Studio P3, LLC
266 Ockley Drive
Shreveport, LA 71105
__________________________________________________________

	Patient Information
Personal History

Name: ______________________________		Date of Birth_________________________

Social Security #: _______________________	Address_____________________________

City: ________________________	State: ____________	Zip Code: ______________________

Home Phone: ________________________		Cell Phone: __________________________

Emergency Contact: ___________________		Phone: _____________________________


Insurance Information

Primary Insurance or Self Pay ______________________________________________________

Policy Holder and Date of Birth: ____________________________________________________

Secondary Insurance   ____________________________________________________________

Primary Physician Information

Name: _____________________________		Phone: _____________________________

Group: ____________________________		Last Visit: ___________________________



Studio P3, LLC
266 Ockley Drive
Shreveport, LA 71105
__________________________________________________________

Informed Consent for Physical Therapy

Dear Patient: 

Physical therapy involves the use of many different types of physical evaluation and treatment.  At Studio P3, we use a variety of procedures and modalities to help us to try and improve your function.  As with all forms of medical treatment, there are benefits and risks involved with physical therapy.   

Since the physical response to a specific treatment can vary widely from person to person, it is not always possible to accurately predict your response to a certain therapy modality or procedure.  We are not able to guarantee precisely what your reaction to a particular treatment might be, nor can we guarantee that our treatment will help the condition you are seeking treatment for. There is also a risk that your treatment may cause pain or injury, or may aggravate previously existing conditions. 

You have the right to ask your physical therapist what type of treatment he or she is planning based on your history, diagnosis, symptoms and testing results.  You may also discuss with your therapist what the potential risks and benefits of a specific treatment might be.  You have the right to decline any portion of your treatment at any time before or during your treatment session. 

Therapeutic exercises are an integral part of most physical therapy treatment plans.  Exercise has inherent physical risks associated with it.  If you have any questions regarding the type of exercise you are performing and any specific risks associated with your exercises, your therapist will be glad to answer them. 
  
I acknowledge that my treatment program has been explained by Studio P3, and all of my questions have been answered to my satisfaction.  I understand the risks associated with a program of Physical Therapy as outlined to me, and I wish to proceed.  



 
   ____________________________________________________________			________________________       
                                         (Name of Patient or Legal Guardian)   					    (Date)
Studio P3, LLC
266 Ockley Drive
Shreveport, LA 71105
__________________________________________________________

Notice of Privacy Practices Receipt
I acknowledge that I have received the Notice of Private Practices of Studio P3, LLC that explains when, where, and why my confidential health information may be used or shared.  I acknowledge that the therapists and other staff of Studio P3, LLC may use and share my confidential health information with others in order to treat me, to arrange for payment of my bill, and for issues that concern the Practice’s operations and responsibilities.  

Print Patient’s Name: _______________________________________________________________
Patient's Date of Birth: ______________________________________________________________

Please Initial Appropriate Statements Below
____ O.K. to fax my medical information to me or others when necessary. 
____ O.K. to leave detailed messages (ex: anything to do with your care): 
	____ Home Voicemail  ____With Family Member ____Work Voicemail
____ Other: (please specify) __________________________________________________________

_____________________________________			            ________________________
	(Signature of patient)							(Date)

_____________________________________			            ________________________
     (Signature of patient representative)						(Date)
	
For Office Use Only: 
_______ Patient refused to sign the acknowledgement form
Comments: _________________________________________________________________________		
______________________________________			          __________________________
              (Signature of Employee)						                (Date)


Studio P3, LLC
266 Ockley Drive
Shreveport, LA 71105
__________________________________________________________

Dry Needling Consent Form

Dry needling Therapy is a valuable treatment in managing chronic pain, acute pain, muscle stiffness and spasm, edema, soft tissue injuries, and to deactivate myofascial trigger points. Like any medical procedure, there are possible complications, and while these complications are uncommon, they do sometimes occur and must be considered prior to giving consent to the procedure.

In comparison to Acupuncture, Dry Needling is based solely on modern physiological, neurological, and biomechanical responses of the body, rather than ancient Chinese theory of moving “Chi” or energy through Meridians.  Dry Needling uses a thin, flexible, and sterile needle to promote muscular relaxation, increased blow flow, an increase of the tissues to heal, and often results in pain relief.  No drugs are injected into the tissues at any time during this treatment.  One or a number of needles may be used during a treatment session, and treatments may be given 1-3 days a week.  The number of needles and the frequency of the procedure will depend entirely on your condition and presentation at each office visit.  

Dry needling may cause minor to moderate increases in muscle ache or soreness for one to three days following treatment, however pain relief may be expected to occur as soon as 24 hours after treatment.  If a needle touches a nerve, vein, or an artery and produces pain, bruising, numbness/and or tingling; it can be expected to resolve within a few days following treatment.  When a needle is placed close to the chest wall, there is a rare possibility of a pneumothorax (a punctured lung).  To avoid piercing the lung tissue, short needles and extreme caution are utilized to minimize risk.  Fortunately, all these complications are not fatal and are readily reversible.

Care will always be taken to respect your privacy.  Patients are requested to inform practitioners about conditions such as pregnancy, pacemakers, HIV/AIDS, hepatitis, and the use of blood thinners or immunosuppressant medications prior to the treatment.

Are you Pregnant? Yes     No       Are you on Blood Thinners? Yes     No       
Are you Immuno-Compromised? Yes     No      Do you have a Pace Maker? Yes     No

I have read or had read to me the above; I understand the risks involved with Dry Needling.  I have had the opportunity to ask any questions I had and all of my questions have been answered accordingly.  I consent to examination and treatment by Suzannah York-Crump, PT, DPT, CWS, CLT, Cert-DN or Elizabeth Hansen, PT, DPT, FMT.

Signature: _____________________________ Date: ______________
Print name: _____________________________ 
[bookmark: _GoBack]Witness: _____________________________
