
OUTPATIENT REHABILITATION CENTER
2131 K STREET NW, SUITE 620

WASHINGTON, DC  20037
OFFICE #:  202-715-5655       FAX #: 202-715-5664

Welcome to the George Washington University Hospital Outpatient Rehabilitation Center. 
We welcome the opportunity to work with you and help you resume your normal activities. Based 
on the evaluation performed at your fi rst session, an individual treatment plan will be developed to 
meet the goals established by you and your therapist. 

A Physician’s prescription or referral is required in order for you to be seen by a therapist. It 
needs to be dated within 30 days of the evaluation date. 

To Schedule an Appointment:
 Call (202) 715-5655, Monday through Friday, between 8:00am- 4:30pm. 
 The initial evaluation appointment is scheduled for 45 minutes for Physical Therapy and an 

hour for Speech and Occupational Therapy.
 Follow-up appointments are scheduled for 30 minutes, unless specifi ed by your therapist 

(Speech Pathology is a 60 minute treatment session).
 Generally, follow-up appointments can be scheduled 2-3 weeks in advance (this can be 

done after the evaluation has been completed).
 If you have not been seen in the last 30 days, you would be discharged from therapy 

and you will need a new prescription or referral from your physician and be scheduled for 
another initial evaluation, if you wish to restart therapy.

To Cancel an Appointment:
 Please call (202) 715-5655 at least 24 hours in advance. If a 24-hour notice is not 

provided, a late fee may be incurred.

Attire:
 Please wear suitable clothing to allow for exposure of the area to be treated. Arrive early to 

ensure adequate time to change your clothes if necessary.

Other:
 It is your responsibility to check your insurance to verify coverage for outpatient therapy.
 Your appointment time is not guaranteed if you are 10-15 minutes late; you may have to 

reschedule.
 If (2) two appointments in a row or (3) three appointments within a 30-day time frame is 

missed or canceled you would be discharged from therapy.
 For any billing questions, please call (202) 715-4905.

I have read and understood the above information.

Signature:    Date: _______________________

Let us know how we can serve you better. You comments and suggestions are appreciated.
80-643 (05/15)
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OUTPATIENT REHABILITATION CENTER
2131 K STREET NW, SUITE 620

WASHINGTON, DC  20037
OFFICE #:  202-715-5655       FAX #: 202-715-5664

No Show/Cancellation Policy
 It is the client’s responsibility to notify the clinic at least 24 hours in advance in order to cancel or 

reschedule an appointment without penalty.
Please call no later than 4:00pm on the day before your scheduled appointment.

 Clients who fail to give 24-hour notice will be documented as a “no-show” in their fi le.

 Any client who cancels/no-shows for 2 appointments in a row or cancels/no-shows for 3 appointments 
within a 30-day time frame will be discharged from therapy.

 Discharged clients are required to get a new prescription from their referring physician and schedule 
an initial evaluation to return to therapy.

 Clients who arrive more than 15 minutes past their appointment time will not be seen.

*The 30-day time frame will begin on the date of your initial evaluation and end 30 days thereafter.

* While we empathize with each individual’s situation, please understand our need to standardize our policies. 
Therefore, ALL patients who accumulate 3 no-shows within a 30-day time frame or cancel or no-show for 2 
appointments in a row will be discharged, regardless of personal situation. 

Thank you for your co-operation in this matter.

Strategies to reduce your No shows/Cancellations
 Keep your appointment schedule up to date. The earlier you schedule your follow-up appointments, 

the more likely you are to get the appointment times that work best for you.

 Be fl exible. If you fi nd that you are unable to attend your appointment for a specifi c time and day, call 
our front desk to see if there are other openings during the same day.

 If you are uncertain as to whether or not you have an appointment, or are uncertain as to the time of 
your appointment, call us! We’ll be glad to confi rm!

 Keep our business card in your wallet so that you have our contact information.

 Leave messages! Our front desk can be very busy during certain times, but will receive your message. 
A voice mail left by 4:00 pm on the day prior to your appointment will be accepted as advance notice. 

 Those who require transportation services should ask for an earlier pick-up time, therefore you’ll be 
on time for your appointment. Be certain to make transportation arrangements well in advance of your 
therapy appointments. 

*Please bring your appointment slip when you come for your therapy appointment.

* To ensure that you are seen at your appointment time, please sign in at the front desk when you arrive for 
your appointment.
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Receipt of Notice of 
Privacy Practices

Patient Label

40-100 (4/15)

Receipt of Notice of Privacy Practices

I acknowledge that I have received the hospital’s Notice of Privacy Practices.

_________________________________________     ________________
(Patient’s Signature)                                                      (Date)

_________________________________________     ___________________________        _________________
(Patient’s Authorized Representative)                            (Relationship to Patient)                       (Date)

_________________________________________     ___________________________        _________________
(Witness Signature)                                                        (Witness Job Title)                                (Date)

CL0040
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GENERAL POLICY: All patients shall be treated, admitted and assigned accommodation without distinction to race, religion, color, national origin, 
sexual orientation, age or handicapping condition.

CONSENT TO TREATMENT: I have come to The George Washington University Hospital for medical treatment. I ask the health care professionals 
at the Hospital to provide care and treatment for me that they feel is necessary. The undersigned consents to the procedures, which may be performed 
during this hospitalization, or on an outpatient basis including emergency treatment or services. I consent to undergo routine tests and treatment as 
part of this care. These may include but are not limited to laboratory, radiology, medical or surgical tests, treatments, anesthesia or procedures as 
directed under the general and special instruction of the physician or surgeon. I understand that I am free to ask a member of my health care team 
questions about any care, treatment or medicine I am to receive. Because The George Washington University Hospital is a teaching hospital, I 
understand that my health care team will be made up of hospital personnel (to include nurses, technicians, and ancillary staff) under the direction of 
my attending physician and his/her assistants and designees (to include interns, residents, fellows and medical students). I am aware that the practice 
of medicine is not an exact science and admit that no one has given me any promises or guarantees about the result of any care or treatment I am 
to receive or examinations I am to undergo.

PHYSICIANS NOT AS EMPLOYEES: I understand that each physician is an independent contractor who is self employed and is not the agent, 
servant or employee of the hospital. I understand that I may receive separate billing from each of these providers for services rendered. 
  _______ Initials 

RELEASE OF INFORMATION: The George Washington University Hospital is authorized to release any information necessary, including copies of 
my hospital and medical records, to process payment claims for health care services which have been provided, and to duly authorized local and 
federal regulatory agencies and accrediting bodies as required or permitted by law. George Washington University Hospital is further authorized to 
release demographic information to organizations performing patient satisfaction surveys. Such records may include information of a psychological 
or psychiatric nature, pertaining to my mental condition or treatment for conditions relating to the use of alcohol or drugs. In addition, I authorize my 
insurance carrier, employer or person otherwise responsible for payment to provide The George Washington University Hospital information necessary 
to determine benefits or process a claim. This release will be valid for the period of time to process the claim or until consent is revoked by myself. I 
release and forever discharge The George Washington University Hospital, its employees and agents, and my attending physician from any liability 
resulting from the release of my medical records or information from them for payment purposes. I understand that my name will be displayed in the 
signage system outside my hospital room.

PERSONAL VALUABLES: THE GEORGE WASHINGTON UNIVERSITY HOSPITAL WILL NOT BE RESPONSIBLE FOR LOSS OR DAMAGE TO 
CLOTHES, PERSONAL PROPERTY OR VALUABLES.

NON-SMOKING POLICY: In accordance with regulatory agency standards, the Hospital is a non-smoking facility.

FINANCIAL AGREEMENT/ASSIGNMENT OF BENEFITS: I assign any and all insurance benefits payable to me to The George Washington 
University Hospital. I understand that I am responsible for payment for services rendered at the Hospital including excluded services from my 
insurance either because the plan deems such services not medically necessary, or for any other reason including pre-certification requirements, 
second opinions or preexisting conditions. Should the account be referred to any attorney or collection agency for collection, I understand that I will 
be responsible for attorney or collection expenses. I give permission to my insurance provider(s), including Medicare and Medicaid, to directly pay 
The George Washington University Hospital for my care instead of paying me. I understand that l am responsible for any health insurance deductibles 
and co-insurance and non-covered services.

I certify that the information I have provided is true and accurate to the best of my knowledge. I understand that the information that I submit is subject 
to verification, including credit agency scoring, and subject to review by federal and/or state agencies and other as required, I authorize my employer 
to release to The George Washington University Hospital proof of my income. I understand that if any information I have given proves to be untrue, 
The George Washington University Hospital will re-evaluate my financial status and take whatever action becomes appropriate. 
I acknowledge by my signature that I have read and received a copy of this statement. I understand that by signing it, I am agreeing to it.

Section 1:
Did you bring an Advance Directive (Living Will/Health Care Power of Attorney) form with you?
    Yes   No 

(If YES, place a copy in the front of the patient's chart   /   If NO, go to Section 2) 

Section 2:
1. I was given information on formulating an Advance Directive (including how to 
obtain assistance with completing the Advance Directive form).     _______initials 
OR 
2. I do not have an Advance Directive and do not wish to formulate one. 
                                                                                                        _______initials

By my signature below, I consent to laboratory studies (HIV,  
HBV, HCV) in the event a health care worker is exposed to my  
blood or body fluids. I consent to the appropriate disposal of 
any tissue or part removed from my body and to the taking of 
photographs during the procedure/operation/treatment for 
research, teaching, or scientific purposes as long as my 
identity is not disclosed.

Signature  _________________________  Date  _________

 Unable to sign
X                                                                                     (     ) Serious Condition
 (     )   _________________
 

                                                                                                                                                                                                  

Signature of patient or responsible party

DateHospital RepresentativeDate Witness

PATIENT AUTHORIZATION 
FORM

Patient Label
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Outpatient Rehab
Patient Registration
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THE OUTPATIENT REHABILITATION CENTER
2131 K STREET NW  •  SUITE 620  •  WASHINGTON, DC 20037

OFFICE #: 202-715-5655   FAX #: 202-715-5664
Patient Registration Form

PLEASE COMPLETE:

PART 1 - PATIENT’S INFORMATION
PATIENT’S LAST NAME FIRST MIDDLE DATE OF REGISTRATION

HOME ADDRESS APT. NUMBER/P.O. BOX

CITY STATE ZIP CODE HOME TELEPHONE WORK TELEPHONE

PATIENT’S OCCUPATION EMPLOYER WORK ADDRESS

PATIENT’S SEX
     � MALE    
     � FEMALE

BIRTH DATE  (Mo./Day/Year)

               /              / 

PATIENT’S SOCIAL SECURITY NUMBER MARITAL STATUS

  � S    � M    � SEP    � D    � W

PART 2 - EMERGENCY CONTACT INFORMATION
NEXT OF KIN OR EMERGENCY CONTACT HOME TELEPHONE

(         )

WORK TELEPHONE

(         )
ADDRESS (STREET, CITY, STATE) ZIP CODE RELATIONSHIP TO PATIENT

NAME OF REFERRING PHYSICIAN (IF APPLICABLE) PHYSICIAN’S ADDRESS (STREET, CITY, STATE, ZIP CODE)

DR.: DX.:

DATE SENT TO ADMITTING OFFICE:

PLEASE COMPLETE: (Circle and/or Indicate)

Country of Birth:  U.S.A.     Others (Please Specify): 

Primary Language: English    Others (Please Specify): 

Religion:    
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OUTPATIENT REHABILITATION CENTER
 Health History Form/

Subjective Information

Patient Label

80-646 (5/15)

Date:____/____/____    Height:       Weight:       Referring Physician: 

Why were you referred for therapy?___________________________________________________________________

*REQUIRED: Medical History:  (Please check all that apply)
 � Heart Disease � Diabetes � High Blood Pressure � Pacemaker � Osteoporosis
 � Cancer � Tuberculosis � Visual Impaired � Epilepsy � Hepatitis
 � HIV /AIDS    � Arthritis � Hearing Impaired � Fibromyalgia  � Pregnant
 � Stroke � Asthma � Latex Allergy � Scoliosis �  

*REQUIRED: Medications:  Please list all current medications including dosage and supplements: 

 

 

*REQUIRED: Allergies (drug, food, latex): NO:_____  If YES, list all allergies:  

Have you had any type of therapy for this condition in the past?     Y     N         Was it effective?     Y     N
Are you currently receiving other treatments for this condition (eg. Chiropractor, Acupuncture)?     Y     N
Have you had surgery for your condition?   Y     N      If yes, please give approximate date: 

Have you had any injections for your condition? Y     N      If yes, please give approximate date: 

Please list any diagnostic tests you have had for this condition:  

Have you fallen in the past 3 months?  
What is your current problem?  

When did the problem fi rst occur?  

How did the problem occur?  

Please rate your pain using a 0 – 10 scale (0 = no pain, 10 = the worst pain you can imagine)

 Worst pain since onset:                                Best pain since onset:                               Today’s pain: 

What makes your pain / problem better?         Worse? 

Would you like to speak to someone regarding abuse or neglect that you have recently experienced?     Y     N
Employment History:
Are you currently working?     Y     N If no, how many total days of work have you missed? 

Are your work duties?    � Full    � Restricted      How many hours per week do you work? 

Who is your employer? 

What type of work do you do? 

What type of non-work activities are you involved in?  

Do you have any transportation concerns?      Y     N
What do you hope to accomplish with therapy?  

To the best of my knowledge and belief, the information I have given is complete and true. I hereby give my consent to 
receive therapy services at George Washington University Hospital Outpatient Rehabilitation Center.  

Patient Signature:_____________________________________  Therapist Signature: 

OUTPATIENT REHABILITATION CENTER
2131 K STREET NW, SUITE 620   •   WASHINGTON, DC  20037   •   OFFICE #:  202-715-5655     FAX #: 202-715-5664
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