PRIVATE HEALTH INFORMATION DISCLOSURES 

 

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their private 
health information (PHI). The individual is also provided the right to request confidential communication, or that 
communications of PHI be made by alternate means, such as sending correspondence to the individual’s office instead of to 
their home.  
 
Please choose ONE contact method for each category. If you make more than one designation for any category, or do not make 
a designation, we will assume the more restrictive choice in order to guard your PHI. 

 
HOME TELEPHONE _______________________ 

□ Ok to leave messages with detailed information  □  Leave messages with name and callback number only 
WORK TELEPHONE ________________________ 

□ Ok to leave messages with detailed information  □  Leave messages with name and callback number only 
CELLULAR PHONE _________________________ 

□ Ok to leave messages with detailed information  □ Leave messages with name and callback number only 
WRITTEN COMMUNICATION 

□ Ok to mail to my home address □ Ok to mail to my work address □ Ok to fax to this number: _______________ 
 
If you would like to authorize El Dorado Physical Therapy to release your PHI to any other party, please specify here: 

Name     Relationship      Contact Method  
 
            
            

             
____________________________               
Print Name of Patient  
 
_____________________________                                          __________________  
Patient Signature (or Parent/Guardian if Patient is under 18)    Date   



Patient Name: Date: 

Patient Medical History 
 

 First Name:  Last Name:  Birth date: 

 Age: Gender:  M  /   F  Referring Physician: 

Date symptoms began 

(if unsure, date when you were first treated): 

 Describe any injuries/accidents that 

caused your symptoms: 

Do you currently have any open wounds, 

cuts or abrasions?(if so, where?) 

 

 

Please list any other treatment for these symptoms and the name of the treatment provider/physician 
[include surgery and imaging (CT, MRI, X-rays)]: 

 

Type of treatment/surgery/imaging Provider Date (approximate) 

   

   

   

   

    
Briefly describe your symptoms: 

 

 Yes No Comments 

Do you have metal anywhere in your body  
(pins/plates, pacemaker, artificial joints, etc)? 

   

Have you taken steroids or anti-coagulants for an extended 

period of time? 

   

Do you smoke?    

Do you exercise regularly?    Type:                               Frequency: 

Do your symptoms interfere with your ability to sleep at 

night? 

   

How many hours of sleep do you get at night? ______    

Have you used any natural remedies or alternative therapies 
(chiropractic, magnets, massage, acupuncture, etc)? 

   

Are you currently receiving/planning to apply for disability?    

Have you had any in-home healthcare in the last 6 months?   Home Health Agency: 

Do you have a medically related lawsuit pending?   Attorney: 

 
 



    

Please check any conditions you have currently or have had in the past: 

□ Allergies (list allergen and the type of reaction) :  

□ Joint Swelling/Pain 
List joints affected in the last 6 months: 

 
 

 

□ Morning stiffness 

 
Lasting how long? 

 

_____ Minutes _____ Hours 

□ Recent weight gain/loss 

 

Amount: ________ 
 
Circle one:   Gained     Lost 

□ Sensitivity or pain in hands 

and/or feet 

□ Increased susceptibility to 

infection 
□ Muscle 

tenderness/weakness 
□ Shortness of 

breath/wheezing 

□ Muscle spasm □ Tender/swollen glands □ Swollen legs or feet □ Urinary tract infection 

□ Osteoarthritis □ Rheumatoid arthritis □ Osteoporosis/Osteopenia □ Diabetes 

□ Stomach ulcers □ Cancer □ Leukemia  □ Easy bruising 

□ Circulation problems □ High blood pressure □ Irregular heartbeat □ Chest pain 

□ Jaundice □ Kidney disease □ Stroke □ Emphysema 

□ Epilepsy □ Asthma □ Difficulty breathing at night □ Night sweats 

□ Chronic Fatigue Syndrome □ Fibromyalgia □ General Fatigue □ Immune deficiency disorder 

□ Dizziness □ Headaches □ Nausea/Vomiting □ Loss of consciousness 
□ Depression □ Anxiety/Panic Attacks □ Abnormal hearing □ Abnormal vision 

□ Bladder/Bowel 

incontinence 
For women only: □ Currently Pregnant 

Due Date: ___ / ___ / _____ 

□ Endometriosis 

□ Other (please explain): 

 

 
 

Current Medications  
(List any medications you are taking. Include such items as aspirin, vitamins, laxatives, calcium, supplements, etc.) 

How well does this medication 
help your symptoms? 

Name of Medication Dosage  
 

How long have you taken this 
medication? 

Very 

Well 

Ok Not 

Well 

N/A 

       

       

       

       

       

       

       

       

Additional Comments: 

 
 
 
___________________________ 
Patient Signature                          
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