Patient Information
Welcome! Thank you for selecting our practice. In order to serve you properly, we will need the following
information. All information will be kept strictly confidential. (Please print clearly)
Patient Name
Street Address
State

City

(M/D/YR)

Date of Birth
Marital Status:

Zip/Postal Code

Single

Married

Divorced

Male
Separated

Female
Widowed

If Child, Parent/ Guardian's Name

Contact Information
Please check or fill in only the acceptable methods that Klein Integrative PT may use to contact you.
Klein Integrative PT can contact me by phone:

YES

NO

Home Phone # ______________________________
□
□
□

You may only leave name and number when you call.
You may leave a detailed message
Preferred contact

Cell Phone # ________________________________
□
□
□

You may only leave name and number when you call.
You may leave a detailed message
Preferred contact

Work Phone # ______________________________
□
□
□

You may only leave name and number when you call.
You may leave a detailed message
Preferred contact

Email Address ________________________________________
□
□
□

Appointment reminders and statement information only
Regarding my condition as necessary to inform me about my condition.
Preferred contact
Klein Integrative Physical Therapy

1712 Eye Street NW, Suite 305 ~ Washington DC 20006

In Case of emergency, please provide us with the name of the nearest relative not residing with you:
Name
Relationship

Phone

Insurance Carrier
Request for Klein Integrative Physical Therapy to file claims on your behalf:
Do you have an Rx?

Yes

No

Yes

No

(Rx is required for Medicare patients. Non Medicare Virginia patients only need Rx if they would like to file an insurance
claim.)

Insurance Carrier
Primary Insured Name
Primary Insured Date of Birth

Gender

Referring Physician
Address
Phone
Please provide all insurance cards to the office if you choose to have Klein Integrative PT submit your
claims.

I understand that payment is expected on the day of each treatment, with the exception of Worker's Compensation
insurance coverage. I am responsible for all charges, regardless of insurance coverage. I understand that Klein
Integrative Physical Therapy is not a Medicaid or Medicare Provider. I understand that Klein Integrative Physical
Therapy is an out-of-network provider and expects prompt payment of all bills when services are rendered.

Patient/ Guardian Signature

Date

We at Klein Integrative PT are happy to electronically submit claims on your behalf as a courtesy, however you as the
patient are responsible for ensuring that the insurance company properly processes your claims. We are unable to
guarantee that your insurance will reimburse you. We will also be happy to provide you with a detailed invoice for you to
submit to your insurance company for reimbursement. Please notify our office of any changes to your insurance by email
at admin@kleinipt.com. All changes must be submitted to Klein Integrative PT via email and please allow 2 weeks for the

Patient/ Guardian Signature

Date

VA Office Only: **All patients seen in our Virginia office must have a prescription from a physician covering the dates
of treatment. Insurance will NOT reimburse patients for visits that are not covered by a prescription.

Patient/ Guardian Signature

Date

Klein Integrative Physical Therapy 1712 Eye Street NW, Suite 305 ~ Washington DC 20006

Acknowledgement of Receipt of Privacy Practices
Name of Patient: __________________________________________

I hereby acknowledge that I have received a copy of this medical practice’s
Notice of Privacy Practices. I further acknowledge that a copy of the current
notice will be posted in the reception area and that I may request a copy of
any amended Notice of Privacy Practices at each appointment.

Signed: ______________________________ Date: _________________

Print Name: ___________________________ Phone: _______________

If signed by a guardian, please indicate the relationship to patient:

______________________________________

For Office Use Only:
Signed form received by: _______________________________________
Acknowledgement Refused: _____________________________________

Klein Integrative PT 1712 Eye Street NW, Suite 305 ~ Washington DC 20006

Cancellations and Missed Appointments
When you schedule an appointment with our practice, that time is reserved for you. When
you miss the appointment without calling to cancel within a reasonable amount of time,
your practitioner does not have the opportunity to offer that time to someone else in need
of services. Missed appointments can also interfere with your progress in treatment.
It is our policy that patients are responsible for all appointments that they have scheduled.
Patients who choose not to attend, or those who call to cancel their appointments at the last
minute are still responsible for these appointment times. Therefore the following policy
will apply:
•

24 HOURS/ 1 BUSINESS DAY NOTICE IS REQUIRED TO CANCEL
EACH ONE HOUR APPOINTMENT YOU HAVE SCHEDULED
(Example: 2 hours scheduled = 2 business days’ notice; 3 hours scheduled = 3
business days’ notice)

•

CANCELLATIONS MUST BE MADE BY PHONE OR EMAIL

•

ANY LATE CANCELLATIONS OR MISSED APPOINTMENTS WILL BE
CHARGED THE FULL AMOUNT OF THE REGULAR VISIT

Fees for missed appointments and/or late cancellations are expected at or before the
patient’s next scheduled appointment. Insurance does not cover these fees.
Clients can reschedule their appointment for the same date, if there is an available time,
without incurring the missed appointment fee.
Any patient who misses more than two appointments without sufficient notice of
cancellation during his/her course of treatment is subject to review and may be required
to pre-pay for scheduled sessions.
Clients can call to check if the therapist is running on time. If the therapist is late, the
patient will not lose any treatment time. When the client is late for the session, the client
incurs the loss of time and payment for the full session is expected.
Any exceptional circumstances will be submitted for review.

Patient/Guardian Signature ___________________________________ Date__________
Klein Integrative PT

1712 Eye Street NW, Suite 305 ~ Washington DC 20006

Patient's Rights and Responsibilities
Please Print Clearly:

My Name is _________________________________________________________
I, ___________________________________, am a responsible patient/client.
I have the following rights:
* The right for disclosure regarding costs.
* The right for disclosure regarding benefits.
* The right to make decisions regarding WHAT HAPPENS TO MY BODY or to
______________________________________ (client name if other than self).
* The right to question risk associated with any proposed treatment.
* The right to request expected benefits of any proposed treatment.
* The right to request a comparison of the benefits and risks possible both with and
without any proposed treatment.
* The right to request an explanation of reasonable alternatives to any proposed
treatment.
* The right to access care with Integrative Manual Therapy (IMT).
* The right to patient care of the highest quality.
* The right for a plan of continuity of care.
* The right to be involved in the goals of treatment and plan of care.

I, _______________________________________, am a responsible consumer.
I agree to the following:
* I will be responsible for financial reimbursement for all services rendered.
* I will recognize that I am responsible for disclosure of any and all information
considered pertinent by management and clinical associates.
* I will inform management and clinical associates in writing and in a timely manner
whenever I require any change in status regarding the above rights and privileges.

Signature of Client/Guardian____________________________________________
Date _____________________________

Klein Integrative PT

1712 Eye Street NW, Suite 305 ~ Washington DC 20006

Rights and Responsibilities of the Practice
Total Health Physical Therapy reserves the right to terminate a treatment session if any of the following
conditions are perceived to be present:
•
•
•

•
•

The patient is perceived to be experiencing physical distress, including but not limited to; respiratory or
cardiac distress, dizziness and/or mobility impairments.
The patient verbalizes experiencing any type of physical distress including cardiac or respiratory distress,
or any symptoms of anaphylaxis.
The patient feels that they are becoming emotionally overwhelmed and unable to tolerate treatment or if
the therapist perceives the patient to be experiencing an excessive increase in emotional response to
treatment.
The patient is unable to limit or control, within reason, their response to treatment and is inhibiting the
ability of other patients to have an appropriate treatment experience.
The patient is conducting themselves physically or verbally in a manner that the therapist perceives as
inappropriate or threatening. This includes but is not limited to; any unwanted physical contact, sexual
conversation outside the clinical context, or any conversation the therapist defines as derogatory or
inappropriate.

Klein Integrative Physical Therapy has determined that if any of the following conditions should take
place in the clinic or during treatment, the following actions will be taken:
•
•
•
•

If the patient is perceived to be experiencing physical distress, including but not limited to, respiratory,
cardiac, or anaphylaxis distress, vital signs will be taken, and emergency services will be called.
If the patient reports to be experiencing physical distress, including but not limited to, respiratory, cardiac,
or anaphylaxis distress, vital signs will be taken, and emergency services will be called.
If a patient reports they want to end their life or demonstrates an intention in any form for self-harm,
emergency services will be called.
If a patient continues to display inappropriate or threatening behavior to any staff person or fellow patient,
after having had these concerns addressed by the staff of Klein Integrative PT, the appropriate authorities
will be contacted, and the patient will be terminated permanently from treatment.

If a treatment session is terminated early, the patient is responsible for the full payment of the session.
Klein Integrative PT understands that each of our patients has unique circumstances. As physical
therapists, we are bound to a code of ethics to ensure that we provide care according to the
limitations of our state practice acts. We are not licensed or trained to provide medical or mental
health services and will call for appropriate services to best meet the needs of our patients.

Thank you for your support of our practice and practitioners. Our dedication is to meet each patient’s
needs and creating a safe environment for every person in the office.
Name: __________________________________ Date: _____________

Klein Integrative PT

1712 Eye Street NW, Suite 305 ~ Washington DC 20006

