THANK YOU FOR CHOOSING

KORT PHYSIGAL THERAPY

We are thrilled you have chosen KORT to be your FCE provider! Your comprehensive evaluation
will be provided by a licensed therapist that is specially trained and certified in performing FCEs.
Your therapist will take measurements of your motion, strength, function and conditioning.

WHAT IS A FCE?

A Functional Capacity Evaluation (FCE) provides a comprehensive evaluation that measures
strength, endurance, physical demand level and positional tolerances. The FCE is an important
tool used to assist employers, physicians, insurance companies, attorneys, case managers and
vocational consultants to determine safe, functional levels for an individual to either return to work
or to establish functional ability.

THINGS YOU NEED TO KNOW

» Be prepared to participate in the « If your job requires specific work attire
evaluation for 3-5 hours. (boots, tool belts, etc.), please bring

« Wear comfortable clothing with closed- those items with you.
toed shoes. » Follow your regular medication routine

as prescribed.

PLEASE BRING THE FOLLOWING:

1. Your completed paperwork 3. Aphoto I.D.
2. Any information from your referring 4. Your insurance cards
Doctor ( if you have one)
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KORT New Patient Information KORT

The Best In Rehab.

Patient Name: E-Mail Address:
Address: City/State/Zip:

Date of Birth: / / Age: Sex: Social Security Number: - -
Marital Status: Home Phone: Cell phone:
Employer/School: Occupation:

Employer Address: Work Phone Number:
Spouse (or parent, if minor): Phone Number:

Spouse or Parent Employer: Address:

Contact person outside of home: Phone No.:
Referring Physician: Primary Care Physician:
If Minor Child, name of Guarantor: Relationship:

Address if different thanabove:

Onset Date (injury, accident, or recentdatesymptomsstarted): / / did you have Surgery? DYDN Date: / /

Was this injury the result of a Motor Vehicle Accident?|:| Work related injury |:| (if Yes please provide injury date above)

W/C or MVA Insurance Company Adjuster Name Claim #

Health Ins. Co. ID# Policy Holder

Would you like appointment reminders:DYDN: If yes, would you like them by: Phone [] Email O 1ext O
Howdid you hearaboutus? Family/Friend [ ]  TV/Radio[_] Referral[ ] Internet[ ] oOther []

BILLING DISCLOSURES TO INDIVIDUALS INVOLVED IN PATIENT’S CARE
There may be times when it is necessary for an individual directly involved in your care to call the facility to inquire about
your personal health information or billing information. Please take a few moments to complete this section.

I authorize KORT to disclose my health information that is directly related to my current treatment at KORT to the individual(s) listed

below for purposes of their role in my treatment or payment for the health services that I have received. Such persons involved in your care
may include spouses, children, blood relatives, roommates, boyfriends or girlfriends, domestic partners, neighbors and colleagues.

Name: Relationship:

Name: Relationship:

Signature: relationship to patient: self — guardian — other) Date:




KORT
Consent to Treatment: Authorization to Release Information: and Statement of Financial Responsibility

Revised 06/01/2018

Patient Name: Date: Acct#:

KORT appreciates the confidence you have shown in choosing us to provide for your rehabilitative needs. The service you
have elected to participate in implies a financial responsibility on your part. This responsibility obligates you to ensure
payment in full of your fees. As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf.
However, you are ultimately responsible for the payment of your bill.

You are responsible for payment of any co-payment at the time of service and for any deductible /coinsurance as determined
by your contract with your insurance carrier. Many insurance companies have additional stipulations that may affect your
coverage. You are responsible for any amount not covered by your insurer. If your insurance carrier denies any part of your
claim, or if you and your physician elect to continue therapy past your approved period, you will be responsible for your
account balance in full. If your account is not paid in full and is referred to a collection agency, any fees incurred in collecting
on your unpaid balance will be your responsibility. For your convenience, we accept cash, checks and most major credit
cards. Payment is expected by payment due date on your Monthly Patient Statement. Payments can be made at the center,
mailed to the address on your statement, or you may access our on-line bill payment option @ https://KORT.com once a
statement is received from the billing office, or by calling our customer service department at 1-855-716-6412.

I have read the above policy regarding my financial responsibility to KORT for providing rehabilitative services to the above
named patient or me. I certify that the information provided is, to the best of my knowledge, true and accurate. I authorize
my insurer to pay any benefits directly to KORT. Iagree to pay KORT the full and entire amount of all bills incurred by me
or the above named patient, if applicable, any amount due after payment has been made by my insurance carrier.

Patient Service Specialist Initials:
Signature: (relationship to patient: self — guardian — other: ) Date:
You agree that in order for us to collect any amounts you may owe, we may contact you by any telephone number associated
with your account, including wireless telephone numbers, which could result in charges to you. We may also contact you by
sending text messages or emails, using any email address you provide to us. Methods of contact may include using pre-
recorded/artificial voice messages and use of automatic dialing devices, as applicable.

Signature: (relationship to patient: self — guardian — other: ) Date:

You will receive calls and/or text messages that deliver autodialed or pre-recorded telemarketing messages from an
automatic telephone dialing system. You consent to receive such calls and/or texts at the telephone number associated with
your account. Your consent to receive such calls and/or text messages is not a condition of any purchase of a service or
product.

I/We have read this disclosure and agree that Provider, and/or their representative, may contact me/us as described above.

Signature: (relationship to patient: self — guardian — other: ) Date:

I acknowledge that the Notice of Privacy Practices and Notice for Federal Civil Rights is posted at the location in
which I am receiving treatment and that I have read and understand the notice. I further acknowledge that I have
the right to request a copy of the notice and one will be provided to me.

Signature: (relationship to patient: self - guardian - other: ) Date:
NSENT OF TREATMENT AND AUTHORIZATION TO RELEASE INFORMATION

I am aware of my diagnosis and voluntarily consent to have KORT, through its appropriate personnel, provide evaluation
and/or treatment as prescribed by my physician and/or recommended by my therapist. I understand the practice of physical,
speech, and occupational therapy is not an exact science, and I acknowledge that no guarantees have been given to me
regarding the successful completion or the results of the treatment provided. I understand that the treatment I receive from
KORT is limited to physical, speech, and/or occupational therapy services and that I shall seek treatment from other medical
professionals for all other issues I may experience. [ understand that I have the right to ask questions at any time during the
course of my care.

Signature: (relationship to patient: self - guardian - other: ) Date:

I further authorize KORT to release to appropriate agencies, any information acquired in the course of my or the above named
patient’s examination and treatment necessary to secure payment for services pﬁddeh

Signature: (relationship to patient: self - guardian - other: ) Date:



https://www.KORT.com

WORKSTRATEGIES

Keeping America on the Job!

Functional Capacity Evaluation Informed Consent

I understand, do hereby acknowledge:

Patient Signature: Date:

Signature of Witness: Date:

My consent to functional testing, (also known as a Functional Capacity Evaluation,
Physical Performance Evaluation or Work Capacity Evaluation) consisting of the
physical and functional testing measures as explained to me.

My understanding that a qualified examiner trained to administer the Functional
Testing will conduct the tests.

My understanding that the test results will be used to compare my current physicals
abilities with the physical demands associated with either my regular or modified
employment, activities of daily living, or any occupation.

My understanding that during and following the functional testing, I may experience
an increase in my symptoms.

My obligation to immediately inform the examiner of any pain, fatigue or
discomfort that I may experience during and immediately following the testing.

My understanding that participation in the test is voluntary and that I may interrupt
the testing at any time to ask questions, request further explanation or information
before continuing.

My understanding that I can stop or delay further testing if I so desire and that the
examiner upon observation of abnormal responses or safety concerns may terminate
testing.

My understanding that Select Medical Corporation or an authorized agent, is an
independent evaluating center and is not employed by the insurance company,
employer or any other facility. I authorize the above center to release any
information documented during the course of the evaluation to my insutrer and/ or
physician. The report will become the property of the insurance company and will
not be released to any third party unless specified by the referral source.

That I hereby release Select Medical Corporation, or its agents, officers and
employees from any liability with respect to any injury that I may suffer during the
administration of the Functional Capacity Evaluation, except where the injury is
caused by the negligence of the above entity, to it’s agent, officers and employees
acting within the scope if their duties.

© SelectMark 2007
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i Medical Screening Form

KORT

The Best In Rehab. Name: Date:
Please circle YES or NO In the past month, have you frequently been bothered by
Do You Have A History Of: SELF FAMILY feeling down, depressed or hopeless? .............. Yes[ONo[]
Diabetes? YesONo[ Yes[ONo[
High Blood Pressure? Yes[ONolD Yes[ONo[
Heart Attack? YesONoO YesONoO In the past month, have you frequently been bothered by
Heart Disease? YesONoO Yes[No[ having little interest in things or have you lost pleasure in
|-||gh Blood Cholesterol? YesDNoD YESDNOD doing things? ......................................................... Yes DNOD
Smoking? YesONo[ Yes[No[
Chest Pain? Yes[ONo[d Yes[ONo[] Do you have a problem with ... (check all that apply)
Dizziness/Fainting? YesONo[ [ Hearing [ Speech
Shortness of Breath? Yes[ONo[ - I
. [ vision [ communication
Ankle Swelling? YesONo[
Night Coughing? Yes[ONo[]
Stroke? YesONo[] Yes[No[] Do you regularly eXercise? ......ouveeerevevivernrenens Yes CONo[
Cancer? YesONo[l  YesONo[ Number of days per week?
Osteoporosis? Yes[ONoO YesONol Number of minutes per session?
Osteoarthritis? YesONoO YesONoO
Rheumatoid Arthritis? Yes[ONoD Yes[ONo[ What is your body weight? height?
Rheumatic Disease? YesONo Yes[ONo[
Alcohol Use? Yes[ONo[ ) . )
L Current number drinks/week? Please list any medicine allergies you may have:
Allergies? YesONo[
LType?
Asthma? Yes[ONo[
Always have inhaler with you? YesONo0 Are you allergic to Latex? Yes[INo[JAdhesives? Yes[ONo[]
Childhood Diseases? Yes[NoO
Falling? YesON
aling . . estiNoll Please list or provide a copy of the medications you are
“ Number of times in last year?
Headaches? YesONo[ currently taking: (Dosages not necessary)
Kidney Disease? Yes[ONo[d
Lung Disease? YesONo[
STDs? Yes[INo[ _
Seizures? Yes[INo[]
- 5
Pac'er’r'1aker/D'ef|br|IIator. Yes[NoL Please list any major surgeries in your past:
Assistive Device (e.g. cane)? YesONoO

In the Past 3 Months, Have You Experienced: -

Unexplained change in your health? Yes[ONo[
o If yes, please describe:

Explained illness or injury? Yes[ONo[] Other:
o If yes, please describe:

Unexplained weight change? YesONoO

Night sweats? Yes[ONo[] -
Fever? YesONo[

Numbness or tingling? YesONo[ -
Changes or difficulty with bowel? YesONoO

Changes or difficulty with bladder? Yes[ONo[]

Are you or could you be pregnant? .................. Yes 0 No[

Patient/Representative Signature: Therapist Signature:




The Best In Rehab. Name:

Medical Screening Form — Page 2

Date:

Please use the diagram below to indicate
where you feel symptoms right now.

Use the key below to indicate the different types of symptoms:

KEY: Pins & Needles = 0000000 Stabbing = ////////}]]
Burning = X3O0XX Deep Ache = ZZZ7Z777

Please mark your best (B), current (C), and worst (W)

level of pain or symptom on the following line:
B C W

o 1 2 3 4 5 6 7 8 9 10

(0 =none 210 = worst imaginable. Indicate level for each
with B, C, and W)

What makes your pain or symptom worse?

What makes your pain or symptom better?

Are your symptoms: (check one)
0O Getting worse [0 The same [ Improving

How are you able to sleep at night? (check one)
O Fine 0 Moderate Difficultyd Only with Medication

Do you have pain at night? Yes [JNo[]

When (date) did your problem begin?

Have you been treated for this before? Yes[ Nol
When? How?

PATIENT SPECIFIC FUNCTIONAL SCALE

Please list three (3) activities that you are having difficulty performing. Please rate your ability next to each activity

(0 = unable to perform = 10 = can perform normally)

1. Select one

o 1 2 3 4 5 6 7 8 9 10
2. Select one

o 1 2 3 4 5 6 7 8 9 10
3. Select one

o 1 2 3 4 5 6 7 8 9 10

Patient or Representative Signature:
Reviewer Signature/Initials:

Date:

Date:




Employment Information:

Employer:

Date of Hire:

Current work restrictions, if any:

Date of Injury:

Currently working? Yes[INo[] If No, last day of work:

Diagnosis:

Referring Physician:

Previous Treatment: (check all that apply)

Physical/Occupational Therapy Pain Program Biofeedback Chiropractor
Psychological Therapy Massage Therapy Other
Recent Investigations:
Date Results/Comments
X-Ray
CT Scan
MRI
EMG
Blood Test
Other
Home Environment:
Lives with: Spouse|__|Alone| _|Family Number of Children
Live In: Single Level | [Multi Level Home| [House | [Mobile Home| [Townhome| |Apartment




What do you estimate to be your tolerance to the following?

No
Reported
Limitation

Client's Estimate of Maximum Tolerance

Sitting

Static Standing

Dynamic Standing

Walking

Lifting

Carrying

Pushing

Pulling

Stairs

Ladders

Balancing

Bending/Stooping

Crouching/Squatting

Crawling

Twisting/Spinal Rotation

Above Shoulder Work

Low Level Work

Prolonged Neck
Positioning

Impact/Jarring

Fine Finger

Grasping-Light

Grasping-Medium

Pinching

Reaching Forward

Writing

Eye-Hand

Eye-Hand-Foot

Driving
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