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For additional information:
Call: (408) 676-7430 or (650) 260-4743 or you can email us at: office@revolutionsinfitness.com 
APPOINTMENT/POLICY INFORMATION
INTAKE FORMS:  Complete, sign and submit all intake forms (including HIPAA forms) for your appointment.  Forms can be found at www.revolutionsinfitness.com/forms.  Please bring a hard copy of your completed forms to your appointment (see ‘CLIENT APPOINTMENT CHECK-IN’ below).  

CLIENT APPOINTMENT CHECK-IN:  Please arrive ten (10) minutes prior to your appointment to check-in.  If you have not completed your intake forms, or have other medical forms, we will process them at that time.  Payment is due at the time of service, and will also be collected at check-in.   We accept cash, check (made out to ‘Revolutions In Fitness’) or PayPal.  

CANCELLATION POLICY:  There is a 48-hour cancellation policy (business days -- we are closed on weekends).  Clients will be charged $75.00/hour for appointments cancelled or rescheduled within that timeframe.  Thanks in advance; we look forward to seeing you.

RATES/PAYMENTS:  The standard rate is $165/hour (or $215/hour for Curtis – owner), unless otherwise noted.  For more specific charges for our services, please refer to the Service & Rates document (below).  Payment is due at time of service.  We accept cash, check (made out to ‘Revolutions In Fitness’) or PayPal.

INVOICES/INSURANCE:  Revolutions In Fitness is not listed as a provider under any medical insurers, and does not accept medical insurance or MediCare.  If you are seeking reimbursement for services from your insurance company or an FSA, we will provide an invoice on request.  Please fax (408-273-6564) or e-mail (info@revolutionsinfitness.com) your prescription/physician referral documentation prior to your first appointment, or bring it with you to your appointment.  

HOME EXERCISE PHOTOS:  Many clients have found it helpful to have photos taken of them doing prescribed home exercises/stretching during their appointments to ensure memory of proper form/technique.  Bring a cell phone or camera to your session if you are interested in having photos available for your personal use.

WHAT TO WEAR:  Please bring running/walking shoes with you to your appointment.  If you are planning to purchase cycling shoe, ‘court sport,’ or golfing orthotics, please bring those shoes also (as appropriate). 

NOTE:  In an effort to provide the best possible service, we occasionally have new staff or students observe client appointments when we have new technology or equipment.  Please let us know if there would be any concern if they were to observe your appointment. 
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DIRECTIONS

Revolutions in Fitness Menlo Park office @ Health Logic Chiropractic
633 Menlo Avenue, Ste. 100 
Menlo Park, CA 94025
Phone: 650-260-4743

Directions to Revolutions in Fitness @ Health Logic Chiropractic from 101
•  From 101 exit on Willow Road and proceed west
•  Continue to Middlefield and make a right turn
•  Turn left onto Ravenswood. Cross El Camino Real
•  Health Logic (633 Menlo Avenue) is half a block down on your left side
•  Park in the lot behind our building. We are on the bottom floor; walk straight forward after you enter the lobby.

Directions to Revolutions in Fitness @ Health Logic Chiropractic from 280
•  From 280 exit on Sand Hill and go east
•  Make a left turn onto Santa Cruz Avenue, follow to the right as you go toward downtown Menlo Park 
•  Make a right turn onto University Drive (by Peet's Coffee), followed by a left turn onto Menlo Avenue
•  We are located three blocks down on the right side (shortly after you pass Trader Joe's)
•  Park in the lot behind our building. We are on the bottom floor; walk straight forward after you enter the lobby.

Revolutions in Fitness San Jose office
1650 Tawnygate Way, San Jose, CA 95124
Phone: (408) 676-7430

Directions to San Jose office from Oakland/East Bay
•  880 S to 85 S
•  Exit Camden Ave. (Note: Do NOT exit Camden Ave. from Highway 880 South/Highway 17)
•  Turn right on Camden Ave. (do NOT turn left/jog on Little Branham Lane)
•  Immediate right on Branham Lane
•  Go through one stop light (Ross)  then turn left onto Kirk (near the 7-11 store & before next stoplight)
•  Turn left onto Tawnygate Way at first stop sign, the house is 1650 on the left hand side of the road

Directions to San Jose office from San Francisco/Peninsula
•  101 S or 280 S to 85 S
•  Exit Camden Ave. (Note: Do NOT exit Camden Ave. from Highway 880 South/Highway 17)
•  Turn right on Camden Ave. (do NOT turn left/jog on Little Branham Lane)
•  Immediate right on Branham Lane
•  Go through one stop light (Ross) then turn left onto Kirk (near the 7-11 store & before next stoplight)
[bookmark: _GoBack]•  Turn left on Tawnygate Way at the first stop sign, the house is 1650 on the left hand side of the road
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Revolutions In Fitness – San Jose
1650 Tawnygate Way
San Jose, CA  95124	
Phone:  408-676-7430
FAX:  408-273-6564				           
E-Mail:  office@revolutionsinfitness.com	
Web:  www.revolutionsinfitness.com
	




Revolutions In Fitness @ Health Logic LLC 
633 Menlo Avenue, Suite 100
Menlo Park, CA  94025
Phone:  650-260-4743	           	




HIPAA NOTICE OF PRIVACY PRACTICES (NOPP)
Purpose:  THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices (NOPP) describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your protected health information.  “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.
Uses and Disclosure of Protected Health Information
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law.  Ways your protected health information may be used or disclosed include, but are not limited to, the following:
Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.  Alternatively, we may disclose your protected health information to a physician to obtain a referral or prescription authorizing follow-up treatment, if needed.  
Healthcare Operations:  We may use or disclose, as needed, your protected health information in order to support business activities of our office and/or your referring physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee review activities, practitioner training and licensing, marketing and fund-raising activities.  For example, we may disclose your protected health information to physical therapy students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physical therapist is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.
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Your Rights
Following is a statement of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information.  Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction that you may request.  If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted.  You then have the right to use another Healthcare Professional.
We may use or disclose your protected health information without your authorization in the following situations (this list is not necessarily inclusive):  as Required By Law, Public Health issues as required by law, Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement, Coroners, Funeral Directors, Organ Donation, Research, Criminal Activity, Military Activity and National Security, Workers’ Compensation, Inmates, Required Uses and Disclosures.  Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirement of Section 164.500.
Other permitted and required uses and disclosures will be made only with your consent, authorization or opportunity to object, unless required by law.
You may revoke this authorization at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.
You have the right to request to receive confidential communications from us by alternative means or at an alternative location.  You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively, i.e., electronically. You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.
Complaints:  You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.  We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.





[image: ]


HIPAA PRIVACY ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (NOPP)
Purpose:  This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices (NOPP) or to document our good faith effort to obtain that acknowledgement.

* You May Refuse to Sign This Acknowledgement*


I, _______________________________________________________, have received a copy of this office’s Notice of Privacy Practices (NOPP).

______________________________________________________________________________
Please Print Name

____________________________________________         ______________________________
Signature						Date


For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices (NOPP), but acknowledgement could not be obtained because:

 	Individual refused to sign

 	Communications barriers prohibited obtaining the acknowledgement

 	An emergency situation prevented us from obtaining acknowledgement

 	Other (Please Specify): _____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
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PHYSICAL THERAPY CONSENT TO TREATMENT AND APPOINTMENT/POLICY INFORMATION
Please read the following statements carefully and sign at the bottom indicating your understanding.  Thank you.

Consent to Evaluation
I hereby consent to the evaluation of my condition by a licensed physical therapist affiliated with Revolutions In Fitness.

Consent to Treatment
I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding my protected health information.  I have been informed by Revolutions In Fitness of its Notice of Privacy Practices containing a more complete description of the uses and disclosure of my health information.  I have been given the right to review such Notice of Privacy Practices prior to signing this consent.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization to obtain a current copy of their privacy practices.

Consent to Appointment/Policy Information
I hereby accept the terms outlined in Revolutions In Fitness’ Appointment/Policy Information document.

Patient Responsibility
It is the patient’s responsibility to inform Revolutions In Fitness of all medical conditions, treatments, and medications at their initial evaluation.
It is the patient’s responsibility to inform Revolutions In Fitness if the patient is under the influence of any substance that may affect the safety of their treatment or injure someone else’s treatment (drugs, alcohol, blood thinners, etc.).
It is the patient’s responsibility to inform Revolutions In Fitness if the patient requires any clarification in understanding terms outlined in Revolutions In Fitness’ Appointment/Policy Information, and/or provide notice to Revolutions in Fitness of any concerns with these terms in advance of patient’s scheduled appointment.  

My signature on this form indicates that I have read and understand each of the above patient policies of Revolutions In Fitness.  I have addressed any concerns I have with these policies with the physical therapist.  I further understand that by not signing this form I may be refused treatment, as they are essential to the functioning of Revolutions In Fitness.

Signature (Client/Patient or Guardian): ________________________________________ Date:___________________

Client/Patient Printed Name: ________________________________________________________________________

Client/Patient Phone:  ____________________________________    Client E-Mail:  ____________________________
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PATIENT HEALTH QUESTIONNAIRE 
Client Information
Name (last): 						(first):						
Address: 									 Apt. #: 		
City: 						 State: 				 Zip: 			
Phone: (home): 			 (cell): 			 (work): 			
E-Mail: 			         
Birthdate: 				Age: 				
Height: 			Weight: 			
Primary Care Physician: 							 Phone: 				
Who referred you to/how did you hear about Revolutions In Fitness? _________________________________

What is your occupation?	 Professional/Executive		 Laborer		 Retired
					 White collar/Secretarial	 Homemaker	 Tradesperson
					 FT Student				 Other 						
a.  	If you are not retired, a homemaker, or a 	 Self-employed				 Full-time		 Off work
       student, what is your current work status?	 Unemployed				 Part-time		 Other
Personal Medical History Information
Are you currently under a doctor’s care?	 No		 Yes
If yes, please explain: 																										
Length of time since your last physician checkup: 						
Please list any medications taken regularly and the reason for taking: 
												
												
Are any of these Beta Blockers?		 No		 Yes
Have you experienced any known heart problems?
Heart Disease/Coronary Heart Disease 		 No		 Yes
Other problems, murmurs or surgeries		 No		 Yes
Stroke					 No 		 Yes
Please explain: 											
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Have you experienced/have any symptoms of:
Elevated cholesterol/triglyceride levels	 No		 Yes 
High blood pressure				 No		 Yes
Chest pain with exertion			 No		 Yes
Other pain					 No		 Yes

Smoking (circle all that apply):
	Cigarettes per day?
	0
	1 – 5
	5 – 10
	10 – 20
	20 – 40+

	How many years?
	<1
	1 – 2 
	3 – 5
	6 – 10
	11 – 20+

	How many years ago did you quit?
	<1
	1 – 2 
	3 – 5
	6 – 10+



Asthma					 No		 Yes
Shortness of breath				 No		 Yes
Anemia					 No		 Yes
Diagnosed Hypoglycemia			 No		 Yes
Diabetes			   	                 No	                 Yes
Anorexia/Bulimia				 No		 Yes
Cancer					 No		 Yes
Please describe including month/year: _______________________________________________________
	______________________________________________________________________________________
Surgeries					 No		 Yes
	Please describe including month/year: _______________________________________________________
	______________________________________________________________________________________
Pregnant				 No	Trimester:    1st     	 2nd	           3rd 
Trying to become pregnant			 No		 Yes
Family Medical History Information (parents, grandparents, siblings)
Heart disease				                 No		 Yes
Stroke					 No		 Yes
High blood pressure				 No		 Yes
Elevated cholesterol levels			 No		 Yes
Diabetes					 No		 Yes
Obesity					 No		 Yes
Cancer					 No		 Yes
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Personal history of past injuries:
Please  describe: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Symptom/Specific Complaint Information
What are your physical therapy goals?  _________________________________________________________________________________________
Describe your symptoms (please list below with details):
Ache 1:
When did this pain start? ______________________________________
How did this pain start? _______________________________________
What activities bring this pain on?  How long can you do that activity before this pain comes on? _______________________________________________________________________________________________
Does it last after activity, how long? ______________________________________
Are there any positions/activities that help ease the pain, e.g., rest, ice? ____________________________________
Ache 2:
When did this pain start? ______________________________________
How did this pain start? _______________________________________
What activities bring this pain on?  How long can you do that activity before this pain comes on? _______________________________________________________________________________________________
Does it last after activity, and with which activities? ______________________________________
Are there any positions/activities that help ease the pain, e.g., rest, ice? ____________________________________

Please describe any additional aches and pains on the back of this page per the above format.
Tell us about your exercise routine:
Do you exercise?				 No		 Yes
If yes, please describe (frequency/hours per week and activities): ______________________________________________________________________________________________
 ______________________________________________________________________________________________
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How often do you experience your symptoms?		
 Constantly (76 – 100% of the day)			
 Frequently (51 – 75% of the day)
 Occasionally (26 – 50% of the day)
 Intermittently (0 – 25% of the day)

How are your symptoms changing?
 Getting better
 Not changing
 Getting worse

During the past 4 weeks:
Indicate the average intensity of your symptoms	
											
	    |
	                        |
	                  |

	No pain
	                  Moderate pain
	Worst possible pain

	
	
	


How much has pain interfered with your normal work (including both work outside the home and housework)
	 Not at all	 A little bit	 Moderately		 Quite a bit			 Extremely

c.  	How much of the time has your condition interfered with your social activities (e.g., visiting relatives, friends, etc.)?

	 All of the time	 Most of the time	 Some of the time	 A little of the time	 None of the time

In general, would you say your overall health right now is . . .

	 Excellent	 Very Good	 Good				 Fair				 Poor

Who have you seen for your symptoms?	 No one			 Medical Doctor	 Other
					 Chiropractor		 Physical Therapist

a.  	What treatment did you receive and when?  																					
b.  	What tests have you had for your symptoms	 X-rays – date: 				 CT Scan – date: 			
              and when were they performed?	 MRI     – date: 				 Other    – date: 			

Have you had similar symptoms in the past?			 No				 Yes
a.  	If you have received past treatment for			 This office			 Medical Doctor	 Other
         same or similar symptoms, who did you see?	 Chiropractor		 Physical Therapist

What describes the nature of your symptoms (check all that apply)?
 Sharp		 Shooting
 Dull ache	 Burning
 Numb		 Tingling
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Indicate where you have pain or other symptoms:


Is there anything else to add that we should know about? ________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
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 SERVICE RATES

	Bike Fit Services 
	Biodynamic Bike Fit, featuring Retül 3D Bike Fit System* (2 hours)
$165/hr ($215/hr for Curtis, owner of Revolutions in Fitness) 

STANDARD / RECOMMENDED
Rate includes: 
 Complete on/off-bike evaluation 
 Comprehensive bike fit 
 Exercise plan to help client accomplish fitness & on-bike performance objectives
 *    Use of Retül system optional, based on client needs and objectives

Quick Bike Fit (1 hour) – AVAILABLE WITH PRE-APPROVAL/AS ADVISED 
Bike Fit Follow-Up Appointments (1 hour)
Size Fit (1 hour)
*  Premium Services available

	Physical Therapy &
Efficiency Evaluation 
	Physical Therapy and Efficiency Evaluations are based on client needs and objectives $165/hr ($215/hr for Curtis, owner of Revolutions in Fitness)
*  Premium Services available

	Personal Training
	Personal Training is based on client needs and objectives
Starting at $85/hr

	Orthotics
	Full-Custom - eSoles
$300 (normal business hours only)
Rate includes: 
 Orthotic fitting session (30 minutes) 
 One pair eSoles full-custom orthotics (2nd pair 20% off $265.00 base cost) 
 8% tax and shipping

Semi-Custom - eFit
$65.00 (normal business hours only) 
Rate includes: 
 Foot evaluation/orthotic fitting (no extra charge - performed during a physical therapy or  
                       bicycling evaluation session) 
 One pair eFit semi-custom orthotics ($65.00/pair) 
 8% tax and shipping 

	D2 Custom Cycling Shoes 
	$92.50 (normal business hours: priority scheduling available) 
Rate includes: fitting appointment only (30 minutes)** 
** Client purchases shoes directly with D2 Shoe using dimensions identified during fitting appointment (visit www.D2shoe.com for ordering, available options and pricing)

	Coaching (monthly; invoiced quarterly) 
	$400.00/month (by special arrangement) 

	*Premium Services
	We offer a host of premium services for our clients’ convenience:
Priority scheduling:
 Provides client access to after-hours appointments
 Reduced appointment wait times
*  Available by special arrangement only; an additional 35% upcharge applies to normal rates

Home Visits:
  Available by special arrangement
*  An additional $100, plus travel charges apply
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