PATIENT PORTAL - PATIENT INSTRUCTIONS

1. After receiving Welcome Email from your CACC Physical Therapy Office, ex. Aurora@cacc-pt.com,
patients should login using their email address and temporary password

CACC Physical Therapy Patient Portal
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2. Patients may see the following notifications show:

a. Profile needs to be € Phoenix Physical Therapy Patient Portal
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History -é';:{ - Chck on the Button below 10 request an Appointment
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Returning patients please note
that you may nOt have any Your profile is 4% complete. Finishing it will help us provide better care for you. Go
notifications. You must select

the appropriate Menu item to ‘ o .
update information as T .
needed, such as your contact

info or Medical History. Iy =
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3. Important Menu ltems:
a. Profile >

i. PersonallInfois where
patients can complete
or make any changes
to their Personal Info
“Demographics”

ii. Contacts Infois where
patients can add
contacts

iii. InsuranceInfois
where patients upload
insurance card(s)

4. Records are where patients can
complete their Medical History.

a. Returning patients please go
to Records > Medical History
and update at least your
Reason for Therapy before
completing.
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Please review and update if there are any changes.
Click on the entry in the list to open your medical history.
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Medicare Secondary Payor
Questionnaire:
1. Asthe patient answers the

4 Medicare Secondary P
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questions, they will automatically
move to the next tab.

Once the patient has completed
all questions, they will click the
I’ve read and accept this form
button, which will move them to

YES
O

NO
1. Are you receiving Black Lung Benefits?
If NO, proceed to Question #2. If YES, BL is primary only for claims related to BL.
2. Are the services to be paid by a government program such as research grant?
If NO, proceed to Question #3. If YES, Government program will pay primary benefits for these services
3. Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for care at this facility?

If NO, preceed to Question #4. If YES, DVA is primary for these services.

the next required form.
All questions must be
answered.

| certify that the information given by me in applying for gayment under Title XVIII of the Social Security Act is correct. | authorize any holder of
medical or other information about me to release to the i i i
carriers any information needed for this or a related Medicare claim. | permit a copy of this authorization to be used in place of the ori
request that payment of authorized benefits be made on my behalf to i
years from the date which | have signed.

ocial Security Administration and Centers for Medicare Services or its interm ries or
inal and

hoenix Physical Therapy. This authorization is valid for a period of 2

= Print
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- Save And Complete Later

I've read and accept this form

Acknowledgement of Receipt of Privacy
Notice:

1. Ifanameisinthe Authorized
Representative you must complete the
following fields:

Authorized Representative:
a. Phone Number
b. Relationship to Patient: Self,
Parent, Legal Guardian, etc.

3. Restrictions field is optional
One the required fields are completed, you will
click the I’'ve read and accept this form button,
which will move the patient on to the next
required form.

4 Acknowledgment of Receipt of Privacy Notice

‘Authorized Representative:  Patient Full Name

Phone Number:  (724) 555-1234 ip to Patient: ‘se\f ‘

Purpose of this Acknowledgement

This Acknowledgement, which allows the Praciice fo use and/or disclosure personally identifiable healin information for treatment. payment or healh care
operations, is made pursuant to the requirements of 45 CFR §164.520(c)(2)(i), part of the federal privacy regulations for the Health Insurance Privacy and
Accountability Act of 1996 (the "Privacy Regulations’).

Pi ly:

1. understand and acknowledge hat | am consenting fo the use and/or disclosure of personally identifiable health information about me by PHX PT. (the
“Practice”) for the purposes of ireating me. obtaining payment for treatment of me, and as necessary in order o carry out any health care operations that are
permitted in the Privacy Requiations.

2.1 am aware that the Praciice maintains a Privacy Notice which sets forth the types of uses and disclosures that the Practice is permitied to make under
the Privacy Regulations and sets forth in detail the way in which the Practice will make such use or disclosure. By signing this Acknowledgement, |
understand and acknowledge that | have received a copy of the Privacy Notice.

3.1 understand and acknowledge that in its Privacy Notice, the Practice has reserved the right 1o change its Privacy Notice as it sees fit from time to time. If |
wish to obtain a revised Privacy Nofice, | need to send a written request for a revised Privacy Notice fo the office of the Practice at the following address:

PO Box 392077, Pittsburgh, PA 15251-9977 Aftention: Compliance.

4.1 understand and acknowledge that | have the right to request that the Practice resirict how my information is used or disclosed to carry out treatment,
payment or health care operations. | understand and acknowdedge that the Practice is not required to agree to restrictions requested by me except in

very limited circumstances as described in the Privacy Notice, but if the Praciice agrees to such a requested resiriction, it will be bound by that restriction
until | notify it otherwise in writing

| request the following restrictions be placed on the Practice’s use and/or disclosure of my health information (leave blank if no restrictions)

BY SIGNING THIS FORM, | ACKNOWLEDGE THAT I HAVE REVIEWED AN EXECUTED COPY OF THIS ACKNOWLEDGEMENT AND A COPY OF THE
PRACTICE'S POLICY NOTICE AND AGREE TO THE PRACTICE'S USE AND DISCLOSURE OF MY PROTECTED HEALTH INFORMATION FOR
"TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS.

] print
I've read and accept this form

@

Save And Complete Later
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Complete the Financial Policy and Consent:

1. Select relationship of the person signing the form as it relates to the patient — Patient, Parent/Guardian, or
Authorized Representative (ex. Person with Medical Power of Attorney for the patient).
2. Clickthe P’'ve read and accept this form button, which will move them to the next required form.

| 4 Financial Policy and Consent
1

Choaose signer of this form {required)

o Patient Parent/Guardian Authorized Representative

We would like to THANK YOU for choesing Phoenix Physical Therapy (PHX PT). PHX PT accepts third party payments and will submit your
bills for treatment to the address provided as a courtesy to you. In order for us te bill your insurance company on a regular basis, we request
that you sign this release of information and assignment of benefits (if applicable). Typically, insurance companies pay a predetermined
amount of our treatment charges: however, it is your responsibility to call your insurance company to check on the coverage provided by your
individual policy. As a courtesy to you, we will perferm an insurance verification with your insurance company; however, we do not take
responsibility for any misinformation that we are given during this process. It is within your best interest to verify your outpatient benefits with
your individual insurance plan and to cenfirm with our office prior to initiating treatment.

CONSENT FOR CARE AND TREATMENT

| hereby consent to the provision of treatment by PHX PT. | authorize PHX PT to furnish treatment which is considered necessary and proper
in diagnosing or treating my physical condition. It is possible that my participation in the visit could result in injury to me. | also acknowledge
and fully understand that | am engaging in activities that may invelve the risk of economic or other damages which might result from my own
actions or omissions, from the actions or omissions of other parties, or from any of the activities | am asked to complete during this visit. |
further agree that there may be other risks not known to me or not reasonably foreseeable at this time. Nonetheless, it is my desire to
participate in this visit. Accordingly, | release, waive, discharge and covenant not to sue PHX PT, any of its employees, representatives,
officers, directors, shareholders, affiliates, administrators, agents, owners, or lessors of all equipment, all of whom are hereafter referred to as
"Releasees”, from demands, losses, or damages on account of injuries, including death or damage to property, caused or alleged to be
caused in whole or in part by the negligence of the Releasees or otherwise.

FINANCIAL RESPONSIBILITY

| have read this Consent for Treatment and Financial policy form or have had it read to me, and it has been explained to my
satisfaction. | understand that this Consent for Treatment, Payment and Health Care Operations form may be valid for up to one (1)
year from the date that | sign it and applies to all PHX PT facilities.

_)‘ Print

@ I've read and accept this form

Save And Complete Later

Choase signer of this form (required)

Patient @ Parent/Guardian Authorized Representative

Parent/Guardian:  Parent Test

Choase signer of this form (required)
Patient Parent/Guardian ® | Authorized Representative

Authorized Representative:  Authorized Rep Test

Phone Number. | (757) 555-1234 Relationship to Patient: | Person w/ Med Power Att.
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PHYSICAL THERAPY

Complete the Signature:

1. If Patientis the signer, then patient’s name will

automatically populate as it appears in Raintree. Signer Name (biz - Pt Portal Tes! g |
If Parent/Guardian or Authorized Representative Eectoni Sgnatue \o
(ex. a Person with Medical Power of Attorney for

the patlent) 1S the Slgner; then u pd ate the Slgner | am electronically signing these forms that | have marked as accepted and acknowledging that | have
. . read the forms and agree to the terms and conditions, and warrant that all the information that | supplied
N ame tO the pe rsons |gn | ng the formS . on these forms is true, accurate, current and complete. | confirm that | understand that an electronic

signature has the same legal effect and can be enforced in the same way as a written signature,

2. Click Finish & Save button to complete the
required forms.

| H Finish & Save

Review Completed Patient Forms:
1. In Patient Portal, click Records > Patient Forms and then click the record you want to review or finish

outstanding required forms.
2. Se leCt € Phoenix Physical Therapy Patient Portal

Dashboard, to Liz - Pt Portal Test (Logged in as Liz - Pt Portal Test)
’ Phoenix Recharge. Rise
return to the PhsicalTherany Change Accoune (& PParaiTosl | Timeossem
Patient Portal Cambiar 3 Espafiol Logout

home page.

qplease review and sign the forms below. Click on the form in the list to open it. I

@ Dashboard ' Medical History
. Edit Date Description Status Decline
profile o] Patient Forms
B 112624 Acknowledgement of Privacy Notice Unsigned g

+~ Records EE Liesith Records B 112624 Financial Policy and Consent Unsigned
B 112624 Financial Policy and Consent Signed
e [NotcesllR0l e ﬂ Patient Education B 11-26-24 Acknowledgement of Privacy Notice Signed
- - B 112624 Medicare Secondary Payer Signed
Q;g Settings Visit Summaries
L -

& Upload Documents

Status Legend -

Not Available - Form net available to sign
Signed - Form is signed

Accepted - Form is marked accepted

Unsigned - Form is not signed

Fill/Review - Form is not accepted or declined and is not available to sign
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Complete Medical History:

PHYSICAL THERAPY

1. For patients who need to finish their Medical History, select Records > Medical History and then click Add

Past Medical History button.
New patients can also
select Go from the Yellow
alert box at the bottom of
the Dashboard Screen.
For returning patients, you will
need to select Records >
Medical History and then

a.

select the icon and
update the Reason for Therapy
section, as well as add any
other applicable details,

4 Phoenix Physical Therapy Patient Portal

Phoenix

Physical Therapy

B)

'@ Dashboard
e

$ profile

Notices & Policies

Settings

)

o) Petient rorms

[[1
[ sieaitn recora
Records % Health Records
<]

E Patient Education
Visitsunaries

Liz - Pt Portal Test (Logged in as Liz - Pt Portal Test)

Recharge. Rise
Change Account| Lz PtPoral Test | Time: 10:48:57
Cambiar a Espaiiol

Logout

We don't have your medical history on file.
Please click on the button to add one.

Edit Last Updated

Description

B Upioad pocuments

Add Past Medical History

before clicking Complete.

Patients should complete questions in each section as applicable. When you are finished filling in Medical History,

select Complete.

4 Adult Medical History

Patient  Liz - Pt Portal Test MR# 00427869 DOB 02-21-93 Age 3
[ | —
Reason for Therapy |
Medical Conditions Reason for Therapy
Surgeries ‘When did the condition begin?* Describe the onset and history of current condition(s)*
Medications Is this a work related injury? Yes No
Allergies Date of next doctor appeintment for this condition

Living Arrangements
Social History

Work

Equipment Symptoms at worst
Feeding
Memory

Speech

Complete

symptoms worse

Rate symptom intensity in the past 5 days

—  —©

Did you have surgery for this condition?

Please list the activities that make your

5 Symptoms at best

Patient Information

Current Symptoms

(0 is no pain or symptoms and 10 is the worst possible pain or symptoms)
Surgery
Type of surgery (if applicable)

No  Date of surgery (if applicable)

How do activities change the symptoms?

Please list the activities that make your
symptoms better

What activities can you no longer do due to
this condition?
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