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Name: _________________________________________________ 

Address: _______________________________________________ 

______________________________________________________ 

Marital Status:         Single          Married           Divorced             Widowed       

Preferred name (if different than above): _________________________ 

Race:         American Indian/Alaska Native               Asian                   Black 

Ethnicity:         Hispanic/Latino           non-Hispanic          Decline to Answer 

Home Phone: ____________________________________________ 

Employer: ______________________________________________ 

Referred by: _____________________________________________

  

Social Security Number: ____________-_________-______________ 

Date of Birth: __________________________ Age: ______________ 

Sex:         Male             Female          Other: _______________________ 

Partner’s Name: __________________________________________  

Preferred Title/Pronouns: ____________________________________ 

    Hawaiian/Pacific Islander          White          Decline to answer 

Preferred Language: _______________________________________ 

Cell Phone: _____________________________________________ 

Work Phone: ____________________________________________ 

Referral Phone: ___________________________________________ 

Patient Information 

Primary Ins: _____________________________________________ 

Group Number: ___________________________________________ 

Policy Number: ___________________________________________ 

Policy Holder’s Name: ______________________________________ 

Relationship to Policy Holder:            Self                Spouse                Parent 

Secondary Ins: ___________________________________________ 

Group Number: ___________________________________________ 

Policy Number: ___________________________________________ 

Policy Holder’s Name: ______________________________________ 

Relationship to Policy Holder:            Self             Spouse             Parent 

Insurance Information (skip if Worker’s Compensation/Automobile Accident) 

Carrier Name: ____________________________________________ 

Claims Address: __________________________________________ 

______________________________________________________ 

______________________________________________________ 

Claim Number: ___________________________________________ 

Employer Name: __________________________________________ 

Adjuster Name: ___________________________________________ 

Phone Number: ___________________________________________ 

Case Manager: ___________________________________________ 

Phone Number: ___________________________________________ 

Worker’s Compensation/Automobile Accident 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I consent to treatment by any medical professional associated with Rehabilitation Physicians of Georgia, P.C. I authorize the 

release of any medical information needed by a physician’s office, insurance company, attorney, or hospital. I authorize payment 

for medical benefits directly to the provider(s) for his/her services. I understand that I am financially responsible for charges not 

covered by my insurance.  

Patient Signature: _____________________________________________ Date: ___________________________ 

 

404.659.5909 

www.attackback.com 

Please read and sign: 
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New Patient History 

Patient Name: ________________________________________________________________________________ 

Height: _____________________ Weight: ______________________ Date of appointment: ____________________ 

Reason for visit: ______________________________________________________________________________ 

What is your pain level right now?     0          1          2          3          4           5           6           7           8          9           10 

                                       (0=No pain                                                                                           10=Worst pain) 

Was your pain caused by an injury?       Yes           No          If yes, date of injury: _______________________________ 

Location(s) of pain: ___________________________________________________________________________ 

What does your pain feel like? (Circle all that apply) Sharp    Dull     Burning    Aching    Stinging    Throbbing    Numbness     Tingling 

Date when pain first began: _______________________________________ Did your pain start suddenly?      Yes            No 

Frequency of pain: Constantly         Frequently          Intermittently           Occasionally           Rarely           Daytime          Nighttime 

Severity of pain: Mild        Moderate        Severe        Since it started, has your pain: Improved        Stayed the same         Worsened 

What makes your pain worse? _____________________________________________________________________ 

What makes your pain better? _____________________________________________________________________ 

What does your pain keep you from doing? ____________________________________________________________ 

__________________________________________________________________________________________ 

What tests have you had done regarding your pain? ______________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

What treatments, such as medications, injections, physical therapy, etc, have you received for your pain? _________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list all health problems: ____________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list all surgeries: _________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list family medical history: __________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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Are you currently working?          Yes          No            If yes:         Fulltime          Parttime          Seasonally         Self-employed 

If yes, what is your job? _________________________________________________________________________ 

If no, why?               Retired           Student           Disabled                  Are you currently seeking disability?           Yes          No   

Do you smoke?       Yes            No       If yes, how many years and how many packs per day: ____________________________ 

Do you drink alcohol?       Yes            No       If yes, how often and how many drinks: _________________________________ 

Have you used illegal drugs?                 Yes, previously                   Yes, currently                  Never 

If yes, please describe your drug use: _______________________________________________________________ 

__________________________________________________________________________________________ 

Do you or your family have a history of addiction?           Yes              No             

If yes, please explain who/what/when: _______________________________________________________________ 

__________________________________________________________________________________________ 

Please list all medications you are currently taking: ______________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Please list any allergies: ________________________________________________________________________ 

__________________________________________________________________________________________ 

Circle all symptoms that you are experiencing 
General   Cardiovascular  Musculoskeletal  Skin   Psychiatric   

Chills/Fever  Chest pain  Neck pain  Rash   Depression  

Weight loss/gain  Palpitations  Back pain  Skin changes  Anxiety/panic attacks 

Fatigue   Claudication  Muscle pain  Lesions/incisions Suicidal thoughts 

Difficulty sleeping Edema   Joint pain  Itching   Suicidal planning 

General Weakness    Joint swelling  Excessive sweating Substance abuse 

   Respiratory  Joint redness     Insomnia 

Eyes   Cough   Joint popping  Neurological  Inability to concentrate 

Eye pain   Shortness of breath Shoulder pain  Headaches 

Eye discharge  Coughing up blood Arm pain  Weakness 

Vision loss     Elbow pain  Numbness   

Visual disturbance  GI  Wrist pain  Confusion 

   Nausea/vomiting  Hand pain  Memory loss    

Ears/Nose/Throat Diarrhea   Hip pain   Seizure 

Difficulty swallowing Constipation  Leg pain  Ataxia    

Nosebleeds  Abdominal pain  Knee pain  Pain radiating to arms/legs   

Hearing loss     Foot pain  Aura      

Neck Swelling     Ankle pain       

Vertigo  
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www.attackback.com 

Patient Consent to the Use and Disclosure of Health Information for  

Treatment, Payment, or Healthcare Operations 
 

Patient Name: _____________________________________________ Date of Birth: ________________________ 

I understand that as part of my health care, Rehabilitation Physicians pf Georgia, P.C. originates and maintains paper and/or 

electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for 

future care or treatment.  I understand that this information serves as: 

• A basis for planning my care and treatment, 

• A means of communication among the many health professionals who contribute to my care, 

• A source of information for applying my diagnosis and surgical information to my bill 

• A means by which a third-party payer can verify that services billed were actually provided, and 

• A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare 

professional  

I understand and have been provided with a Notice of Information Practices that provides a more complete description of 

information uses and disclosures. I understand that I have the following rights and privileges: 

• The right to review the notice prior to signing this consent,  

• The right to object to the use of my heath information for directory purposes, and  

• The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, 

payment, or health care operations 

I understand that Rehabilitation Physicians of Georgia, P.C. is not required to agree to the restrictions requested. I understand 

that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance thereon. I 

also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted 

by Section 164.506 of the Code of Federal Regulations.  

I further understand that Rehabilitation Physicians of Georgia, P.C reserves the right to change their notice and practices and prior 

to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.  Should Rehabilitation physicians of 

Georgia, P.C. change their notice, they will send a copy of any revised notice to the address I’ve provided (whether U.S. mail or, 

if I agree, email).  

I request the following RESTRICTIONS or AUTHORIZATION (circle one) to the use or disclosure of my health information. 

    Name          Relationship 

1. ________________________________________________________________________________________ 

2. ________________________________________________________________________________________ 

3. ________________________________________________________________________________________ 

I understand that as part of RPG’s treatment, payment, or health care operations, it may become necessary to disclose my protected 

health information to another entity.  I consent to such disclosure for these permitted uses, including disclosure via fax. 

 

I fully ACCEPT or DECLINE (circle one) the terms of this consent. 

 

This Agreement is entered into on this _____________ day of _______________________________, 20___________.  

 

Patient’s Signature: ____________________________________________________________________________  
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Financial Policy and Consent 

 
Patient Name: _____________________________________________ Date of Birth: ________________________ 

 

Rehabilitation Physicians of Georgia, PC (RPG) recognizes the need for a clear understanding between the patient and medical 

provider regarding financial arrangements for healthcare and protected health information. The following information is provided 

to avoid any misunderstanding concerning payment for professional services and protected health information. 
Payment: Payments are required at the time of service; this includes any insurance copays. Checks cannot be accepted for 

payment, only cash or debit/credit card payments will be accepted.  Change cannot be provided on cash payments.  If exact 

change is not provided, any overage will be applied as a credit to the patient’s account.  For convenience, RPG will file the patient’s 

valid, active insurance. Even though the patient’s insurance will be filed, he or she is responsible for any balance after insurance 

processes the claim. The patient is also responsible for any coinsurances and/or unmet deductible amounts; any overpayment of 

coinsurances/unmet deductible amounts will not be refunded but added as a credit to the patient’s account. Payment arrangements 

for billed services must be approved by Kelly O’Neal, RPG billing manager. If no payment arrangements have been made or 

payment has not been received within ninety (90) days of the initial billing statement date, the patient’s account will be filed under 

a “collections status,” and the patient will not receive any additional treatment (including refills) until payment is made in full. 
Secondary Insurance: The state of Georgia requires the patient to provide secondary insurance coverage to providers if applicable. 

The patient agrees to provide such information. The patient agrees to notify RPG of any additions, deletions, or other changes to 

the policy coverage: this includes both primary and secondary insurance policies.  
Self-Pay (private, cash pay): All self-pay patients are required to pay fees at the time of service. This may include any additional 

service fees such as, but not limited to, in-office injections and urine drug screens. If a patient is considered self-pay at the time 

of service and then receives insurance, RPG will not reimburse any previously paid fees at the self-pay rate. 
 

Please note, RPG will NOT retroactively file insurance, with the exception of Medicaid. 
 

The following charges apply to ALL patients: 

Medical Records: In accordance with RPG practice policy, a processing fee of $25.00 (not payable by insurance) can be charged. 

Please allow up to ten (10) business days for request processing. 

Missed/Late Appointments: A minimum notice of 24-hours is required for cancellation of office visits.  A fee of $25.00 can be 

charged for missed appointments without prior sufficient notice.  EMG/NCS are subject to individual cancelation policies and 

fees, and you will be provided with those policies when/if such an appointment is scheduled for you.  Late/missed appointment 

fees are not billable to insurance and must be paid prior to services in addition to any other copayments, co-insurance, or 

deductible due. 
RPG firmly believes that a good patient/physician relationship is based upon understanding and open communications. It is our 

hope that the above policies will allow us to provide the highest quality of care to our patients. If you have any questions or need 

additional information or clarification regarding these policies, please call our billing director, Kelly at 770-985-6936. By signing 

below, you agree to the terms and conditions of the RPG financial policy and provide your consent regarding outlined policies. 
 

This Agreement is entered into on this _____________ day of _______________________________, 20___________.  

 

Patient’s Signature: _______________________________________________________________________ 

 

404.659.5909 

www.attackback.com 
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HIPAA PRIVACY MANUAL 
 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

WRITTEN ACKNOWLEDGEMENT FORM 

Rehabilitation Physicians of Georgia, P.C. 

 

I, ___________________________________________________________, have been made available a copy of  
                                                                             Patient Name 
Rehabilitation Physicians of Georgia, P.C.'s Notice of Privacy Practices. 
 
 
 
___________________________________________________     __________________________________ 
Signature of Patient                 Date 
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A copy of the Rehabilitation Physicians of Georgia Privacy Practices is in your 
paperwork to take home at the back of this New Patient Packet.   

There are copies available in all of our offices at any visit and a digital format can be 
found online at www.attackback.com. 
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Patient Emergency Contact Consent 

 

Patient Name: ____________________________________________ DOB: _______________________________ 

 

To ensure that we have the most current information for your care, please designate an emergency contact that we may call if you 

experience a medical crisis while in one of our offices or if we are unable to reach you about your care.  All attempts will be made 

to contact you directly prior to involving your EC, however it sometimes becomes necessary in the course of care to make prompt 

contact. 

 

THIS IS NOT A MEDICAL RECORDS RELEASE.  NO PROTECTED INFORMATION BESIDES YOUR NAME, DATE OF CARE, AND 

EMERGENCY TREATMENT PROVIDED (IF APPLICABLE) WILL BE RELEASED TO THE PERSON YOU LIST ON THIS 

DOCUMENT. 

 

If you need to update your Disclosure of Information Consent or authorize a Medical Records Release, please ask the staff for 

those separate documents during your visit. 

 

 

Emergency Contact: ___________________________________________________________________________ 

 

Relationship: ___________________________ EC Phone Number: _______________________________________ 

 

 

 

___________________________________________________________     ____________________________ 
Signature of Patient                                                                             Date 
 

 

 

404.659.5909 
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