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New Patient Intake Package

- Welcome Letter

- Consent Form

- Appointment Contact Preference

- Medical History

- Current Episode Summary

- Medication List
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CORE Physical Therapy 
1255 S State St, Suite 7 
Dover, DE 19901-6932 
Phone: (302) 734-0100 
Fax: (302) 734-0101 

Welcome to CORE Physical Therapy. 
The purpose of this letter is to provide you with some helpful information to prepare 
you for your first and subsequent visits to the facility. 

Prior to your evaluation being scheduled, your primary insurance will be verified and if 
necessary authorization obtained. If there is secondary insurance, that also will require 
verification and authorization. It is suggested that you call the Member Service  
department at your insurance company and verify what your responsibilities may be 
regarding copays, deductibles, referrals, etc. Please remember that benefits quoted 
are not a guarantee of payment per your insurance. 

The scheduler will call to schedule evaluation and subsequent session. At that time 
you should have a prescription from your physician to evaluate and treat unless not 
required by your insurance company. Any questions regarding the scheduling of  
evaluations should be directed to the scheduler at (302) 734-0100. 

When you arrive for the evaluation please come to the Reception Desk in the Outpa-
tient area and have with you:  
1. The script from your physician for evaluation and treatment.
2. Your insurance card. 
3. Any copays or referrals as required by your insurance company. 
4. Copy of driver’s license of the parent or legal guardian. 

Please have all of the above items with you when you arrive or it will be necessary to 
reschedule your appointment. 

After the evaluation has been completed, the therapist will discuss with you a  
treatment program. If you have any questions or I can be of any assistance to you 
please call us at (302) 734-0100. We look forward to seeing you. 

Sincerely, 

The Staff of CORE Physical Therapy 
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CONSENT FORM/RELEASE OF INFORMATION 

Patient Name _____________________________________ 

CONSENT TO EVALUATION AND TREATMENT  
I do hereby consent to the evaluation and treatment by CORE Physical Therapy. I understand it is my right to ac-
cept or refuse any treatment offered me. I acknowledge and understand that no guarantee has been made to me 
as to the results that may be obtained from such treatment. 
 
RELEASE OF INFORMATION 
 I authorize CORE Physical Therapy to release information from my medical record, whether it be written, video, 
photographic, audio or verbal, to my physician and/or any third party payer (such as insurance company or gov-
ernmental agency) for its use in processing claims for payment. I understand the nature of the authorization and 
have been informed that I have the right to revoke consent at any time by written communication with the custo-
dians of records. I consent to the use of non-personally identifying information from my medical record for the 
purpose of outcome analysis. I consent to the release of my medical information to my (Doctor)  and (Insurance 
Company) for communication and care coordination on my behalf. I acknowledge that the contents of the infor-
mation disclosed may include HIV/AIDS related diagnosis, drug and alcohol and psychiatric diagnosis. 
 
PRIVACY PRACTICES  
I acknowledge receipt of the CORE Physical Therapy Notice of Privacy Practice, which I have received at the time 
of this admission or previously. 
 
ASSIGNMENT OF BENEFITS  
I request that payment of the Medicare/Other Insurance benefits be made on my behalf to CORE Physical Ther-
apy for any services furnished to me by CORE Physical Therapy. I authorize any holder of medical information 
about me to release to the Health Care Financing Administration and its agents any information needed to deter-
mine these benefits or the benefits payable for related services. 
 
FINANCIAL AGREEMENT  
The undersigned agrees, whether signing as an agent or patient, that s/he individually obligates her/himself 
to pay for services rendered in accordance with the regular rates and terms of CORE Physical Therapy. CORE 
Physical Therapy will verify insurance benefits on behalf of the patient. Verification is no guarantee of payment. 
The agent/patient is responsible for any co-payment, deductible, coinsurance and all amounts identified by the 
insurer as the patient’s responsibility. 
 
CANCELLATION POLICY  
The undersigned is aware and agrees, whether signing as an agent or patient, to an out of pocket fee of $20 
dollars for each scheduled appointment that is either missed without notice, or cancelled without 24 hour notice. 
CORE Physical Therapy requires a 24 hour notice for cancelled appointments. If you cannot keep your appoint-
ments because of and emergency or illness we understand. Excessive cancellation or no-show may result in 
patient discharge from physical therapy services. 
 
Medicare Patients: I understand that if I do not have supplemental insurances, I will be responsible for the co-in-
surance portion not paid by Medicare as well as any deductible. 
 
The undersigned certifies the s/he has read, understood and accepts the terms of this form, received a copy, and 
is the patient or is duly authorized by the patient as the patient’s general agent to execute this form. 

______________________________________________                                 __________________ 
Signature of Patient or Responsible Party              Date 

______________________________________________                                 __________________
Witness Date                  Date 
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CORE Physical Therapy 
1255 S State St, Suite 7 
Dover, DE 19901-6932 
Phone: (302) 734-0100 
Fax: (302) 734-0101 

Appointment Reminder Consent
Complete this form and sign below to give your permission for 
CORE Physical Therapy to provide automatic appointment reminder service 
by email or by cell phone text message. 

Step One: Select One Option Below 
❍ CORE Physical Therapy may send email messages to confirm my  
upcoming appointments to 
 ______________________________________________________________

❍ CORE Physical Therapy may send cell phone text messages to confirm my upcom-
ing appointments to  
______________________________________________________________ 
I recognize that normal text messaging rates may apply. 

Step Two: If you would like text messages instead of email reminders, 
please indicate your Cell Phone Carrier. 
We cannot set your account up to send text message reminders without knowing your 
cell phone carrier. Please indicate your carrier below, if you would like text message 
reminders: 
❍ ALLTeI 
❍ AT&T 
❍ Boost Mobile 
❍ Cingular 
❍ Cricket Wireless
❍ Metrocall 
❍ MetroPCS 
❍ Nextel 
❍ Qwest 
❍ Sprint PCS 
❍ T Mobile 
❍ US Cellular 
❍ Verizon 
❍ Virgin Mobile 

__________________________________________________________             ______________
Signature of Patient or Guardian       Date 
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PATIENT INFORMATION FORM
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PATIENT MEDICAL HISTORY
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CURRENT EPISODE REPORT
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MEDICATION LIST
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MEDICATION LIST
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