
Patient History Form  

Date: _____________ 

Name: _______________________________________________  Date of Birth:_________  Age:______  

Address: _____________________________________________________________________________________  

Email: ___________________________________________________Physician: ___________________________ 

Phone: (work) ___________________________________(cell)______________________________________ 

In the event of an emergency contact: __________________ contact number: __________________________ 

Circle any of the following that applies to you:  
high blood pressure 

heart disease 

osteoporosis 

diabetes 

breathing problems  

cancer 

currently pregnant 

history of seizures 

arthritis – osteo or rheum?  

thyroid condition 

skin sensitivity  

mental/nervous disorders  

falls 

infectious disease 

circulation disease 

dizziness 

vision problems 

intestinal disorders  

paralysis/stroke  

headaches 

balance problems  

other: _____________________________________________________________________________________ 

allergies (please list) __________________________________________________________________________ 

___________________________________________________________________________________________ 

Do you have any disease or infection that can be transmitted through bodily fluids? Yes or No 

Do you have clotting disorders? Yes or No 

Are you on blood thinners? Yes or No 

Have you had a motor vehicle accident or other trauma? Yes or No 

Was there immediate pain or delayed pain? (circle one) 

Did you have loss of consciousness? Yes or No 

Past surgeries:__________________________________________________________ 
_____________________________________________________________________  

Do you have any popping or clicking? Yes or No. Where? ______________________  

Is the popping/ clicking accompanied by pain? Yes or No 

Do you have headaches? Yes or No 

Where? ___________ How often? ___________  

Do you experience discomfort when you cough or sneeze? Yes or No 

Have you had any recent change in your bowel or bladder habits? Yes or No 

Have you had any recent change in your weight (greater than ten pounds)? Yes or No 

Does your discomfort ever wake you at night? Yes or No 

Overall are your symptoms improving the same or worsening? (circle one) 

What medicines are you taking? 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Have you had any tests for your present condition? (please list)  

_____________________________________________________________________________________________ 



Patient History Form (page 2) 

Name: _______________________________________     Date: _________ 

 

Describe your problem and how it started? 

_____________________________________________________________________________________________ 

Date of onset or injury:____________ Did symptoms start suddenly or gradually? Yes or No 

Prior to the current problem were you free of discomfort where you have it now? Yes or No  

If No, what treatments have you tried and what were the results?  

_____________________________________________________________________________________________ 

Is your discomfort constant or do you have times that are pain free? (circle one)  

Pain (or other symptom) worst in morning midday evening night? (circle one)  

Pain (or other symptom) least in morning midday evening night? (circle one)  

What activities or positions aggravate your symptoms?  

_____________________________________________________________________________________________ 

What activities or positions relieve your symptoms?  

_____________________________________________________________________________________________ 

Draw on the figures 
where you feel your 
pain, numbness, or 
tingling. 

Also, indicate a 
number on a scale 
(0-10) next to the 
area of pain. 0 is no 
pain. 



Patient History Form page 3  
Name: _________________          Date: _________ 

Exercise History: 

Do you currently exercise? Yes or No 

What do you do for exercise?  

_____________________________________________________________________________________________ 

How often? __________________________ 

Distance? ___________________________ 

Do you have a certain type of shoe? _______________ Orthotics?______________________ 

What is your goal for exercise/ training? ___________________________________________________  

Do you follow a certain training program?___________________________________________________  

Do you have a particular trainer? __________________________________________________________  

Do you participate in any races or other competitions? Please explain (include distances and how often):  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Are there any activities or recreations that you would like to return to? 

____________________________________________________________________________________________ 

When was the last time that you did this activity or recreation? __________________________________ 



RELEASE OF INFORMATION 
Sheherezad Dubash, DPT is authorized to release any medical information needed to process applications for 
financial coverage for services rendered during the visits of the patient named below.  

This information may be released to third party payers and other’s assisting Sheherezad Dubash, DPT in 
obtaining payment including billing, coding and collection agents and to its attorneys and consultants or to 
any employer as necessary to secure payment.  

I/we further authorize Sheherezad Dubash, DPT to release medical records/information to his/her referring 
physician.  

PERSONAL VALUABLES 
Sheherezad Dubash, DPT will not be liable for loss or damage to money, jewelry, documents or articles of 
value while the patient is present on its premises.  

ASSIGNMENT OF INSURANCE BENEFITS 
Medical treatment has or will be provided to the patient named below. I/we assign, transfer and convey to 
Sheherezad Dubash, DPT all of my/our rights, title and interest to all of the medical insurance benefits to 
which I/we may be entitled according to my/our insurance policies with the companies noted to the extent 
necessary to provide for payment of the patient’s bill.  

HIPAA ACKNOWLEDGEMENT 
I/we hereby acknowledge that I/we have received a copy of the Notice of Privacy Practices as required by 
the federal Health Insurance Portability and Accountability Act (HIPAA). 

HIPAA PRIVACY NOTICE 
This notice describes how medical information about you maybe used and disclosed and how you can 
obtain access to this information. Please review it carefully. 
Introduction: We are required by law to maintain the privacy of “protected health information.” “Protected 
Health Information” includes any identifiable information that we obtain from you or others that relates to 
your physical or mental health, the healthcare you have received, or payment for your healthcare. 

As required by law, this notice provides you with information about your rights and our legal duties and 
privacy practices with respect to the privacy of protected health information. This noticed also discusses the 
uses and dis-closures we will make of your protected health information. 

We may change the terms of our notice at anytime. The new noticed will be effective for all protected 
health information that we maintain at the time. We will provide you with any Revised Notice of Privacy 
Practices at the time of your next appointment.  

Permitted Uses and Disclosures: As provided by law, we can use or disclose your protected health 
information for purposes of treatment, payment and healthcare operations. If you refuse to consent, we do 
not have to provide you with non-emergency care. 

Treatment means the provision, coordination or management of your health care, including consultations 
between healthcare providers regarding your care and referrals or healthcare from one healthcare provider 
to another. For example, your protected health information may be provided to a physician who referred 
you to our practice to ensure that the physician has all of your medically necessary information. 

Payment means activities we undertake to obtain reimbursement for the health care provided to you, 
including determination of eligibility and coverage and utilization review activities. For example, prior to 



providing healthcare services, we may need to provide to your insurance company information about your 
medical condition to determine whether the proposed course of treatment will be covered. When we 
subsequently bill the insurance company for the services rendered to you, we can provide the insurance 
company with information regarding your care if necessary to obtain payment. 

Health care operations means of support functions of our practice related to treatment and payment, so 
just quality assurance activities, case management, receiving and responding to patient complaints, 
physician reviews, compliance programs, audits, business planning, development, management and 
administrative activities. For example, we may use your medical information to evaluate the performance of 
our staff when caring for you. We may also combine medical information about patients to decide what 
additional services we should offer, what services are not needed, and whether certain new treatments are 
effective. 

OTHER USEDS AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
We may contact you to provide appointment reminders or information about treatment alternatives or other 
health related benefits and services that may be of interest to you.  

When we determine, in our professional judgment, that it is in your best interest, we may disclose your 
protected health information to your family or friends when they are involved in your care or the payment 
of your care. We will only disclose the protected health information directly relevant to their involvement in 
your care or payment. 

We will allow your family and friends to act on your behalf to pick up filled prescriptions, medical supplies, 
X-rays and similar forms of protected health information, when we determine, in our professional judgment, 
that it is in your best interest to make such disclosure. 

We will share your protected health information with third-party “business associates” that perform various 
activities (e.g. Answering service) for the practice. Whenever an arrangement between our office and a 
business associate involve the use or disclosure of your protected health information, we will have a written 
contract that contains terms that will protect the privacy of your protected health information. 

We may use or disclose your protected health information in the following situations without your consent 
for authorization. These situations include: 

Required by law: We may use or disclose your protected health information to the extent that law requires 
the use of disclosure. The use of disclosure will be made in compliance with the law and will be limited to 
the relevant requirements of the law. You will be notified, as required by law, of any such uses or 
disclosures. 

Public health: We may disclose your protected health information for public health activities and purposes 
to a public health authority that is permitted by law to collect or receive the information. The disclosure 
will be made for the purpose of controlling disease, Injury or disability. We may also disclose your protected 
health information, if directed by the public health authority, to a foreign government agency that is 
collaborating with the public health authority. 

Communicable disease: we may disclose protected health information, If authorized by law, to a person 
who may have been exposed To a communicable disease or are may otherwise be at risk of contracting or 
spreading the disease or condition. 

Health oversight: we may disclose protected health information to a health oversight agency for activities 
authorized by law, such as audits, investigations and inspections. Oversight agencies seeking this information 



includes government agencies that oversee the healthcare system government benefit programs, other 
government regulatory program and civil right laws. 

Abuse or neglect: we may disclose your protected health information to a public health Authority that is 
authorized by law to receive reports of child abuse or neglect. In addition, we may disclose your protected 
health information if we believe that you have been a victim of abuse, neglect or domestic violence to the 
governmental entity or agency authorized to receive such information. In this case, the disclosure will be 
made consistent with the requirements of applicable federal and state laws.  

Food and drug administration: we may disclose your protected health information to a person or company 
required by the food and drug administration to report adverse events, product deficits or problems, 
biologic product deviations, track products to enable product recalls, make repairs or replacements, or to 
conduct post marketing surveillance as required. 

Legal proceedings: we may disclose protected health information in the course of any judicial or 
administrative proceeding in response to an order of a court or administrative tribunal (to the extent of such 
disclosure is expressly authorized), in certain conditions in response to a subpoena, discovery request, Or 
other lawful process. 

Law enforcement: we may also disclose protected health information, so long as applicable legal 
requirements are met, law enforcement purposes. These law enforcement purposes include: 1) legal 
processes and otherwise required by law, 2) Limited information request for identification and location 
purposes, 3) pertaining to victims of a crime, 4) suspicion that death has occurred as a result of criminal 
conduct, 5) in the event that a crime occurs on the premises of the practice and 6) medical emergency (not 
on practice’s premises) and it is likely that a crime has occurred. 

Military activity and national security: when the appropriate conditions apply, we may use or disclose 
protected health information of individuals who are Armed Forces personnel: 1) for activities deemed 
necessary by the appropriate military command authorities, 2) for the purpose of determination by the 
Department of Veterans Affairs of your eligibility for benefits, 3) to foreign military authority if you are a 
member of that foreign military service. We may also disclose your protected health information to 
authorize federal officials for conducting national security and intelligence activities, including for the 
provision of the protective services to the President or others legally authorized. 

Except for the general uses and disclosures described above, we will not use or disclose your protected 
health information for any other purpose unless you provide a written authorization. You have the right to 
revoke the authorization in reliance on your authorization. 

YOUR RIGHTS: 
1. You have the right to request restrictions on our uses and disclosures of protected health information for 

treatment, payment and healthcare operations. However, we are not required to agree to your request. 

2. You have the right to reasonably request to receive communications of protected health information by 
alternative means or alternative locations. 

3. You have the right to inspect and copy the protected health information contained in your medical and 
billing records and any other practice records used by us to make decisions about you.  

4. You have the right to request and receive a paper copy of this noticed from us.  

COMPLAINTS: 
You believe that your privacy rights have been violated, should immediately contact the office manager at 
our practice. We will not take action against you for filing a complaint. You may also file a complaint with 
the secretary of Health and Human Services. 



PATIENT CONTACT POLICY 
Sheherezad Dubash, DPT make contact the patient via email or phone in regarding to coordinating 
appointments, appointment reminders/ confirmations/ changes, or to discuss your treatment. Sheherezad 
Dubash, DPT may occasionally send out a newsletter with athletic training tips, partnership discounts, and 
health information. Your information will never be disclosed or shared, and cannot be under the law. 

ATTENDANCE AND CANCELLATION POLICY 
Sheherezad Dubash, PT to provide each patient with the highest quality of care while also attempting to 
accommodate your schedule to the greatest extent possible. You're consistent attendance of the planned 
treatment regimen is vital to Your full recovery. 

Last minute cancellations or no-shows decreased our ability to accommodate the scheduling needs of other 
patients and hinder your treatment plan. 

If you're unable to keep the scheduled appointment, we request that you notify our office at least 24 hours 
in advance of your scheduled appointment time by sending an email to truenorthptandyoga@gmail.com. If 
you do not attend a scheduled appointment and do not give at least 24-hour cancellation notice, you will be 
charged $100 dollar cancellation fee, Which must be settled before your next appointment. We will 
consider your appointment effectively canceled if you are more than 20 minutes late for your schedule 
time. 

All cancellations and no-shows will be documented and appropriately reported to your physician and 
insurance/third-party payer. Should you accumulate two or more cancellations or no shows, your therapist 
may refer you back to your physician before scheduling another appointment or may choose to discharge you 
from therapy and report this to your physician. 

DIRECT ACCESS ATTESTATION 
In New York, if you want to see a physical therapist without a doctor’s prescription you can choose to do 
that for up to 10 visits or thirty days, whichever comes first. If you would like to receive physical therapy 
services without a doctor choose one of the following options:  

I,_________________________, do not have a licensed doctor of medicine, chiropractor, dentist, podiatrist, 
or doctor of osteopathic medicine for my injury/condition that I am being evaluated and treated by.  

I,_________________________, choose direct access to physical therapy services and would like to forgo 
the right to have a licensed doctor of medicine, chiropractor, dentist, podiatrist, or doctor of osteopathic 
medicine informed of the initiation of physical therapy treatment.  

I,_________________________, choose direct access to physical therapy services and would like the 
following licensed doctor of  medicine, chiropractor, dentist, podiatrist, or doctor of osteopathic medicine 
informed of the initiation of physical therapy treatment. 

“Notice of Advice” as per the Office of the Professions of New York State Education Department: “At the 
beginning of physical therapy treatment without a referral, the physical therapist must advise the patient in 
writing the possibility that the treatment may not be covered by the patient’s healthcare plan or insurer 
without a referral from a physician, dentist, podiatrist, or nurse practitioner; and, treatment may be a 
covered expense if rendered with a referral” 

Signature: _______________________________   Name: ________________________________ 

Date:_____________________ 

mailto:truenorthptandyoga@gmail.com


CONDITIONS AND CONSENT FOR PHYSICAL THERAPY EVALUATION AND TREATMENT 
Informed consent for treatment: 
The term “informed consent” means that the potential risks, benefits and alternatives of physical therapy 
treatment have been explained to me. The therapist provides a wide range of services and I understand that 
I will receive information at the initial visit concerning the treatment options available for my condition.  

Treatment options for your condition may include, but are not limited to: range of motion, stretching, 
strengthening, motor re-training, balance exercise, soft tissue mobilization, joint mobilization, 
neurophysiological exercises, home exercises, trigger point release, electrical stimulation, posture and 
ergonomic education, self-treatment instruction, taping, neurological re-education.  

Potential benefits: Benefits may include an improvement in my symptoms and an increase in my ability to 
perform my daily activities and recreational activities. I may experience increased strength, awareness, 
flexibility and endurance in my movements. I may experience decreased pain and discomfort. I should gain a 
greater knowledge about managing my condition and the resources available to me.  

Potential risks: I understand that the most common risk is that I may experience an increase in my current 
level of pain or discomfort, or an aggravation of my existing injury. This discomfort, or any other symptom, 
is usually temporary: if it does not subside in 24 hours, I will contact my physical therapist.  

You have a right to decline any treatment option that is offered to you and alternatives will be discussed. I 
have been given the opportunity to ask questions about the evaluation and treatment options, or any other 
questions that I have.  

Alternatives: If I do not wish to participate in the therapy program. I will discuss my medical, surgical or 
pharmacological alternatives with my physician or primary care provider.  

I have read the above information and I consent to physical therapy treatment. By signing below, I 
acknowledge that I have read, understood and will abide by the conditions and policies noted on this 
consent form.  

I do hereby consent to such treatment by Sheherezad Dubash, DPT as may be dictated by prudent medical 
practice by my illness, injury or condition.  

Signature: _______________________________   Name: ________________________________ 

Date:_____________________ 



CONTACT INFORMATION 
For scheduling, billing, insurance or general information, email Sheherezad Dubash at 
truenorthptandyoga@gmail.com. Emails are usually answered within 24 hours. 

FEE SCHEDULE AND PAYMENT POLICY 
Initial one hour evaluation: $200 per session 
One hour follow up visits: $150 per session 
Out of network insurance reimbursement is available to those individuals whose policy qualifies. If you wish 
to apply our fee to your insurance policy, your benefits will be verified, and an agreement of the payment 
structure will be agreed upon prior to the commencement of service. You are solely responsible for payment 
for services and accept your insurance policies modes of operation.  

OUT-OF-NETWORK PROVIDER BILLING ENDORSEMENT AGREEMENT 
Sheherezad Dubash, DPT does not participate “in-network” with my health insurance company and is 
considered an out of network provider. Benefits very greatly I'm on plans. Sheherezad Dubash, DPT Will seek 
information from my health insurance company in advance as to whether insurance coverage exists for 
physical therapy treatment and the extent of coverage. 

I have been informed by Sheherezad Dubash DPT that they will be filing a claim to my health insurance 
company for physical therapy services. Furthermore, I have been informed that these treatments will be 
billed as “out-of-network” services. I, as the patient, an ultimately responsible for any and all outstanding 
amounts which are not reimbursed by my health insurance company, including coinsurance and deductibles.  

I understand that checks for the services will be made payable to the policyholder, i.e. Spouse, Guardian or 
patient. By checking the box below, I agree to endorse the back of affirmation check/ checks and include 
the words “pay to the order of Sheherezad Dubash, DPT” above my signature. I am also aware that I have 
the option of depositing the check or checks into my bank account and then writing a personal check to 
Sheherezad Dubash DPT for the exact amount originally written out to the insured. I also agree to present or 
mail these checks to Sheherezad Dubash DPT located at 34-41 29th Street, Apt 3 Astoria, NY 11106 
immediately after they are received from my health insurance company. When mailing or presenting these 
checks I will include the insurance companies explanation of benefits so that Sheherezad Dubash DPT can 
verify that my claims we're processed correctly. 

I understand that failure to do so Will result in a violation of this agreement and I,(the patient, not the 
insured), Will be billed and directly responsible for the entire original balance originally billed to the 
insurance company. 

CONSENT 
By selecting the box below, I've verify that I have read and agreed to all the provisions above and that the 
information I have provided is true and accurate. 

Print name:______________________________________________________________ 

Signature:________________________________________________________________ 

Date:_____________________________________ 
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