
Sacramento Spine & Physical Therapy 
www .sacramentospine.com sacspine@msn.com 

PAYMENT INFORMATION and AGREEMENT 

Welcome to Sacramento Spine & Physical Therapy (SSPT)! In order to allow us to provide the care you 
require, we need to cover the following billing and payment policies. If you have questions about your 
financial obligations, please let us know immediately. 

This section only applies to Third Party Payer-Auto/Liens and Legal cases 
I. Whether you have an attorney or not, you need to sign a lien to cover all outstanding charges not

· covered by the policy medical payments. You are ultimately responsible for all charges.
2. In the event that Medical Payment coverage is exhausted, you are still responsible for all

outstanding charges thereafter. You are advised to monitor the medpay status. If you do not
understand how to do this, please ask and we will go over this with you. *Initial __

This section only applies to Private Insurance and Medicare *Initial __ 
I. MEDICARE ONLY-In order to bill a patient for non-covered services, SSPT must give you an

Advanced Beneficiary Notice form or we ca1mot bill you for any non-covered Medicare services.
2. I authorize SSPT to bill my insurance on my behalf and agree to assign any insurance benefits

otherwise payable to me to go directly to SSPT for services rendered. I am ultimately responsible
for the charges if my insurance does not cover the care, unless contracted rates apply and/or the
charges are disallowed .

.3 . J understand that SSPT will not accept responsibility for collecting my insurance claim if a 
dispi1te arises between my insurance company and me. If such a dispute should arise, I agree to

pay the outstanding balance and then pursue reimbursement from my insurance company 
thereafter. 

4. I agree to pay any portion of the bill assigned as a patient portion by my insurance each month,
5. SSPT is _IN network_ OUT of network _NIA with your insurance. (Check one)
6. Co-Pay Deductible Portion of Deductible met This

info1mation is what has been obtained by your insurance CatTier and is assumed to be accurate but
it is ultimately the patient's responsibility to verify.

All patients listed above 
1. Sac Spine will wait up to 90 days after the date of service for any insurance covered payments that

may be due. If the insured has not paid after 90 days, you must make arrangements to pay the
balance due to SSPT and pursue reimbursement from the covering insurance company thereafter
or you may be allowed to assign the balance to an attorney lien.

2. If charges remain unpaid after 90 days, you may be charged an administrative ser.vice charge of I
Yi% per month (APR 18%) on unpaid balances after 90 days.

3. If any legal action or collections activity is taken by SSPT to collect the balance due on my
account, you may be charged attorney/collection fees. *Initial __

Worker's Compensation 
We must receive authorization from your insurance carrier before we can continue treatment after 
your evaluation. Reports of your progress and attendance may be submitted to your physician and 
the carrier/employer; and we may need to discuss your case with them as well. 

• All Patients
I. If canceling an appointment, you must provide at least 12 hours notice, failure to do so will incur

a $20.00 fee. You may be allowed to reschedule the missed appointment within the week to
avoid the fee. *Initial *

2. We do not require a physician referral in order to provide your rehab. However, many insurance
companies will not pay for services without a physician referral. We can recommend a physician
to all patients who do not have one.

I have understood and agree to the above payment contract. A copy is as valid as the original. 

Date: ______ Signature of responsible party: ______________ _ 

1650 Leadhill Boulevard, #300, Roseville, CA 95661-Phone 916-677-1210-fax 916-677-1214 
700 Oak Ave Pkwy, Folsom, CA 95630-Phone 916-932-1210-fax 916-932-1205 



Sacramento Spine & Physical Therapy 
www.sacramentospine.com sacspine@msn.com 

RELEASE OF RECORDS 

I authorize Sacramento Spine and Physical Therapy to: 
1. Release any and all medical records, reports, history, diagnosis, treatment,

MRI reports, and aJI other records of any kind or nature, for services
rendered in connection with my care and treatment to insurance or medical
personnel involved with this care. (Expiration if desired: 

2. If it is necessa1y to obtain documents from my Sacramento Spine and
Physical Therapy File, I consent to the acceptance of a photocopy; hereof
in lieu of the original documents.

3. Obtain copies of my medical records in connection with care at their
facility.

E-mail address:

Use of Roseville Health & Wellness Center Inc. (RHWC) and/or 
California Family Fitness (CFF) during physical therapy 

As a participant \Vith Sacramento Spine & Physical Therapy (SSPT), I understand that the 
Roseville Health & Wellness Center Inc, (RHWC) and/or California Family Fitness 
(CFF) will not be responsible for any loss, claim, or damage incmTed with respect to any 
negligence of SSPT. I understand that SSPT is fully responsible for my care and I may 
request their general and professional liability insurance face sheets to reference 
coverage. In the event I should sustain any injuries or damages while under the care of 
SSPT, I hereby agree to present any and all such claims to SSPT. This is not intended to 
wave any of my legal rights; however, it is intended to make SSPT the primary 
party liable for claims mentioned herein. 1 hereby assume the risks associated with lost, 
stolen, or damaged automobile, personal property, money, or other valuables brought to 
the facility or left on the premises, including the locker room. 

Patient's Signature: ____________ Date:_· _______ _ 

1650 Leadhill Boulevard, #300, Roseville. CA 95661-Phone 916-677-1210-fax 916-677-1214 
700 Oak Ave Pkwy, Folsom, CA 95630-Phone 916-932-1210-fax 916-932-1205 

)

mariany
Line











General Information For Patients 
Sacramento Spine and Physical Therapy 

}> 1650 Leadhill Blvd. Ste. 300, Roseville, CA 95661 (916) 677-1210 

Over the years we have found certain actions that patients can take which will generally help them in 
·overcoming their presenting complaints. If something listed here increases your symptoms or of which you have
questions, please stop the activity until you consult with your therapist or M.D.

1. Eliminate or decrease the frequency of activities which cause pain. This just perpetrates the
inflammatory and degenerative process. Ask your therapist to provide you with different strategies to
perform those activities.

2. If you get a delayed onset of pain, play Sherlock Holmes and discover what activity you are performing
that causes your pain. Ask your P.T. to provide you with different movement or postural suggestions to
help aecrease the irritation.

3. · With acute or recent injuries always_ apply ice, no more than 15 minutes at a time, every hour, most
authorities advise.

4. Ice is also helpful with chronic or inflammatory pain, especially pain which comes on after an activity.

5. Heat helps with stiffness and achiness, but should not be used with acute symptoms as it causes
swelling.

6. If you do not get increased symptoms walking you should take therapeutic walks. The ideal is twice a
day to tolerance or 15 minutes. It is okay if you want to walk longer and it does not increase your
symptoms.

7. To improve you must do your exercise program as prescribed by your therapist and utilize pain free and
proper mechanics. This is your prut of the team approach to solving your problem.

8. Many patients have found that drinking more water has helped them reduce the soreness from treatments
and to assist their problem. Drink up to eight tall glasses of water a day, especially on treatment days.

9. Many MD's recommend taking vitamins during the recovery stages of a physical injury. Vitamin C,
which is important in developing scar tissue has been recommended to assist the healing process. Some
recommend as much as 2-3 grams if it does not cause loose stools.

1 O. Become aware if your pain is increased by muscle tension and stress. If you tend �o hold the area of pnin 
tightly, begin to train yourself to keep the muscles of the area relaxed. If you find this difficult, bio
feedback can often be helpful in training you tO be more relaxed. 



Keeping a Record of Bowel and Bladder Function

The main purpose of a bowel diary is to document how your bowel functions. A diary 
can give your health care provider an excellent picture of your bowel functions, habits 
and patterns. At first, the diary is used as an evaluation tool. Later, it will be used to 
measure your progress on bowel retraining.

Please complete a bowel & bladder diary every day for 2 days and bring it 
with you to your appointment. Please note: you do not have to pee in a cup. 
You can use the restroom as you normally do. Just remember to keep track.

Instead of using a measuring device to report urination, please count the number of 
seconds that you have urinary flow. If the flow starts & stops, please mark a + sign to 
annotate that next to the total number of seconds of flow. That will help give an 
estimate but avoid use of a cup when in public bathroom, etc.

Your diary will be more accurate if you fill it out as you go through the day. It can be 
very difficult to remember at the end of the day exactly what happened in the morning.

Instructions

Column 1—Time of Day
The log begins with midnight and covers a 24 hour period. Afternoon times are in bold. 
Select the hour block that corresponds with the time of day you are recording.

Column 2— Type and Amount of Fluid and Food Intake
• Record thetypeand amount of fluidyou drank
• Record thetypeand amount of foodyou ate
• Record when you wokeup for theday and thehour you went to sleep

Column3— Eliminationof UrineandBowel Movements(BM)
Record thetimeof day and amount of urineemptied by writinga“U” for urinate.
Record abowel movementwith a“BM”.
Placea“U” or “BM”, in theboxat thecorresponding timeinterval each timeyou empty
Also notethestool consistency using thefollowingBristol Stool TypeScale:

Type1- Separatehard lumps, likenuts
(hard to pass)

Type2- Sausage-shaped but lumpy
Type3- Likeasausagebutwith cracks

on its surface
Type4- Likeasausageor snake,

Type5- Soft blobswith clear-cut edges
passed easily)

Type6- Fluffy pieceswith ragged
edges, amushy stool

Type7- Watery, no solid pieces; entirely
liquid

smooth and soft

Column4-Amountof Leakage/ Stool Loss
Record theamount of urinelost
at thetimeit occurred.
S- SMALL =drop or two of urine
M- MEDIUM =wet underwear
L- LARGE =wet outerwear or floor

Record the amount of stool lost
at thetimeit occurred.
S=Small stain
P =Peasize
T =1-2tablespoons
C =CompleteBM lost

© 2007, Progressive Therapeutics Doc. 20



Column5—WasUrgePresent?
Describetheurgesensation you had as:

1- MILD =first sensation of need to go
2- MODERATE =stronger sensation or need
3- STRONG =need to get to toilet, moveaside!

Column6-ActivitywithLeakage/Notes
Describetheactivity associated with theleakage, i.e., coughed, heard running water,
sneezed, bent over, lifted something or had astrong urge.

Comments— Special problemsand new or changed medicationsgo here. If apad
changewasneeded, record thenumber used during theday at thebottom of thepage.

DailyVoidingLogSample
Timeof
Day

Type& Amount
of Food &

Elimination
U=Urinate
BM=bowel
movement
type

Amount of
Leakage
S/ M / L
S / P/ T/ C

Was
Urge
Present?
1/ 2/ 3

Activity With
Leakage/ Notes

Midnight
1:00am
2:00am
3:00am
4:00am
5:00am
6:00am Wokeup at 6:45am U 3
7:00am Coffee, bagel BM type4
8:00am M Fast walking
9:00am Apple U BM Peasized 2 No urgecontrol
10:00am
11:00am U 1 Key in thedoor
NOON Tunasandwich, milk,

pear
1:00pm
2:00pm M 2
3:00pm Tea, cookies S Running water
4:00pm
5:00pm
6:00pm Chicken, corn pudding,

salad, applejuice
M 3

7:00pm
8:00pm S 3
9:00pm
10:00pm To bed at 10:30 M 3
11:00pm

Comments: Week before period Number of pads: ______
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Recordof Bowel andBladderFunction
Name Date____________

TimeofDay
Type&Amount

of Food&FluidIntake

Elimination
U=Urinate
BM=bowel
movementtype

Amountof
Leakage
S/M /L
S/P/T/ C

Was
Urge
Present
1/2/3

Activity
With

Leakage/
notes

Midnight
1:00am
2:00am
3:00am
4:00am
5:00am
6:00am
7:00am
8:00am
9:00am
10:00am
11:00am
Noon
1:00pm
2:00pm
3:00pm
4:00pm
5:00pm
6:00pm
7:00pm
8:00pm
9:00pm
10:00pm
11:00pm

Comments

Number of padsused today
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Recordof Bowel andBladderFunction
Name Date____________

TimeofDay
Type&Amount

of Food&FluidIntake

Elimination
U=Urinate
BM=bowel
movementtype

Amountof
Leakage
S/M /L
S/P/T/ C

Was
Urge
Present
1/2/3

Activity
With

Leakage/
notes

Midnight
1:00am
2:00am
3:00am
4:00am
5:00am
6:00am
7:00am
8:00am
9:00am
10:00am
11:00am
Noon
1:00pm
2:00pm
3:00pm
4:00pm
5:00pm
6:00pm
7:00pm
8:00pm
9:00pm
10:00pm
11:00pm

Comments

Number of padsused today



1/20/2015 Elder Abuse Suspicion Index 

Elder Abuse Suspicion Index 

Instructions: 

Questions 1-5 asked of patient. Question 6 asked by doctor within the last 12 months. 

1. Have you relied on people for any of the following: bathing, dressing, shopping,
banking, or meals?

Yes 
No 
Did not answer 

2. Has anyone prev·ented you from getting food, clothes, medication, glasses,
hearing aids, or medical care, or from being with people you wanted to be with?

Yes 
No 
Did not answer 

3. Have you'been upset because someone talked to you in a way that made you feel
shamed or threatened?

Yes 
No 
Did not answer 

4. Has anyone tried to force you to sign papers or to use your money against your
will?

Yes 
No 
Did not answer 

5. Has anyone made you afraid, touched you in ways that you did not want, or hurt
you physically?

Yes 
No 
Did not answer 

6. Doctor: Elder abuse may be associated with fundings such as: poor eye contact,
withdrawn nature, malnourishment, hygiene issues, cuts, bruises, inappropriate
clothing, or medication compliance issues. Did you notice any of these today or in
the last 12 months?

Yes 
No 
Not Sure 

Score Meaning: 

Score Meaning: While all six questions should be asked, a response of"yes" on one or more of 
questions 2-6 may establish concern. 

Copyright: Yaffe MJ, Wolfson C, Weiss D. Development and validation of a tool to improve physician identification 
of elder abuse: The Elder Abuse Suspicion Index (EASI). Journal of Elder Abuse and N�glect 2008; 20(3) 000-
000 

Poworad by WebPr" 
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1/20/2015 AUDIT-C 

AUDIT-C 

Instructions: 

The AUDIT-C is a brief alcohol screen that reliably identifies patients who are hazardous 
drinkers or have active alcohol use disorders. 

1. How often do you have a drink containing alcohol?

a. Never
b. Monthly or less
c. 2-4 times a month
d. 2-3 times a week
e. 4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day?

a. 1 or 2
b. 3 or 4
c. 5 or 6
d. 7 to 9
e. 10 or more

3. How often do you have six or more drinks on one occasion?
a. Never
b. Less than monthly
c. Monthly
d. Weekly
e. Daily or almost daily

Score Meaning: 

a = O points, b = 1 point, c = 2 points, d = 3 points, e = 4 points 

In Men, a score of 4 or more is considered positive, optimal for identifying hazardous drinking 
or active alcohol use disorders. 

In Women, a score of 3 or more is considered positive (same as above). 

Copyright: Bush K, Kivlahan DR, McDonell MB, et al. The AUDIT Alcohol Consumption Questions (AUDIT-C): 
An effective brief screening test for problem drinking. Arch Internal Med. 1998 (3): 1789-1795 

https:1/app.webptcom/printOMT .php?test= T690&random=94606070 
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Falls Efficacy Scale 

Take a bath or shower 

1 :Very Confident 2 3 4 5 

Reach into cabinets or closets 

1 :Very Confident 2 3 4 5 

Walk around the house 

1 :Very Confident 2 3 4 5 

Falls Efficacy Scale 

6 7 8 9 

6 7 8 9 

6 7 8 9 

Prepare meals not requiring carrying heavy or hot objects 

1 :Very Confident 2 3 4 5 6 7 8 9 

Get in and out of bed 

1 :Very C�mfident 2 3 4 5 6 7 8 9 

Answer the door or telephone 

1 :Very Confident, 2 3 4 5 6 7 8 9 

Get in and out of a chair 

1 :Very Confident 2 3 4 5 6 7 8 9 

Getting dressed and undressed 

1 :Very Confident 2 3 4 5 6 7 8 9 

Personal grooming (i.e. washing your face) 

1 :Very Confident 2 3 4 5 6 7 8 9 

Getting on and off of the toilet 

1 :Very Confident 2 3 4 5 6 7 8 9 

https://app.webpt.com/pri ntOMT .php?test=T 416&random =33602527 

10:Not At All Confident 

1 O: Not At All Confident 

10:Not At All Confident 

10:Not At All Confident 

10: Not At All Confident 

10:Not At All Confident 

10:Not At All Confident 

10:Not At All Confident 

10:Not At All Confident 

10: Not At All Confident 
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