HBH Intake Form
Name: ____________________________DOB: ___________________Age:_______Sex: M/F
	Home Address: ___________________________
________________________________________
Phone Number: ___________________________
Email: __________________________________
	Allergies: ________________________________
________________________________________
Medications:_____________________________

	Diagnosis:________________________________
Injury:___________________________________
	Implants:________________________________
Pacemaker: ________ Mesh/hernia: ___________



DO YOU HAVE OR HAVE YOU EVER HAD:               CIRCLE AREA(S) OF PAIN:
[image: ]
	YES
	NO


Pain level: 0------------------5------------------10
	Arthritis
	
	

	Diabetes
	
	

	Aneurism
	
	

	Blood thinners 
	
	

	Cellulitis
	
	

	Chest pain
	
	

	Healing Fracture
	
	

	Hematoma
	
	

	Birth Defects
	
	

	High Blood Pressure
	
	

	Asthma or COPD
	
	

	Stroke
	
	

	Epilepsy/Seizures
	
	

	Open Wounds
	
	

	Osteomyelitis
	
	

	Osteoporosis
	
	

	Stroke
	
	

	Sutures
	
	

	Systemic or Localized Infections
	
	



	Please check any of the following that you are experiencing

	Difficulty swallowing
	Shortness of Breath
	Skin rash

	Difficulty speaking
	Depression
	Numbness

	Difficulty sleeping
	Stiffness
	Is there a possibility that you may be pregnant?

	Difficulty walking
	Dizziness
	

	Headaches
	Tingling
	



I certify that all of the above is true

Patient/Guardian Signature: ______________________________   Date: _______________________
[bookmark: _Hlk71031799]Release (RPT/MFR/CST):

It is the patient’s responsibility to provide pertinent health information and to inform the therapist of any changes. I understand payment is due at the time of treatment unless arrangements have been made otherwise. I also understand that I am responsible for payment if third party payment is not made.
I agree to give 24 hours’ notice of cancellation of appointment. If less than 24 hours’ notice is given, I agree that the therapist may charge for the time if unable to fill the appointment with another person. Cases of extreme emergencies are taken into consideration.
Fees and Schedule:  One session is for 1 to 2 hour (first session 2 hours) and each session is by appointment. You can call/text to schedule an appointment to Celeste: 810-285-0894; Jason: 810-285-4662. You can also email at info@healedbeyondhope.solutions or visit our website at www.healedbeyondhope.solutions to schedule appointments. Each session is $100-130/hour cash/check or credit card with a 3% convenience fee. 
Risks:  As these therapies intend to resolve the problem that the person is experiencing due to illness or injury, there are some risks that may arise during the session such as pain and discomfort during the process. It should be a therapeutic pain. This is normal. If therapy is not tolerated, please HALT your therapist. 
Confidentiality:  Under the Healthcare Insurance Portability and Accountability Act of 1996 (“HIPPA”), we are required to keep medical information of every individual be kept secure and shall not be disclosed to anyone. This allows the patient to have the right on how his or her information shall be used. By signing below, you give us permission to leave voice mail, or email/text patient information or pictures at the patients request. 
The records we acquire from you shall be used for managing health care by health care providers and will be used as reference for payment or reimbursement for services such as billing or collection. We may also use your information for the assessment and improvement of our activities and business operations. Research may also be done with patients’ medical documentation to validate such therapies.
I understand and agree that services provided by the therapist are provided pursuant to and in accordance with the laws of the State of Michigan governing therapy and that full and complete medical history disclosure is essential in providing such therapy. I agree to hold harmless, release and indemnify therapist and all its affiliates against all liability arising from the application of therapy. By signing this release, I hereby declare that I have provided therapist with all relevant information necessary for the proper application of therapy, and I expressly give my permission for the therapist to provide such therapy.
Patient/Legal Guardian Signature: _________________________________________
Date: ___________________
Name: _______________________________________________  Age:____________________
Falls:___________________________________________________________________________________________________________________________________________________________________________
MVA:__________________________________________________________________________________________________________________________________________________________________________
Traumas:________________________________________________________________________________________________________________________________________________________________________
Scars:__________________________________________________________________________________________________________________________________________________________________________
Goals:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Notes:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

image1.png




