Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Patient Information
Name:
Date of Birth:
Address:
City:
Home #:
Employer Name:
Email:

State:

Female

Today’s Date:
Social Security #:
Apartment #:
Zip:
Cell #:
Work #:
Male

Physician Name:
Physician #:
Who may we thank for referring you?
Insurance Company Information
Insurance Company Name:
Workers’ Comp or Auto Accident
Personal Health Insurance
Claim #:
Subscriber Name:
Adjuster:
ID Number:
Adjuster #:
Group Number:
Attorney:
Ph:
Authorizations and Consent
I hereby request medical services by Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab
of Bridgeport. I understand that there may be risks involved with and alternatives to medical treatment proposed
by Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab of Bridgeport staff. I understand
that I always have the right to ask detailed questions about all aspects of my treatment. I consent to services
provided and rendered by the staff of Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab
of Bridgeport.
I have requested, as a courtesy to me, that my insurance company be billed for any/all services rendered to me
at Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab of Bridgeport. However, I understand
that I am personally responsible for payment of all bills for services. Except for an accepted Worker’s
Compensation claim. I understand that any returned checks will be subject to a twenty five dollar ($25) fee and
any returned check fees. I understand that in the event I fail to make any payment within the time period
provided in the billing statement, I will be responsible for all costs of collections, including an award of legal fees
incurred at retrial and on appeal. I have reviewed the above information and find it correct.
I authorize release of information in my medical records and history to the staff of TRG/TRC/TRB. I authorize
release of information in my medical records and history to my insurance company when required by the
insurance company to pay any medical bills incurred by me at TRG/TRC/TRB. I authorize release of medical
history, both verbally and in writing, to my physician when TRG/TRC/TRB staffs are working under referral.

Print Name

Signature

Date

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

New Patient Consent to the Use and Disclosure of Health Information
for Treatment, Payment or Healthcare Operations
I, _________________________________, understand that as part of my health care, Team Rehab of Gateway,
Team Rehab of Clackamas, and/or Team Rehab of Bridgeport, originates and maintains paper and/or electronic
records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any
plans for future care or treatment. I understand that this information serves as:






A basis for planning my care and treatment
A means of communication among the many health professionals who contribute to my care
A source of information for applying my diagnosis and surgical information to my bill
A means by which a third-party payer can verify that services billed were actually provided and
A tool for routine healthcare operation such as assessing quality and reviewing the competence of healthcare
professionals

I understand and have been provided with a Notice of Information Practices that provides a more complete
description of information uses and disclosures. I understand that I have the following rights and privileges:




The right to review the notice prior to signing this consent
The right to object to the use of my health information for directory purposes, and
The right to request restrictions as to how my health information may be used or disclosed to carry out treatment,
payment or health care operations.

I understand that Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab of Bridgeport, is not
required to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to
the extent that the organization has already taken action in reliance thereon. I also understand that by refusing
to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by Section
164.506 of the Code of Federal Regulations.
I further understand that Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab of Bridgeport
reserves the right to change their notice and practices and prior to implementation, in accordance with Section
164.520 of the Code of Federal Regulations. Should Team Rehab of Gateway, Team Rehab of Clackamas, and/or
Team Rehab of Bridgeport change their notice, they will send a copy of any revised notice to the address I’ve
provided (whether U.S. mail or, if I agree, email).
I wish to have the following restrictions to the use or disclosure of my health information:

I understand that as part of this organization’s treatment, payment, or health care operations, it may become
necessary to disclose my protected health information to another entity, and I consent to such disclosure for
these permitted uses, including disclosures via fax.
I fully understand and accept the terms of this consent.

Patient’s Signature

Date

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Irrevocable Medical Lien and Assignment of Right to Recovery
In consideration and exchange for not having to immediately pay a debt owed and in consideration for receiving
future care at or by Team Rehab of Gateway, Team Rehab of Clackamas, and/or Team Rehab of Bridgeport
(hereinafter “Clinic”), I, the undersigned, hereby assign and convey to the Clinic a legal and equitable interest in
any and all causes of action or rights of recovery I may have arising out of the certain accident or injury-producing
event which occurred on or about the _____ day of ______, 20____, to the full extent of the cost and treatment
provided or to be provided me by the Clinic.
I hereby authorize and direct my attorney(s) to hold in trust, and to pay directly to the Clinic such sums as may
be due and owing the Clinic for treatment and other professional services rendered me both by reason of this
accident and by reason of any other bills that are due the Clinic against any and all proceeds of any and all causes
of action, settlements, judgments or verdicts which may be paid to or through my attorney, or myself, as the
result of the injuries or conditions for which I have been treated by the Clinic.
I fully understand that I am directly and fully responsible to the clinic for all bills incurred for services rendered
me and that this agreement is made solely for the Clinic’s additional protection and in consideration for the
Clinic’s waiting for payment. I further understand that payment for services rendered by the Clinic is not
contingent on any settlement, judgment or verdict by which I may eventually recover. I am personally
responsible for my bills, regardless of the outcome of any legal claim or case.
I fully understand that if my attorney(s) does/do no protect the Clinic’s interest the Clinic may require me to
make payments on current basis. The Clinic may also bring a cause of action against my attorney(s) for failing to
honor this binding and irrevocable agreement between me and the Clinic.
I further understand and agree that the Clinic is not responsible for paying any of my attorney’s fees and the
Clinic does not agree to pay my attorney(s) any attorney fees for honoring this agreement between me and the
Clinic
“I HAVE READ AND FULLY UNDERSTAND THIS DOCUMENT, AND I AM VOLUNTARILY SIGNING THIS DOCUMENT.
I AM DIRECTING MY ATTORNEY(S) TO PROTECT THE CLINIC’S INTEREST AT TIME OF SETTLEMENT, AND I AM
ASSIGNING AND CONVEYING CERTAIN LEGAL RIGHTS OVER TO THE CLINIC. I ALSO KNOW I MAY NOT REVOKE
THIS AGREEMENT AT ANY TIME WITHOUT PRIOR WRITEN AUTHORIZATION FORM THE CLINIC. I UNDERSTAND
THAT, AMONG OTHER THINGS. THIS IS A BINDING AND ENFORCEABLE CONTRACT, ASSIGNMENT, AND LIEN.”

Patient Name

Patient Signature

Date

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Consent for Telephone and Email Appointment Reminders and Treatment Alternatives
Your therapist and members of the practice staff may need to use you name, address, phone number, email
address, and your clinical records to contact you with appointment reminders, and information about treatment
alternatives. If this contact is made by phone and you are not available, a message will be left on your answering
machine or with the person answering the phone. By signing this form, you are consenting for us to contact you
with these reminders and information and to leave messages on your answering machine or with individuals at
your home or place of employment.
Information that we use or enclose based on this consent may be subject to re-disclosure by anyone who has
access to the reminder or other information and may no longer be protected by federal privacy rules.
You have the right to refuse to give us your consent to use your telephone number and/or email address for
appointment reminders and treatment alternatives. If you choose to give your consent, you have the right to
revoke it, in writing, at any time in the future. If you refuse to give us this consent or revoke it in the future, it
will not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.
You may inspect or copy the information that we use to contact you to provide appointment reminders or
information about treatment alternatives at any time.
This consent is effective as of January 1, 2017. Unless you otherwise revoke it, this consent will expire one year
after the date on which you last received treatment or services from us.
☐By checking this box I am acknowledging that I have received a copy of this consent but DECLINE to give my
therapist and members of the practice staff consent to use my name, address, phone number, email address,
and my clinical records to contact me with appointment reminders, and information about treatment
alternatives.
☐By checking this box I CONSENT TO MY PHONE NUMBER AND/OR EMAIL ADDRESS BEING USED IN THE
MANNER DESCRIBED ABOVE. I AM ALSO ACKNOWLEDGING THAT I HAVE RECEIVED A COPY OF THIS CONSENT.

Print Name

Date

Patient (or Personal Representative) Signature

Authorized Provider Represenative

Personal Representative’s Name Printed

Personal Representative’s Authority

Preferred Telephone Number for this Purpose:
Preferred Email Address for this Purpose:

Home, Cell, or Work
Pesonal or Work

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Name:__________________________________________________________ Date:_____________________

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276
Motor Vehicle Accident History

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Current and Past Medical History
Name:

Date:

Age:
Sex: Male / Female
Height:
Weight:
The following questions will help the doctor evaluate your needs. Please complete both sides and be as
accurate as possible. All information is confidential.
Have you been treated by a chiropractor before? Y / N
If not injured, approximately when did your pain begin?_____________________________________________
Have you been treated for this same problem before: Y / N
If yes, Who treated you?_________________________________ When:_______________________________
Please describe how your symptoms started: _____________________________________________________
__________________________________________________________________________________________
Please indicate if you have any of the following symptoms
o Headaches
o Neck Pain
o Weakness
o Loss of sleep
o Numbness
o Chest Pain
o Fainting
o Loss of appetite
o Dizziness
o Back Pain
o Ear aches
o Hear Conditions
o Disorientation
o Hand pain
o Cold Sweats
o Other:_________
o Stiffness
o Leg Pain
o Sore Muscles
_______________
Are you able to perform the following after you pain began?
Indicated by using: N = Normal L= Limited D= Difficult P=Painful U=Unable to perform
o Coughing
o Bending Forward
o Turning Over (in bed)
o Sneezing
o Standing
o Lying on stomach
o Pushing
o Kneeling
o Lying on Back
o Balancing
o Pulling
o Sexual Activity
o Reaching
o Walking
o Dressing Yourself
o Other:
PAST MEDICAL HISTORY:
Do you take any medication on a regular basis? Y / N
If yes, please list with dosage:__________________________________________________________________
Have you had surgery? Y / N If Yes, please describe with dates:_____________________________________
__________________________________________________________________________________________
Do you have any permanent disabilities Y / N
Do you have any physical impairment that keep you from working or doing things you enjoy? Y / N
If yes, Please explain:_________________________________________________________________________
Have you ever been admitted into the hospital? Y / N If yes, for what and when? _______________________
Have you ever needed treatment in an emergency room and not been admitted? Y / N If yes what was your
condition?__________________________________________________________________________________
Have you had any injuries that required treatment form a medical professional? Y / N
If yes, Please explain:_________________________________________________________________________
Have you ever lost consciousness? Y / N
If yes, For how long?__________________________________
Was this a result of an injury? Y / N
Please Explain:_______________________________________
Have you had x-rays, MRI’s, or other scans in the last 2 years? Y / N What Body Part?___________________
If there is anything else you feel the doctor may need to be aware of please explain:______________________

Team Rehab of Gateway
10915 SE Stark St.
Portland OR 97216
Phone: 503-261-1120
Fax: 503-261-8936

Team Rehab of Clackamas
8810 SE Sunnybrook, #100
Clackamas, OR 97015
Phone: 503-607-2226
Fax: 503-659-2276

Team Rehab of Bridgeport
17400 SW Upper Boones Ferry Rd #280
Durham, OR 97224
Phone: 503-455-8663
Fax 503-430-1716

Name:_________________________ Date of Birth:______________ Age:_________ Date:_______________

Health Screening Form

I hereby certify that to the best of my knowledge, this person examined has no contraindication to
participate in a guided rehabilitation or fitness program.
Physician Signature:_______________________________________

Date:______________

