
Medical History Form  Name: _______________________________________ 

Occupation_____________________________________ 

History of Injury 

1. How and when did the present injury occur?____________________________________________________
__________________________________________________________________________________________ 

2. What functional problems do you have with this condition? ________________________________________
__________________________________________________________________________________________ 

3. Where is the pain start (indicate of diagram)
4. Where did the pain spread (indicate on diagram)

5. How severe is your pain today? Please circle the number that you feel best applies (0=no pain, 10=severe pain)

 No Pain  0        1        2        3        4        5        6        7        8        9        10     Severe Pain 

6. What type of symptoms do you have?_____________________________________________________

Does it throb,_____ twinge, _____ burn,_____ give you numbness/ tingling? _______ 

7. What activities make your pain worse?___________________________________________
____________________________________________________________________________ 

8. What activities if any ease your pain? ____________________________________________
_____________________________________________________________________________ 

9. Did you undergo surgery? Yes No If yes, what was the date of surgery?____________ 

10. How long were you hospitalized? ________________________________________________________

11. Have you ever had this problem before? Yes No 
 Is it increasing in frequency Yes No 

 Is it increasing in severity Yes No 

 Is it changing in character Yes No 

 If yes, please describe_________________________

 ___________________________________________

 What did you do to resolve it? __________________

12. Have you had any falls in the past 12 months? If yes, have any
resulted in injury? 

__________________________________________________ 

__________________________________________________ 

TURN PAGE OVER TO COMPLETE BACK  



Medical History

1. Do you have high blood pressure? Yes No 

2. Do you have heart disease? Yes No 

3. Do you experience angina (chest pain)? Yes No 

4. Do you experience shortness of breath? Yes No 

5. Do you have lung disease? Yes No 

6. Do you experience heart burn or stomach upset? Yes No 

7. Have you experienced recent weight loss or gain? Yes No 

8. Do you have a thyroid condition? Yes No 

9. Do you have diabetes? Yes No 

10. Do you have low blood sugar? Yes No 

11. Do you have a history of cancer? Yes No 

12. Do you have osteoporosis? Yes No 

13. Do you have headaches of increasing frequency? Yes No 

14. Do you have unusual joint pain or swelling? Yes No 

15. Do you have a history of fractures? Yes No 

16. Do you have impaired vision? Yes No 

17. Do you have impaired hearing? Yes No 

18. Do you have a latex allergy? Yes No 

OB/GYN 

1. Have you had any complicated pregnancies? Yes No 

2. Do you have abnormal menstrual cycles? Yes No 

3. Have you had pelvic inflammatory disease? Yes No 

4. Are you currently pregnant? Yes No 

Please list all medications, dose and purpose 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Please list all prior surgeries and approximate dates 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 

Please indicate any diagnostic test you may have had for this problem 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 

Have you seen anyone else for your current problem? If so, please list 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

Patient Signature:________________________________________________ Date________________________ 

Therapist Signature:________________________________________________Date________________________ 



Consent to Treatment 

I understand that I have been referred for rehabilitative treatment to Boston University Physical 
Therapy Center and that the clinician, in conjunction with my referring physician, will prescribe 
an individual treatment program based on my diagnosis and goals.  I understand that I have the 
right to have any questions regarding my treatment answered by the clinician and have the right 
to refuse care.  I may also refuse care if provided by an affiliating student.   

Payment Policy 

• We will bill Medical, Worker’s Compensation, and/or Automobile Insurance for your
physical therapy visits.

• We aim for transparency and communication regarding the cost of your physical therapy
care. Please see and ask for your benefit quote for specific information regarding your
insurance benefits.

• You must provide us with complete details regarding your insurance information
including the name of insurer, member id and/or claim number, and of any insurance
changes during your care.  If this information is not complete, you will be responsible
for the cost of the visit.

• All copayments must be made at the time of visit. All deductible and coinsurance
balances must be paid at the visit after they are processed by your insurance company.

• After treatment is completed, account balances are due within 30 days of final claims
processing.

• We are sensitive to the financial needs our patients. Please communicate with clinical and
administrative staff if cost is a barrier to your care. We will work with you to create a
feasible payment arrangement.

• If you disagree with the way in which your insurance company has processed your
claims, we ask that you contact them directly. We are happy to answer any other
questions you have.

Consent to Payment Policy 
FURTHERMORE, I authorize all insurance payments to be released to Boston University 
Physical Center for services rendered and understand that any outstanding balance is my 
responsibility. 

Cancellation Policy 

Out of mutual respect for the time of our physical therapists, your time, and that of all of our 
patients, we ask that you provide us with at least 24 hour notice of appointment cancellations. 
After 3 no showed or cancelled without 24 hour notice visits, we reserve the right to bill $20.00 
for any additional missed appointments. 

Print:______________________________________________         Date:__________________ 

Signature:__________________________________________ 
(Parent or Guardian must sign if patient is under the age of 18 or a fax copy of the signature is acceptable.) 



The Modified Keele STarT Back Screening Tool 

Name: _________________________________    Date: _____________ 

Thinking about the last 2 weeks, mark your response to the following 
questions.

Disagree Agree 
0 1 

□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 

1 My current pain has spread to other body regions at some time in the last 2 weeks. 

2 I have had pain in other body regions other than my primary current pain. 

3 I have only walked short distances because of my current pain.

4 In the last 2 weeks, I have dressed more slowly than usual because of my current pain. 

5 I can't do all the things normal people do because it's too easy for me to get injured. 

6 I worry too much over something that really doesn't matter.

7 It's terrible, and I think it's never going to get any better.

8 Little interest or pleasure in doing things. □ □ 

9. Overall, how bothersome has your current pain been in the last 2 weeks?

Not at all Slightly Moderately Very much Extremely 

□ □ □ □ □ 
0 0 0 1 1 

Total score (all 9): __________________   Sub Score (Q5-9):______________ 

© Keele University 01/08/07   
Funded by Arthritis Research UK



Appointment Reminder Consent 

Complete this form and sign below to give your permission for BU Physical Therapy Center to 
provide automatic appointment reminders by email or by cell phone text message. If selected, the 
reminder will be sent 24 hours prior to your appointment. 

  Select One of the Following Appointment Reminder Options: 

o Email
BU Physical Therapy Center may send email messages to confirm my upcoming
appointments to
this address:

____________________________@____________ 

o Text
BU Physical Therapy Center may send cell phone text messages to confirm my
upcoming appointments to
this number:

(      )         - 
*Please recognize that normal text messaging rates may apply.

 If you would like text message reminders, please indicate your Cell Phone Carrier. 

o AT&T
o Boost Mobile
o MetroPCS
o Sprint PCS
o T Mobile
o Verizon
o Other   __________________________

Signature of Patient or Guardian 

Date 



Name: ___________________________________________      Date: _____________________ 

Medication List 
Please complete ONLY if you are insured by Medicare. 

Medication Name Dosage Frequency taken Route of 
Administration (how 
do you take it?) 



Notice of Patient Rights 

General Laws of Massachusetts (Massachusetts Outpatient Satellites) 
Chapter 111: Section 70E. Patients’ Bill of Rights. 

Every patient shall have the right: 

1. Upon request, to obtain from the facility in charge of his care the name and specialty, if any, of the physician or
other person responsible for his care or the coordination of her/his care;

2. To confidentiality of all records and communications to the extent provided by the law;
3. To have all reasonable requests responded to promptly and adequately within the capacity of the facility;
4. Upon request, to obtain an explanation as to the relationship, if any, of the facility to any other health care facility or

education institution in so far as said relationship relates to his care or treatment;
5. To obtain for a person designated by the facility a copy of any rules or regulations of the facility which apply to his

conduct as a patient or resident;
6. Upon request, to receive from a person designated by the facility any information which the facility has available

relative to financial assistance and free health care;
7. Upon request, to inspect his medical records and to receive a copy thereof in accordance with section seventy, and

the fee for said copy shall be determined by the rate of copying expenses, except that no fee shall be charged to any
applicant, beneficiary or individual representing said applicant or beneficiary for furnishing a medical record if the
record is requested for the purpose of supporting a claim or appeal under any provision of the Social Security Act or
federal or state financial needs-based benefit program, and the facility shall furnish a medical record requested
pursuant to a claim or appeal under any provision of the Social Security Act or any federal or state financial needs-
based benefit program within thirty days of the request; provided, however, that any person for whom no fee shall
be charged shall present reasonable documentation at the time of such records request that the purpose of said
request is to support a claim or appeal under any provision or the Social Security Act or any federal or state financial
needs-based benefit program;

8. To refuse to be examined, observed, or treated by students or any other facility staff without jeopardizing access to
psychiatric, psychological, or other medical care and attention;

9. To refuse to serve as a research subject and to refuse any care or examination when the primary purpose is
educational or informational rather than therapeutic;

10. To privacy during medical treatment or other rendering of care within the capacity of the facility;
11. To prompt life saving treatment in an emergency without discrimination on account of economic status or source of

payment and without delaying treatment for purposes of prior discussion of the source of payment unless such
delay can be imposed without material risk to his health, and this right shall also extend to those persons not already
patients or residents of a facility if said facility has a certified emergency care unit;

12. To informed consent to the extent provided by law;
13. Upon request to receive a copy of an itemized bill or other statement of charges submitted to any third party by the

facility for care of the patient or resident and to have a copy of said itemized bill or statement sent to the attending
physician of the patient or resident; and

14. If refused treatment because of economic status or the lack of a source of payment, to prompt and safe transfer to a
facility which agrees to receive and treat such patient. Said facility refusing to treat such patient shall be responsible
for: ascertaining that the patient by may be safely transferred; contacting a facility willing to treat such patient;
arranging the transportation; accompanying the patient with necessary and appropriate professional staff to assist in
the safety and comfort of the transfer, assure that the receiving facility assumes the necessary care promptly, and
provide pertinent medical information about the patient’s condition; and maintaining records of the foregoing.

15. To appropriate assessment and management of pain.
16. Upon request, to obtain an explanation as to the relationship, if any, of the physician to any other health care

facility or educational institution in so far as said relationship relates to his care or treatment, and such explanation



shall include  said physician’s ownership or financial interest, if any, in the facility or other health care facilities in so 
far as said ownership relates to the care or treatment of said patient or resident; 

17. Upon request to receive an itemized bill including third party reimbursements paid toward said bill, regardless of the
sources of payment; 

18. In the case of a patient suffering from any form of breast cancer, to complete information on alternative treatment
which are medically viable. 

19. Except in cases of emergency surgery, at least ten days before a physician operates on a patient to insert a breast
implant, the physician shall inform the patient of the disadvantages and risks associated with breast implantation. 
The information shall include, but not be limited to, the standardized written summary provided by the department. 
The patient shall sign a statement provided by the department acknowledging the receipt of said standardized 
written summary. Nothing herein shall be construed as causing any liability of the department due to any action or 
omission by said department relative to the information provided pursuant to this paragraph. 

20. Every maternity patient, at the time of pre-admission, shall receive complete information from an admitting hospital
on its annual rate of primary caesarian sections, annual rate of repeat caesarian section, annual rate of total 
caesarian sections, annual percentage of women who have had a caesarian section who have had a subsequent 
successful vaginal birth, annual percentage of deliveries in birthing rooms labor-delivery-recovery-postpartum 
rooms, annual percentage of deliveries by certified nurse-midwives, annual percentage which are continuously 
externally monitored only, annual percentage which were continuously internally monitored only, annual 
percentage which were monitored both internally and externally, annual percentage utilizing intravenous, 
inductions, augmentations, forceps, episiotomies, spinals, epidurals and general anesthesia, and its annual 
percentage of women breast-feeing upon discharge from said hospital. 

21. A facility shall require all persons including students, who examine, observe or treat a patient or resident of such
facility to wear an identification badge which readily discloses the first name, licensure status, if any, and staff 
position of the person so examining, observing or treating a patient or resident. 

22. Any person whose rights under this section are violated may bring, in addition to any other action allowed by law or
regulation, a civil action under sections sixty B to sixty E, inclusive, of chapter two hundred and thirty-one. Any 
person may file a complaint with the Massachusetts Department of Health Care Quality, 617-753-8000 or 800-462-
5542 

23. No provision of this section relating to confidentiality of records shall be construed to prevent any third party
reimburse from inspecting and copying, in the ordinary course of determining eligibility for or entitlement to 
benefits, any and all records relating to diagnosis, treatment, or other services provided to any person, including a 
minor or incompetent, for which coverage, benefit or reimbursement is claimed, so long as the policy or certificate 
under which the claim is made provides that such access to such records is permitted. No provision of this section 
relating to confidentiality of records shall be construed to prevent access to any such records in connection with any 
peer review or utilization review procedures applied and implemented in good faith. 

24. No provision herein shall apply to any institution operated by and for persons who rely exclusively upon treatment
by spiritual means through prayer for healing, in accordance with the creed or tenets of a church or religious 
denomination, or patients whose religious beliefs limit the forms and qualities of treatment to which they may 
submit. 

25. No provision herein shall be construed as limiting any other right or remedies previously existing at law.

I certify I have received the Patients’ Bill of Rights 

___________________________________________  ___________________ 

Signature  Date 
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Notice of Privacy Practices
BOSTON UNIVERSITY REHABILITATION SERVICES

Effective April 10, 2017

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.

1.   OUR RECORD OF YOUR HEALTH INFORMATION

Each time you receive services, a record of your visit is made. This record may describe your condition, diagnoses, treatments and/or a plan for future 
care. Health information such as test results, medications and information obtained by your provider will be recorded.  

2. WHEN WE NEED YOUR WRITTEN PERMISSION TO USE AND DISCLOSE YOUR HEALTH INFORMATION 

      We must obtain your written authorization for uses and disclosures of your health information, except as described below in this Notice. 
We must, for example, obtain your written authorization for certain uses and disclosures involving the sale of your health information or for any use or 
disclosure of your health information for marketing purposes. 

3.   WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION FOR TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS 
WITHOUT YOUR WRITTEN AUTHORIZATION

We may use or disclose your health information without your written authorization for the purposes of treatment, payment and health care operations.  
Examples of such uses are as follows:  

Treatment – to provide, manage and coordinate your health care. Your treatment could also involve disclosing information to other providers such 
as a referring health care provider or other health care providers involved in your care for the purpose of providing you excellent, coordinated care; 
sending you appointment reminders; contacting you about your care and treatment choices, or telling you about services that may interest you.  

Payment – to obtain payment and determine health insurance eligibility. We may tell your health plan about treatment or services that may require 
its prior approval.  

Health Care Operations – to assess the quality of care we provide, to improve our services, to train our staff and students, and to manage our 
operations and services.  We may also use your health information without your written authorization to contact you for fundraising, but you have the 
right to opt out of receiving such communications. 

4.	 WE MAY BE PERMITTED OR REQUIRED TO USE OR DISCLOSE YOUR HEALTH INFORMATION WITHOUT YOUR WRITTEN 
AUTHORIZATION 

We are also permitted or required to use your health information or disclose your health information to others without your written authorization as 
follows: 

•	 To avert a serious threat to health or safety to you or to others.  
•	 Within BU Rehabilitation Services and to business associates as needed for assistance with our operations, subject to protections for your 

health information.
•	 For research preparation and research that has been granted a HIPAA waiver of authorization from the Institutional Review Board.
•	 Incidental to a use or disclosure otherwise permitted or required.
•	 If we are required by law to disclose your health information, such as when we have reason to suspect abuse or neglect of children, elders or 

disabled persons.  
•	 For public health activities, such as reporting infectious diseases to boards of health, births or deaths or reactions to vaccines or medical devices 

to the FDA.  
•	 For federal and state health oversight activities such as fraud investigations.  
•	 As authorized by and necessary to comply with workers’ compensation law or similar programs if you are injured or become ill at work.  
•	 In judicial or administrative proceedings, pursuant to, for example, a subpoena, court order, or other lawful process. 
•	 To coroners, medical examiners and funeral directors.
•	 To organ, eye or tissue donation programs involving decedents.  
•	 To law enforcement officials in limited circumstances.
•	 To the Secretary of Health and Human Services, if it conducts an investigation to determine our compliance with HIPAA. 
•	 For specialized government functions such as national security or intelligence inquiries.  
•	 To a correctional institution if you are an inmate.  
•	 Unless you object, to family and friends involved in your care if, in our professional judgment, it is in your interest for us to disclose information 

directly relevant to that person’s involvement with your care.
•	 Unless you object, to a family member, personal representative, or person responsible for your care in order to notify them of your location, 

general condition, or death.
•	 Unless you object, to public or private entities for disaster relief efforts. 
•	 Otherwise, as required or permitted by HIPAA and all other applicable laws. 
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We are also subject to state and federal laws that give special protection to certain types of health information, and we will comply with these laws if 
applicable. These laws relate to: 

•	 HIV/AIDS testing or test results, 
•	 Genetic testing and test results, 
•	 Information about sexually transmitted diseases,
•	 Substance abuse and rehabilitation treatment information, and  
•	 Sensitive information such as sexual assault counseling records or communications between you and a social worker, psychologist, psychiatrist, 

psychotherapist or licensed mental health nurse clinical specialist.  

5.	 YOUR RIGHT TO INSPECT AND RECEIVE COPIES OF YOUR HEALTH INFORMATION AND TO REQUEST THAT WE RELEASE YOUR 
HEALTH INFORMATION TO OTHERS.

You have the right to inspect and receive copies of your health information in our health records and to request that we release a copy of this health 
information to others. A modest fee may be charged. Please speak to your clinician if you have questions about making a request.  Your request may be 
denied in whole or in part when the following circumstances exist:

•	 Information compiled in anticipation of or use in a civil, criminal or administrative action or proceeding. 
•	 Health information created or obtained in the course of research, while the research is in progress.
•	 Health information that we obtained from someone other than a health care provider under a promise of confidentiality if the access requested 

would be reasonably likely to reveal the source of the information.
•	 Health information that is reasonably likely to endanger the life or physical safety of you or another person. 
•	 Health information by your personal representative if in our judgment such access is reasonably likely to cause substantial harm to you or anoth-

er person.

We retain our health records for 20 years from the date of final treatment.

6.	 YOUR ADDITIONAL RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the right to: 

•	 Receive a copy of their Notice of Privacy Practices upon request.
•	 Inspect and obtain a copy of your health record.
•	 Request, in writing, that we restrict how we use or disclose your health information. For example, you may request us not to disclose health 

information to a health plan for payment pertaining to items or services for which we have been paid in full by you or a person other than the 
health plan.

•	 Revoke, in writing, any authorization you have given to disclose your information; but we won’t be able to take back information we have already 
disclosed.  

•	 Request a confidential and/or alternate modes of communication. 
•	 Request in writing an amendment to the information in your health record. 
•	 Request in writing and receive an accounting of the disclosures we have made of your health information, except for disclosures to you, disclo-

sures you authorized, and disclosures that are permitted or required without your authorization.
•	 Make a complaint about our privacy practices.
•	 In the event of a breach of your unsecured protected health information, to receive notification of the breach.

7.	 OUR RESPONSIBILITIES  

We are required by law to:

•	 Maintain the privacy of your health information.  
•	 Provide you this Notice of your rights and our duties and our privacy practices. 
•	 Abide by the terms of our Notice of Privacy Practices as currently in effect.
•	 Notify you following a breach of your unsecured protected health information.  
•	 Notify you if we are unable to continue to comply with your restriction request.  

We reserve the right to change our privacy practices and this Notice and to make the new practices effective for all your health information including 
information we already have about you. The revised Notice will be posted on our website and made available at our treatment site. 

8.	 TO EXERCISE YOUR RIGHTS OR FILE A COMPLAINT 

If you have questions about this Notice, would like to exercise your rights, or wish to file a formal complaint regarding the privacy of your health informa-
tion, please contact: 

BU HIPAA Privacy Officer, at 617-358-3124 or via electronic 
mail to HIPAA@BU.EDU.  

If you believe your privacy rights have been violated, you may also file 
a complaint with the Secretary of the U.S. Department of Health and 
Human Services. The mailing address is:  

Centralized Case Management Operations, 
U.S. Department of Health and Human Services
200 Independence Avenue, S.W.
Room 509F HHH Bldg.
Washington, D.C. 20201

You will not be penalized or subject to retaliation for filing a complaint. 



Acknowledgement That Notice Of Privacy Practices Was Given

ACKNOWLEDGEMENT THAT NOTICE 
OF PRIVACY PRACTICES WAS GIVEN

1
—
1

BOSTON UNIVERSITY REHABILITATION SERVICES

PATIENT

Name (Last, First Middle) Date of Birth

Record Number

I was given a copy of the Notice of Privacy Practices that describes how my information is used and disclosed.

Signature of individual or representative Date(if representative, relation to patient)

ADMINISTRATIVE USE ONLY

If patient declines to sign, staff should document below:  
I provided the Notice of Privacy Practices to the patient or his/her Legally Authorized Representative on this date.

Signature DateTitle

Place completed form in Individual’s Medical Record.

Approved on 3/6/17
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