
 

 
 

Today’s Date:  
 

Updated Medical History 

Patient Name:  Date of Birth:  

Type of Injury/Event:  Date of Event:  

Why are you returning to therapy?   

   

   

Have you ever had any other treatment for this condition? Please explain and include approximate dates.  

   

   

What is it that you want to do now that you can’t? Include and extra sheet if necessary.  

   

   

Please list any other medical conditions that have occurred/changed since the last time you were here.  

   

   

Please list any assistive equipment you are currently using.  

   

   

Please describe any changes to your home/living situation or support systems.  

 

 

Pain:   
Please circle any areas that you currently have pain.  
 

Please list your pain intensity (0-10, 0 being no pain at all, 
10 being the worst pain imaginable): 
 Current:  

 Most Pain:  

 Least Pain:  

How does your pain impact your function?  

 

 

 

 

 

 

 

 

 

 

 

 
  

I have reviewed this information with the patient.   

Therapist Signature:  Date:  

 

 



 

 

 

 

 

 

 

 

 

 

This section is for informed consents.  Please read, initial, and sign at the bottom of the page. 

Consent: 
Consent for Treatment:  I, the undersigned, give permission to the practitioner/s of STEPS for Recovery to 
administer evaluation and treatment necessary and advisable for treatment of my condition.  If the patient is a minor, 
a parent or guardian must sign.  Consent must be signed before we begin treatment. 
   Initial: ______________ 

 

HIPAA Notification:  I acknowledge that I have received or have access to a copy of the HIPAA “Notice of 
Privacy Practices” from STEPS for Recovery and understand my rights as they relate to the protection of  
my health information.  Initial: ______________ 

 

Payment of Medical Benefits:  I authorize payment of medical benefits to go directly to STEPS for Recovery.  I 
also understand that billing my insurance is a courtesy and that ultimately, I am responsible for the bill.  An estimated 
$75 for OT/PT, $50 for Speech services if my in-network deductible has not been met ($125/$93.75 for Out-of-
Network).  I also understand that my co-pay or estimated co-insurance will be collected at the time of each visit.  Any 
account over thirty days (30) past due may be subjected to all reasonable interest, collection costs, and/or attorney 
fees. 
   Initial: ______________ 

 

Consent to Photograph/Video:  On occasion it is helpful to record parts of sessions to document progress over 
time or to serve as a reference for you for home programs, and in some instances as teaching tools to improve the 
quality of our therapists.  By agreeing to the following, you are agreeing to allow us to videotape or photograph you.  
We will request separate consent before using any photos/videos on the internet, or for any other purposes. 

 Yes, I grant permission Initial: ______________ 

 
 No, I would prefer not Initial: ______________ 

   

 

Appointment Cancellation Policy:  Time has been specifically reserved for your appointment, procedure or 
treatment.  Please call at least 24 hours ahead of time if you must cancel an appointment.  There is a $45 charge for 
one missed appointment or $60 for two or more missed appointments in one day (not covered by insurance) if you 
fail to show up for a scheduled appointment or cancel with less than 24 hours-notice.  Excessive missed 
appointments may result in the termination of services. 
   Initial: ______________ 

Printed Name: 

Signature: Date: 



 

 

 

Medication Information List 

Patient Name:  

Date of Birth:  

Todays Date:  
  

 

 
Please list ALL prescriptions, over-the-counter medicines, herbals, and vitamin/mineral/dietary (nutritional) 
supplements. Also include the medications’ name, dosage, frequency and how you take the medicine (oral, injection 
etc).  
 
 

Medication Name Dosage Frequency 
How do you take it? 

(Oral, Injection, etc) 
    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

I have reviewed this information with the patient. 

  

Therapist Signature:  Date: 

 

 



 

 

Cancellation Policy 
Effective January 1, 2014 

Updated June 15, 2018 
 

 
We understand that there are times when you may be late or an appointment may be missed due to 
emergencies, obligations for work, or family; however, appointments cancelled last minute may prevent 
another patient from receiving much needed treatment.  Conversely, the situation may arise where another 
patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly “full” appointment 
book.  
 
MISSED APPOINTMENTS: If an appointment is cancelled with less than 24 hours notice for any 
reason other than hospitalization, you will be charged a $45.00 fee.  For individuals receiving multiple 
services in one day (OT, PT, Speech) services scheduled, the combined fee for 2 or 3 sessions will be $60. If 
STEPS for Recovery is required to cancel an appointment, individuals receiving multiple services are still 
expected to attend their other scheduled appointment(s).  Each discipline is a separate and distinct service 
with its own unique plan of care.  Cancellation of one service should not affect the other(s).  The cancellation 
fee will apply for any appointment the client chooses to cancel.  It is important to note that the cancellation 
fee is NOT covered by insurance and will be billed directly to you. 
 
Your appointment attendance record is part of your medical record and may be a consideration for insurance 
coverage.  If more than two (2) appointment days in a 30-day period are cancelled with less than 24 hours 
notice, a charge of $100 per hour will be incurred for every subsequent missed appointment hour.  
Cancellations of more than three (3) appointment days in one month may result in a limitation in scheduling 
appointments to no more than one (1) week in advance, or discharge from services due to non-compliance 
with the plan of care.  
 
Wheelchair Seating Evaluations will also be subject to a cancellation fee of $45 per hour scheduled, if notice is 
not given at least 24 hours prior to the scheduled evaluation.   

 
LATE ARRIVALS:  We appreciate that you have chosen to receive your therapy services here at STEPS for 
Recovery.  In order to maximize the benefits we offer, it is imperative that you arrive on time, or a few 
minutes prior to your appointment.  This will also assist us in maintaining the schedule flow and transitions 
for those scheduled after your appointment.  There will be a charge associated with lateness as follows: 

10-20 minutes late = $20 fee 
20-30 minutes late = $40 fee 

30+ minutes late = $45 cancellation/missed appointment fee 
Payment of any late fee is required at the time of service; missed appointment fee is required prior to the next visit. 
 
By signing this document you are signifying that you understand and agree to the terms stated above.  

Printed Name:   

Signature:  Date:  

 
*Contact the office at (919) 535-3930 for scheduling, delays or cancellations. 


