
      Mt. Freedom Physical Therapy   10 West Hanover Ave, Randolph, NJ                                             

Phone: 973-895-4300 

Fax: 973-895-4302 

www.mtfreedomphysicaltherapy.com 
 

 
Verification Form 
 
Patient Name____________________________________________________________________ DOB___/____/___________ 

 
Patient Address_________________________________________________________________________________________ 

 
City________________________________State________________________________Zipcode________________________ 

 
Home Phone (______)____________________Cell (_______)____________________________________________________ 
 
Emergency Contact Name_____________________________________Phone (_____)_________________________________ 

 
Relationship to Patient: ___Parent ___Spouse __Sibling __Other____________________________________________________ 

 
If patient is a minor, name of financially responsible adult_______________________________________________________ 
 
Address________________________________________________________________________________________________ 
 
City__________________________________State_____________________________Zipcode__________________________ 
 
Home Phone (________)_______________________________ Cell (__________)_____________________________________ 

 
Patient Acknowledgment_________________________________________ Date: _________________________ 

 
Financial Responsibility Form 
 
It is your responsibility to be aware of charges in your insurance benefits. The following benefits were communicated from your insurance company. 

This information may not be accurate. Therefore, you will be responsible for any remaining balance. Initials: ____________ 
 

Primary Insurance Company______________________________________ Policy Current Date___/____/____ 
 
Primary Insurance Holder Name________________________________________________________________ 
 
 Address____________________________________________________________DOB______/_______/_______ 
 
Primary Insurance Company Billing Address________________________________________________________ 

 
Secondary Insurance Company_____________________________________Policy Current Date___/___/____ 

 
Secondary Insurance Company Billing Address______________________________________________________ 
Type of Plan: __HMO __PPO __POS ___Auto __ Workers Comp __ Medicare __ Medicare HMO ___ Other 

 
I, ___________________________, authorize Mt.Freedom Physical Therapy to treat me and to release to my insurance company/lawyer/employer 

any information concerning health care, advice or treatment provided to me. This information will be used for the purpose of evaluating claims 

for benefits. 
  
Patient Acknowledgment__________________________________________Date: ________________ 
 
 

http://www.mtfreedomphysicaltherapy.com/


 

 

 

10 West Hanover Ave. Randolph, NJ 07869 

Phone: (973) 895- 4300   Fax: (973) 895-4302    Website: mtfreedomphysicaltherapy.com 

________________________________________________________________________________________________________________ 

MEDICAL HISTORY FORM 

Patient Name _____________________________________________________  

Family Physician/Internist ___________________________________________ 

Date of Injury _____________________________________________________   

Why are you here? _________________________________________________ 

Please review the list below. Circle yes (Y) or no (N) whether or not these pertain to you as pastor present conditions. 

 

Cardiac Surgery    (Y) (N)  Are you pregnant?   (Y) (N) 

MI (heart attack)   (Y) (N)  Stroke     (Y) (N) 

Hypertension (high blood pressure)  (Y) (N)  Brain Injury    (Y) (N) 

Hypotension (low blood pressure) (Y) (N)  Multiple Sclerosis   (Y) (N) 

Pacemaker    (Y) (N)  Spinal Cord Injury   (Y) (N) 

Emphysema/Asthma   (Y) (N)  History of Pressure Sores  (Y) (N) 

Bleeding/Bruising (recent history) (Y) (N)  Other: 

Diabetes    (Y) (N)  __________________________________________ 

Hypoglycemia    (Y) (N)  __________________________________________ 

Cancer/Tumors/Growths  (Y) (N)   

Active Seizure Disorder   (Y) (N)  Are you in pain?   (Y) (N) 

Osteoporosis    (Y) (N)  Location of pain: ____________________________ 

Swelling of Extremities    (Y) (N)   

Fractures    (Y) (N)  If you answered yes to any of the above, are you under 

DATE: __________ AREA ____________    care of an MD for these conditions?  (Y) (N) 

DATE: __________ AREA ____________ 

Artificial Joints    (Y) (N)  Allergies: ___________________________________ 

Light-Headedness/Dizziness  (Y) (N)   ___________________________________________    

Anxiety/Panic Attacks (recent)  (Y) (N) 

Depression (recent)   (Y) (N)  Surgeries within the last 3 years (list any and all that 

Alzheimer’s    (Y) (N)  apply and include dates: _______________________  

Shortness of Breath   (Y) (N)  ___________________________________________ 

Chest Pain/Angina/Hear Attack  (Y) (N)  ___________________________________________ 

Urinary Urgency/Incontinence  (Y) (N)  ___________________________________________ 

         

What are your treatment goals? ______________________________________________________________________ 

_________________________________________________________________________________________________ 



 

10 West Hanover Ave. Randolph, NJ 07869 

Phone: (973) 895- 4300   Fax: (973) 895-4302    Website: mtfreedomphysicaltherapy.com 

___________________________________________________________________________ 

Patient Name ___________________________________Date ____/____ /______ 

(Relationship to Patient : _____ Self  ______ Guardian  ________Other) 

 

I authorize Mt. Freedom Physical Therapy 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 provided.   

Signature ______________________________________________ Date ____/_____ /_______ 

 

 

I acknowledge that the Notice of Privacy Practices was given to me at Mt. Freedom Physical 

Therapy and that I have read and understood the notice.   

Signature _______________________________________________Date ____/____ /_______ 

 

 

Student Observation:  From time to time, physical therapy and pre-physical therapy students may 

be present observing.  Students do not view medical charts or personal information.  I 

understand, give my consent, and acknowledge my approval.  

Signature ______________________________________________ Date ____/____ /________ 

 

In response to recent events, we have been prompted to enact a new office policy regarding 

frequent/last minute appointment cancellations.  To be determined at our discretion, frequent 

cancellations within 24 hours of your appointment will be charged a $25 cancellation fee.  

Payment will be collected on the next visit date. 

Signature _______________________________________________ Date ____/____ /______ 



 

 

 

 

 

 

 

 

 

 

 

 

 

My insurance coverage and limitations including, but not limited to co-
pay, coinsurance, and deductibles was explained to me in detail. I 
understand that I will be responsible for any charges that are accepted 
by my insurance, but not paid by them for any reason.  

I also understand that charges will be collected at the office upon the 
receipt of the Explanation of Benefits from my insurance company.  

 

Print:___________________________________________________ 

 

Sign:___________________________________________________ 

 

Date:___________________________________________________ 



 

 

Please provide a detailed list of your medication, dosage, and frequency: 

Patient name: ____________________________________ 

Medication Dosage Frequency 

   

   

   

   

   

   

   

   

   

   

   

 

 

Patient Signature: __________________________________________________ 

 

Date: _____________ 



Protecting Your Medical Identity 
 

 


