New patient paperwork 2026



FIT

PHYSICAl THERAPY & WE!L | NESS
FHEY oAl IERAPY & WELLMNESS

Patient Name/Guardian Name Date

Private Insurance — “Forever Fit” will bill your primary insurance company for you. Before initiating physical
therapy services, treatments and procedures, we will verify your insurance benefits for you. Please note, while we take
reasonable action to obtain accurate coverage information from your insurance company, this is not a guarantee of payment.
It is your responsibility to know your benefits and follow your insurance company’s requirements. It is also your
responsibility (if a referral is required based on your insurance plan), to make sure that we have a current referral to
cover each visit. You will be responsible to pay all patient portions (co-pay, co-insurance, deductible) of treatment upfront at
the time of treatment unless other arrangements are made in advance. You will also be responsible for payment of all
non-covered services.

Medicare - “Forever Fit” will bill Medicare for you. In most cases, Medicare will pay 80% of charges and you will
be responsible for the remaining 20%. Please note, Medicare Part B has an annual deductible of $240 that you must pay
before they pay the 80%. If you have a secondary insurance company we will verify your benefit and bill the balance to

your secondary insurance.

Worker’s Compensation - “Forever Fit” will bill your workers compensation company for your claim. Please
note, if authorization of visits is required, we will NOT treat you without authorization from your adjuster unless you have
health insurance to cover any denied treatments OR you pay UPFRONT for your treatment. Authorization of visits is not a
guarantee of payment. If your treatment is denied, you will remain responsible for all charges.

_____Auto Insurance - “Forever Fit” will bill YOUR automobile insurance company for treatment resulting from any auto
accident regardless of fault, as required by Maryland state law. Auto insurance policies have limits of Personal Injury
Protection coverage and it is the insured’s responsibility to know those limits. Any charges beyond that limit are the
responsibility of the patient. It is “Forever Fit” ‘s policy to bill the patient’s medical insurance or to collect payment upfront
for any charges beyond PIP limits. If PIP checks are sent directly to you, the patient, you have 3 business days to turn
them over to “Forever Fit”.

Legal Suit - It is “Forever Fit” ’s policy not to wait for court settlement or adjudication for payment of
account balances. We will consider a legal letter of protection if all the following criteria are met:
1. The patient is not covered under health or auto insurance
2. The patient is awaiting settlement or adjudication and subsequent payment of damages from a related legal
case

3. An authorization and assignment form is signed by both patient and attorney PRIOR to initiating care
YOU WILL BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES NOT COVERED BY ANY SETTLEMENT

OR ADJUDICATION.

Delinquent Accounts - Payment of your balance is due in full 30 days from the date of invoice. Any accounts over 90
days old may be forwarded to a collections service/attorney. We reserve the right to pass any cost of recovering this
debt up to 30% of the amount due, including but not limited to, collection service fees, attorney fees and court costs

to the patient/guarantor.

_____ Missed Appointment Fee - We require notice by SPM the business day before a scheduled appointment is changed or
canceled. Any appointments canceled with notice less than SPM the business day before, or no-show appointments will be
charged a $50.00 fee, DUE AT THE TIME OF NEXT APPOINTMENT BEFORE TREATMENT. Please note, your
insurance company or worker's compensation company will NOT pay this fee.



Health Information Privacy and Protection Act Policy - by initializing here I am indicating that the formal
office HIPAA policy, also called Notice of Privacy Practices, was offered to me and I have been provided an
opportunity to review it. I am aware that [ am entitled to a copy of this notice and that I have the opportunity to review
it every three years upon my request.

Consent to Treatment and Waiver of Liability - I do hereby consent to such treatment by the authorized personnel
of Forever Fit Physical Therapy & Wellness, LLC as may be dictated by prudent medical practice for my illness, injury or
condition.

Signature of Patient/Guardian Date
Billing Policy, Release and Authorization

I authorize Forever Fit Physical Therapy & Wellness, LLC to bill my insurance company directly for all services provided
and I authorize payment of medical benefits directly to Forever Fit Physical Therapy & Wellness, LLC. I authorize Forever
Fit Physical Therapy & Wellness, LLC to release all information necessary to secure payment for such services. I understand
that I am responsible for all charges, whether or not paid by the insurance company, as well as any reasonable collection fees,
attorney fees or court costs associated with the recovery of this debt. I understand that some insurance companies require
pre-authorization for treatment or have reimbursement/visit limits on physical therapy treatment and that it is my
responsibility to know and meet those requirements.

*I hereby acknowledge that [ understand and have been informed of the reasons for the treatment, care and/or procedures
along with the expected benefit, risks, and possible consequences and to the maximum extent permitted by applicable law, I
do hereby, for myself, my heirs, executors, and administrators, waive, release and forever discharge Forever Fit Physical
Therapy & Wellness LLC and its personnel and employees from any and all claims, demands, actions, or causes of action
on account of any injury to me which may occur as a result of such treatment, care and procedures except for intentional
and/or negligent acts which solely and directly cause such injury by such personnel and/or employees.

I acknowledge that Forever Fit Physical Therapy & Wellness, LLC participates with CRISP, health information exchange
(“HIE”) to share my medical records with my other health care providers and for other limited reasons. I have the right to
limit how my medical information is shared. Forever Fit Physical Therapy & Wellness, LLC encourages you to read our
Notice of Privacy Practices and find more information about CRISP medical record sharing policies at www.crisphealth.org.

Signature of Patient/Guardian Date


http://www.crisphealth.org/

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand I have received access to Forever Fit Physical Therapy & Wellness's Privacy policy in person by paper or
anytime online at https://foreverfitptw.com/intake-forms/

I acknowledge that I have received a copy of the Notice of Privacy Practices of Forever Fit Physical Therapy &
Wellness and agree to the liability limitations explained therein.

AUTHORIZATION FOR RELEASE OF INFORMATION Authorization is not required for the Use or Disclosure of
Information Related to Treatment, Payment, Healthcare Operations or if Required by Law or Rules REQUIRED.

FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC (FFPTW) will only disclose the protected health
information you want disclosed. Check only one box to tell FFPTW the specific information you want disclosed/released:
If you would like records released for reason besides payment and treatment, please inform Patient Care coordinator and

you will be provided with Authorization form

Choose one.

[CJ Do NOT release any information other than for treatment or payment (skip #’s 3, 4, and 5)
[J Limited information (complete ALL Sections)
[J ALL records regarding my care at FFPTW to any requesting party (skip 3 and 4)

Release of Limited Information
Complete only if you selected “limited information or ALL records”. Please initial all that apply:

Choose as many as you like.

[J Information we may release
[J Person to whom we may release information and relationship to patient
[J Duration of authorization

Patient or Patient's Guardian, signature.

Check the box to agree. We will ask for your signature at the end when you submit the form and add it to all docs you
agreed to.

[J 1 agree to terms listed and all information provided is accurate.

Signature of patient or legal representative Date Relationship to Patient

Printed name of patient



Patient’s Name:

Date of Birth:

TODAY’S DATE:

Please circle any of the below conditions you have now or have had in the past:

Allergies: Diabetes Kidney Problems
Controlled/Uncontrolled

Anemia Dizzy Spells Metal Implants

Anxiety Emphysema/Bronchitis MRSA

Arthritis Fibromyalgia Multiple Sclerosis

Asthma Fractures Osteoporosis

Autoimmune Disorder Gallbladder Problems Parkinson's

Blood Clot/DVT Headaches Rheumatoid Arthritis

Cancer Specify: Hearing Impairment Seizures

Cardiac Conditions Hepatitis Smoking

Cardiac Pacemaker High Cholesterol Speech Problems

Chemical Dependency High Blood Pressure Strokes
Controlled/Uncontrolled

Circulation Problems HIV/AIDS Thyroid Disease

Currently Pregnant Muscular Disease Tuberculosis

Depression

Incontinence

Vision Problems

OTHER (list them)

Describe any other conditions and surgical history:

Have you had an injury as a result of a fall in the last year? Yes
Height: Weight:

Two or more falls in the last year? Yes No

Are you on Blood Thinners?  Yes No

Are you Allergic to Latex? Yes No

Current Complaints (what brings you in today):

Date of Onset




Have you experienced any of the below symptoms/problems in the past 2 weeks? (Circle if yes)

Dizziness/ Vertigo

Headaches Difficulty Swallowing

Unrelenting Night Pain

Unexplained Weight Loss

Urinary or Fecal Incontinence Fever/Chills

Numbness/Tingling in
arms/legs

Please list any medications you are currently taking (& dosage if known):

I certify that the above is true to the best of my knowledge. Patient signature:
Reviewed by Physical Therapist Date:




The Missed Visit Policy

At Forever Fit Physical Therapy & Wellness, our goal is to help all patients fully recover from injury and illness. At the end of
your initial appointment, your physical therapist will provide you with a plan for your care based on their expertise and your
goals.

Patients who attend all their physical therapy visits are 93% more likely to fully recover from an injury whereas those that miss
even one visit have a lowered potential for recovery. We do what we do to make sure YOU, and all our patients, have the best
chance at recovery; but we need your participation in the plan of care to make that happen. To prevent others from having to
wait for their care, we also need your compliance with our attendance policy.

Please read our policy and sign at the bottom indicating you understand and have been informed of our expectations
and our policy.

1. As experts, we know that you will not reach full recovery if you do not attend your appointments. To make sure
you have the best chance at recovery, you’ll need to schedule and arrive for your prescribed visits.

2. We will begin your treatment sessions on time, so we need you to arrive at least 5 minutes prior to your appointment
time, dressed for your session, and ready to begin at your scheduled appointment time.

3. If you’re running late, we need you to call as soon as you know you’re running late. We will check with your provider

to make sure there’s enough time to provide the care you need and deserve.

° If you are more than 15 minutes late, your session may need to be rescheduled and our missed visit policy will apply at
that time. Chronically late patients will be asked to change their appointment times.

4, If you are sick at any time during care, we need you to call us as soon as you have symptoms. Please don’t wait for
the day of your appointment. At that time we will provide a plan for what happens next.

° Example: If you’re sick on Monday but your appt is Wednesday, let us know Monday.

5. If you need to cancel or change a scheduled appointment, for any reason, we need notice during business hours
no later than SPM the day before your appointment.

° This allows enough time to get you rescheduled AND help another patient get in for the care they need and deserve.

° When you call to cancel an appointment, have your schedule ready as we will reschedule you right away.

6. If you don’t provide notice by SPM the day before for your scheduled appt change or cancellation, you will be
charged a $50 fee.

° This fee is your responsibility and is due at the time of your next service due to the inconvenience and disruption it
creates for other patients seeking care.

° We will comply with payer policy in carrying out this policy.

° For worker’s comp patients, we’re required to notify your claims adjuster for cancellations and no-shows.

° No-show appointments create problems and confusion and are not accepted. Call for any change or update.

7. Patients who have multiple same-day cancellations or no-shows, will be removed from the active schedule, and placed

on our day-to-day list to avoid future last-minute cancellations that keep other patients from care.

8. Medicaid, VA and Worker’s compensation These Patients insured will be held to the same expectations as all other
patients as described above. Due to insurance guidelines we can not charge the cancellation fee, therefore if you cancel
repeatedly without providing notice by SPM the day before the appt. change or cancel you will be placed on a day-to-day list
for appointments, and risk being prematurely discharged from care .

This policy has been verbally reviewed with me and by signing below I am indicating that I received and understand this
policy. As I’'m sure you understand, one patient’s late (or lack of) notice for appointment changes or cancellations, keeps other
patients from getting the care they need and deserve. You can avoid any problems with this policy by calling our office during
business hours - and giving notice by SPM the day before scheduled appt. in advance for any illness, appointment changes or
cancellations.

Krista Frederic, CEO

Patient Signature PCC Signature Date



Ai Consent

1, , understand that will be using

PredictionHealth during our visits moving forward. This service will process the audio of our conversation to

auto-generate the doctor’s documentation and administrative work to help ensure the highest quality of care possible.

I understand that:

A. The doctor will be using a service that captures the conversation between the patient and healthcare provider in order

to auto-generate the doctor’s documentation and administrative work.

B. The audio will be processed by the software.

C. The audio will be used for clinical purposes only. It will not be shared, sold, or used for advertising.

D. The audio will be encrypted and stored securely as part of my medical record. I have read the information above, or it
has been read to me. I have had the opportunity to ask questions about it and any questions that I have asked have been

answered to my satisfaction.

I consent to have the audio of my visit recorded to support my doctor’s clinical work.

therapist who will document in my record and exclude its use from my session.

Signature of Patient Date



Telehealth Consent Form

When consenting to a Telehealth Visit I certify that:

I understand that Forever Fit Physical Therapy & Wellness offers telehealth to help make care more convenient.

[f/When consenting to a telehealth visit I certify that:

° I am present in the state of Maryland or have notified my provider that I will be out of state (My therapist must
be licensed where I will be located)

° I understand that I may choose to disconnect from an online session at any time.

° I understand that while online physical therapy is effective there are certain procedures that cannot be performed

online and my therapist will inform me if [ may benefit from such in person services.

If I do not wish to consent to telehealth appointments, I will verbally discuss this with my therapist who will
document in my record and exclude its use from my sessions.

Signature of Patient Date



Card on File Authorization Form

To help simplify billing and make your experience as convenient as possible, Forever Fit Physical Therapy & Wellness

will implement a Card on File Policy effective August 1, 2026.
Maintaining a secure card on file allows us to process patient balances and refunds more efficiently, reduce paperwork,
and minimize administrative tasks. By streamlining these processes, our staff can devote more time to patient care and

service rather than billing administration.

As always, you will receive an explanation of any patient responsibility, and our team is available to answer any

questions regarding your account.

Patient Information

Patient Name Date of Birth Account Number

Payment Authorization
I authorize Forever Fit Physical Therapy & Wellness (FFPT) to keep my signature and credit/debit card information on
file to be used for recurring charges related to my care. I understand that this information will be stored securely within

the CardConnect system using encrypted tokens to maintain PCI compliance.

I authorize FFPT to process payments for the following patient responsibilities:
o Co-pays: Collected at the time of service.
e Deductibles/Co-insurance: Collected at the time of service based on an estimated responsibility at the time of
visit.
e Outstanding Balances: Automatically processed for balances under $50 once insurance has finalized the claim.
e Large Balances: For balances of $50 or more, [ will receive notification via my preferred contact method at

least 5 business days prior to the charge being processed.

End-of-Treatment Option (Optional)
I elect to authorize FFPT to charge my remaining balance in full upon completion of treatment or discharge from care. I

understand I will receive a final statement summarizing all charges and insurance payments prior to this final processing.

[J Yes, please charge my balance in full upon discharge.

[J No, please process payments per visit/post-adjudication.

Policy Acknowledgments
e Two-Visit Rule: I acknowledge that failure to maintain a valid card on file or failure to make payments for two

consecutive visits will result in therapy being placed on hold until the account is updated.



e Refund Policy: Credit balances will be reconciled and refunded within 30 days of the close of all related
insurance claims.

e Financial Hardships: FFPT understands that financial circumstances can vary. Patients who are unable to pay
their required patient responsibility due to financial hardship should contact our billing office to discuss their
situation. Payment plans or other payment arrangements may be available on a case-by-case basis, subject to

approval by Forever Fit Physical Therapy & Wellness.

Receipt Delivery Preference
Please indicate your preferred method for receiving receipts and payment notifications:

[(J Email:

[J Text Message: ( ) -

Authorization

By signing below, I agree to the terms of the Mandatory Card on File Policy effective August 1, 2026.

Patient/Guarantor Signature:

Date:




SELF PAY NPP



Good Faith Estimate for Health Care Items and Services
For initial evaluations

Patient

First Name Middle Name Last Name
Patient Date of Birth: / /
Patient ID Number:

Patient Mailing Address, Phone Number, and Email Address

Street or PO Box Apartment
City State ZIP Code
Phone

Email Address

Patient’s Contact Preference: [ | By mail [ ] By email

Patient Diagnosis

Primary Service or Item Requested/Scheduled

Patient Primary Diagnosis Primary Diagnosis Code

Patient Secondary Diagnosis Secondary Diagnosis Code

If scheduled, list the date(s) the Primary Service or Item will be provided: [ | Check this box if this
service or item is not yet scheduled

Date of Good Faith Estimate: / /
Provider Name Estimated Total Cost
Physical Therapist $130

This includes the initial exam, explanation of treatment plan and any treatment and advice issued on
the first date of service

Total Estimated Cost : $ 130




Disclaimer

This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health
care needs for an item or service. The estimate is based on information known at the time the estimate was
created.

The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment.
You could be charged more if complications or special circumstances occur. If this happens, federal law allows
you to dispute (appeal) the bill.

If you are billed for more than this Good Faith Estimate, you have the right to dispute the bill.

You may contact the health care provider or facility listed to let them know the billed charges are higher than
the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate
the bill, or ask if there is financial assistance available.

You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS).
If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days
(about 4 months) of the date on the original bill.

There is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will
have to pay the price on this Good Faith Estimate. If the agency disagrees with you and agrees with the health
care provider or facility, you will have to pay the higher amount.

To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call 877-696-6775.

For questions or more information about your right to a Good Faith Estimate or the dispute process, visit
www.cms.gov/nosurprises or call 877-696-6775.

Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are
billed a higher amount.



Forever Fit Physical Therapy & Wellness
Good Faith Estimate for Health Care Items and Services

For follow ups

Patient

First Name Middle Name Last Name
Patient Date of Birth: / /
Patient ID Number:

Patient Mailing Address, Phone Number, and Email Address

Street or PO Box Apartment
City State ZIP Code
Phone

Email Address

Patient’s Contact Preference: [ | By mail [ | By email

Patient Diagnosis

Primary Service or Item Requested/Scheduled

Patient Primary Diagnosis Primary Diagnosis Code

Patient Secondary Diagnosis Secondary Diagnosis Code

If scheduled, list the date(s) the Primary Service or Item will be provided: [ | Check this box if this
service or item is not yet scheduled

Date of Good Faith Estimate: / /
Provider Name Estimated Total Cost per session
$105

# of Estimated Treatment sessions:

Total Estimated Cost : $105




Disclaimer
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health
care needs for an item or service. The estimate is based on information known at the time the estimate was
created.

The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment.
You could be charged more if complications or special circumstances occur. If this happens, federal law allows
you to dispute (appeal) the bill.

If you are billed for more than this Good Faith Estimate, you have the right to dispute the bill.

You may contact the health care provider or facility listed to let them know the billed charges are higher than
the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate
the bill, or ask if there is financial assistance available.

You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS).
If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days
(about 4 months) of the date on the original bill.

There is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will
have to pay the price on this Good Faith Estimate. If the agency disagrees with you and agrees with the health
care provider or facility, you will have to pay the higher amount.

To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call 877-696-6775.

For questions or more information about your right to a Good Faith Estimate or the dispute process, visit
www.cms.gov/nosurprises or call 877-696-6775.

Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are
billed a higher amount.



Cash Pav Forever Fit Financial Policy Form

Patient Name:

I hereby attest to one of the following:
I am hereby recognizing that I have health insurance and am waiving my rights of my claims processing under
health insurance even though I have a contract to use it
OR
I recognize I do not have health insurance and am opting to be a self pay patient

OR

I recognize that [ was in an auto accident and have chosen not to go through my PIP and have refused the right to

go through health insurance and elect to pay for physical therapy as a cash patient

I understand for Self pay patients, the evaluation visit is $130 and $105 for all follow up visits.

(**initials above)

We want to thank you for choosing us to assist in your rehabilitation and guarantee to have patients receive the highest

level of rehabilitative care through personalizing patient interaction, optimal customer service, and promoting a

welcoming family environment.

Patient Signature Date

Guarantor/Guardian



Consent for Evaluation and
Treatment of Minor



._______.ﬂ_______

FIT

PHYSICAL THERAPY & WELLNESS

T —

Consent for Evaluation and Treatment of Minor

I, , am the primary custodial parent or legal Guardian of

. I have the legal authority to consent to the therapy services provided to my

child or the named minor per the referral of an authorized practitioner or the established Plan of Care provided to me. I
attest that there are not any court orders in effect that would prohibit me from conferring the power to consent to
treatment upon another person (authorized agent) or from permitting another person (authorized agent) to accompany

my child or the named minor to therapy sessions. Please see the attached HIPAA authorization for my agent if utilized.

The effective date of this consent is:

Month Day Year

This consent will remain in effect until it is personally revoked in writing by me or my authorized agent.
Information about the minor:

Date of Birth:

Permanent Residential Address

Street City State Zip Code

Consent attested to by:

Legible and Dated Signature
Permanent Residential Address

Street City State Zip Code

Parent or Guardian Contact Information:
Home Phone:

Cell Phone:

Email:

(No identifying patient information will be utilized via unsecured email or text message, i.e., communication will use the term ‘child

or minor’ and no other identifying information in order to comply with personal protected health information laws.)

Note: This form should be notarized, if possible. In the event of dual custody, please consult an attorney for guidance. BOM 268

Consent to Treat a Minor 3-6-2025



DN CONSENT ( if applicable)



Dry Needling Consent to Treat and Insurance Waiver

e —

FIT

PHYSICAL THERAPY & WELLNESS

T —

indicated any of the below conditions that apply:

I understand that Dry Needling is not always appropriate. I have reviewed the list below and have truthfully

Pregnancy

(1st trimester)

Current infection

Active tumor

Lymph node removal

Fear of needles Pacemaker Vascular disease Anti-coagulant therapy
(blood thinners)

Arnold chiari Nickel allergy Abnormal bleeding Spontaneous

malformation tendency pneumothorax

I understand that Dry Needling is an optional treatment modality offered by Forever Fit Physical Therapy &

Wellness LLC and I can always choose to discontinue this treatment.

I have been educated about the benefits and risks of dry needling and consent to receiving this treatment.

If I am a post-operative patient (within the first 12 weeks after surgery), or a current cancer or lymphedema

patient, I acknowledge that I have my surgeon’s permission to receive this treatment.

I understand that insurance does not cover this treatment and the fee is $45 per needling session (in addition to

copay) to be paid at the time of the visit. Stand alone dry needling sessions are not encouraged but are billed at

$105 per session. We are required to do an evaluation if doing a dry needling session and evaluations will be

$130.

Patient signature/guardian signature

Patient Name Printed

Date




Referral waiver ( if applicable)



._______1______

FIT

PHYSICAL THERAPY & WELLNESS

N
Dear Patient,
Many insurance plans require a referral before a patient can be treated by a specialist. For some plans the therapists at
Forever Fit Physical Therapy are considered specialists. If this is the case, you may be required by your insurance plan
to obtain a referral form from your primary care doctor before being treated by our therapists. Referrals must come

from your primary care doctor not another specialist (i.e. neurologist, orthopedic, rheumatologists, etc).

*Please note that this is your health plan requirement, not a rule we have established.*

Referral Waiver
I am aware that I have come to Forever Fit Physical Therapy without a referral and/or authorization form from my
primary care physician. I also know that if I do not obtain a referral form and/or authorization within 48 hours or by my

next appointment, (with the appropriate date on it) my plan may not pay for this visit and ancillary services.

I agree that if I do not deliver the referral to Forever Fit Physical Therapy & Wellness within 48 hours I will be
personally and fully responsible for payment.

Patient Signature Date



PELVIC FLOOR CONSENT ( if
applicable)



Pelvic Floor Consent

During the physical therapy evaluation for the problems you have reported, an assessment of your low back, hips, and
pelvic girdle will be performed by a physical therapist in order to identify any musculoskeletal problems. This may include
an evaluation of your pelvic floor muscles for strength, resting tone (tightness), and coordination (contract/relax). The
findings will be discussed with you, and you will work with your physical therapist to develop a treatment plan that is

appropriate for YOU.

Your evaluation MAY include an internal assessment of the pelvic floor muscles, which could be completed vaginally
(females) or rectally (males & females). A biofeedback assessment of your pelvic floor muscles may also be performed
and may include internal or external sensors. Your physical therapist will discuss this option and receive your consent
BEFORE initiating this exam. You absolutely can say NO, and your physical therapist can assess and treat the pelvic floor
muscles externally (from the outside) if needed. The assessment of the pelvic floor muscles may result in soreness or

discomfort temporarily. If this occurs, please discuss your symptoms with your physical therapist.

We realize that many patients may be apprehensive because of the private nature of the condition and the examination.
Please ask as many questions as you need to increase your comfort and understanding of your evaluation, its findings, and

treatment. Please discuss any concerns or hesitation that you may have with your physical therapist.

By signing this form, you agree and understand that treatment as indicated above may be necessary for effective treatment

of your problem, and you agree that we have your permission to treat as discussed.

You are always free to change your mind at any time during your course of treatment, and you are encouraged to notify

your physical therapist of any changes of your preferences.

Signature Date



HIPAA NOTICE OF PRIVACY



This Notice Describes How Medical Information About You May Be Used and Disclosed and How You Can Get Access to This
Information.
Please Review This Document Carefully.

About Protected Health Information (PHI).

In this Notice, “we”, “our” or “us” means this FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC and our workforce of
employees, contractors and volunteers. “you” and “your” refers to each of our patients who are entitled to a copy of this Notice.

We are required by federal and state law to protect the privacy of your health information. For example, federal health information
privacy regulations require us to protect information about you in the manner that we describe here in this Notice. Certain types of
health information may specifically identity you. Because we must protect this health information, we call this Protected Health
Information---or “PHI”. In this Notice, we tell you about:

° How we use your PHI

When we may disclose your PHI to others

Your privacy rights and how to use them

Our privacy duties

Who to contact for more information or a complaint

Some of the ways we use (within the organization) or disclose (outside of the organization) your Protected Health Information

We will use your PHI to treat you. We will use your PHI and disclose it to get paid for your care and related services. We
use or disclose your PHI for certain activities that we call “health care operations”. We will also use or disclose your PHI
as required or permitted by law. We will give you examples of each of these to help explain them but space does not
permit a complete list of all uses or disclosures. This is one reason why you can contact us and ask us questions.

1. Treatment

We use and disclose your PHI in the course of your treatment. For instance, once we have completed your evaluation or
re-evaluation we send a copy or summary of our report to your referring physician. We also maintain records detailing the care and
services you receive at our facility so that we can be accurate and consistent in carrying out that care in an optimal manner; that
record also assists us in meeting certain legal requirements. These records maybe used and/or disclosed by members of our
workforce to assure that proper and optimal care is rendered.

2. Payment Involving a Third Party Payer

After we treat you we will, typically, bill a third party for services you received. We will collect the treatment information and enter the
data into our computer and then process a claim either on paper or electronically. The claim form will detail your health problem,
what treatments you received and it will include other information such as your social security number, your insurance policy number
and other identifying pieces of information. The third party payer may also ask to see the records of your care to make certain that
the services were medically necessary. When we use and disclose your information in this way is helps us to get paid for your care
and treatment.

3. Payment Exclusive of a Third Party Payer (fully self-pay)

If you choose to pay for your services, in full, without involving a third party (insurer, employer, etc.) you may request that we do not
disclose any information regarding your services for payment purposes.

4, Health Care Operations

We also use and disclose your PHI in our health care operations. For example our therapists meet periodically to study clinical
records to monitor the quality of care at our facility. Your records and PHI could be used in these quality assessments. Sometimes
we participate in student internship programs and we use the PHI of actual patients to test them on their skills and knowledge. Other
operational used may involve business planning and compliance monitoring or even the investigation and resolution of a complaint.

5. Special Uses

We also use or disclose your PHI for purposes that involve your relationship to us as a patient. We may use or disclose your PHI to:
Update your workers compensation case worker or employer

Remind you of appointments

Carry out follow ups on home programs that you have been taught

Advise you of new or updated services or home supplies (you can choose to opt-out of receiving any notices of this kind)
Release equipment and/or supplies to your designee

Carry out follow ups on your home programs or discharge planning



° Advise you of new or updated services or home supplies via telecommunication or via a newsletter (you can choose to
opt-out of receiving information of this nature from us)

° Carry out research that does not directly identify you

° Carry out marketing functions such as providing nominal promotional gifts (you can choose to opt-out of receiving any
marketing information or items from us)

Note: If we receive direct or indirect financial remuneration from a third party for marketing a product or item or for any fundraising
we are engaged in we will offer you the opportunity to ‘opt out’ from receiving any of these materials.

6. Uses & Disclosures Required or Permitted by Law

Many laws and regulation apply to us that affect your PHI, they may either require or permit us to use or disclose your PHI. Here is a
list from the federal health information privacy regulations describing required or permitted uses and disclosures:

Permitted:

° If you do not verbally object, we may share some of your PHI with a family member or a friend if he/she is involved in your
care

° We may use your PHI in an emergency if you are not able to express yourself

° If we receive certain assurance that protect your privacy, we may use or disclose your PHI for research; FOREVER FIT
PHYSICAL THERAPY & WELLNESS LLC will always obtain an authorization from you even though it is ‘permitted’ without one

° We have chosen to participate in the Chesapeake Regional Information System for our Patients (“CRISP”), a regional

health information exchange (“HIEs”) serving Maryland. CRISP is also affiliated with and shares data with other HIEs, including
those, in Alaska, Connecticut, D.C., Maryland, and West Virginia. As permitted by law, your health information will be shared with
this exchange in order to provide faster access, better coordination of care and assist providers and public health officials in
making more informed decisions. You may “opt-out” and disable access toyour health information available through CRISP by
calling 1-877-952-7477 or completing and submitting an Opt-Out form to

CRISP by mail, fax or through their website at www.crisphealth.org. Public health reporting and Controlled Dangerous Substances
information, as part of the Maryland Prescription Drug Monitoring Program (“PDMP”), will still be available to providers.

Required:

° When required by law; for example, when ordered by a court to turn over certain types of your PHI, we must do so

° For public health activities such as reporting a communicable disease or reporting an adverse reaction to the Food and
Drug Administration

° To report neglect, abuse or domestic violence

To the government regulators or its agents to determine whether we comply with applicable rules and regulations

In judicial or administrative proceedings such as a response to a valid subpoena

When properly requested by law enforcement officials or other legal requirements such as reporting gunshot wounds
To advert a health hazard or to respond to a threat to public safety such as an imminent crime against another person
Deemed necessary by appropriate military command authorities if you are in the Armed Forces

In connection with certain types of organ donor programs
Stricter Requirement That We Follow

Some state regulations are more stringent than federal privacy regulations so we comply with those laws.

7. Your Authorization May Be Required
In the situations noted above we have the right to use and disclose your PHI. In some situations, however, we must ask for, and

you must agree to give, a written authorization that has specific instructions and limits on our
use or disclosure of your PHI. If you change your mind, at a later date, you may revoke your authorization.

8. Your Privacy Rights and How to Exercise Them

You have specific rights under our federally required privacy program. Each of them is summarized below:

° Your Right to Request Limited Use or Disclosure

You have the right to request that we do not use or disclose your PHI in a particular way. However, we are not required to abide by
your request. If we do agree to your request we must abide by the agreement; we have the right to ask for that request to be in
writing and we will exercise that right

° Your Right to Confidential Communication

You have the right to receive confidential communications from us at a location or phone number that you specify. We have the right
to ask for that request to be in writing noting the other address or phone number and confirmation that it should not interfere with
your method of payment; we will exercise the right to have your request in writing



° Your Right to Inspect and Copy Your PHI

You have the right to inspect and copy your PHI. If we maintain our records in paper, that will be the format utilized; however if we
maintain our records electronically you have the right to review and/or have copies made in an electronic format. Should we decline
we must provide you with a resource person to assist you in the review of our refusal decision. We must respond to your request
within thirty (30) days, we may charge reasonable fees for copying and labor time related to copying and we may require an
appointment for record inspection; we have the right to ask for your request in writing and will exercise that right.

° Your Right to Revoke Your Authorization
If you have granted us an authorization to use or disclose your PHI you may revoke at any time it in writing. Please understand that
we relied on the authority of your authorization prior to the revocation and used or disclosed your PHI within its scope

° Your Right to Amend Your PHI

You have a right to request an amendment of your record. We have the right to ask for the request in writing and we will exercise
that right. We may deny that request if the record is accurate and/or if the record was not created by this facility. If we accept the
amendment we must notify you and make effort to notify others who have the original record

° Your Right to Know Who Else Sees your PHI

You have the right to request an accounting of certain disclosure that we have made over the past six years. We do not have to
account for all disclosures, including those made directly to you, those involving treatment, payment, health care operations, those
to the family/friend involved with your care and those involving national security. You have the right to request the accounting
annually. We have the right to ask for the request in writing and to charge for any accounting requests that occur more than once per
year; we must advise you of any charge and you have the right to withdraw your request or to pay to proceed.

° You have a right to be informed of a breach your protected health information

We are required to notify the patient by first class mail or by e-mail (if indicated a preference to receive information by e-mail), of
any breaches of unsecured Protected Health Information as soon as possible, but in any event, no later than sixty (60) days
following the discovery of the breach. “Unsecured Protected Health Information” is information that is not secured through the use of
a technology or methodology identified by the Secretary of the U.S. Department of Health and Human Services to render the
Protected Health Information unusable, unreadable, and undecipherable to unauthorized users. The notice is required to include the
following information:

a) A description of the breach, including the date of the breach and the date of its discovery, if known

b) A description of the type of unsecured protected health information involved in the breach

c) Instructions regarding the measures the patient should take to protect him/her from potential harm resulting from the
breach

d) Correction action FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC has/will take to investigate the breach,
mitigate losses, and protect the patient from further breaches

e) FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC contact information, including a toll-free telephone number,

e-mail address, Web site or postal address to allow for additional questions

° You Have a Right to Complain

You have the right to complain if you feel your privacy rights have been violated. You may complain directly to us by contacting our
HIPAA officer noted in Section 10, or to the:

U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/

We will not retaliate against you if you file a complaint about us. Your complaint should provide a reasonable amount of specific
detail to enable us to investigate your concern.

° The Patient Has the Right to Receive a Copy of the Privacy Notice

FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC is obligated to provide the patient with a copy of its Notice of Privacy
Practices and to post the Notice in a conspicuous place for patients to access as well as on our website. We have the right to
change the Notice to comply with policy, rules or regulatory changes; we are obligated to give new notices to current and
subsequent patients as changes are made. We are required to maintain each version of a Privacy Notice for a minimum of six (6)
years.

9. Some of Our Privacy Obligations and How We Perform Them

° We are required by law to maintain the privacy and security of your protected health information
° We will let you know promptly if a breach that may have compromised the privacy or security of your information

° We must follow the duties and privacy practices described in this notice and give you a copy of it


http://www.hhs.gov/ocr/privacy/hipaa/complaints/

° We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we
can, you may change your mind at any time. Let us know in writing if you change your mind

If we change our Notice of Privacy Practices we will provide our revised Notice to you when you next seek treatment from us.
10. Contact Information

If you have questions about this Notice, or if you have a complaint or
concern, please contact:
Name: Shweta Nerurkar
FOREVER FIT PHYSICAL THERAPY & WELLNESS LLC
Address: 3901 National Drive, Suite 100
Burtonsville MD 20866
Phone: 301-421-1125

1. Effective Date: This revised notice takes effect on October 1, 2023
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