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ATX PHYSICAL THERAPY  
 
Thank you for choosing ATX Physical Therapy. I am grateful to assist you in the process of 
healing and improved performance. 
 
It is my firm belief that we are "fearfully and wonderfully made." As such, I believe that everyone 
has the potential to improve. In the personalized service I offer, I hope you find a refreshing 
alternative to a traditional "big box" clinic. Clients and therapists alike appreciate individualized 
care, more speedy recovery and better overall outcomes made possible by this model. 
 
We are one in body, mind and spirit and need to be treated as such to recover. Often, pain is 
treated as a math problem. However, 1 + 1 does not always equal 2 with a system as complex 
and wonderful as the human body. What happens when step A, B and C do not deliver as 
promised? Commonly, this reductionist approach leads to fear, confusion and frustration. 
Clients end up feeling hopeless, doubtful and feeling "crazy." I want to legitimize your concerns 
that what you are experiencing is real and valid. My goal is for you to be respected, cared for, 
heard and ultimately feel and perform better. I will treat you as a whole person, seeking to 
discover the underlying cause, which is typically not the site, of your pain. 
 
One of my foundational beliefs is that our body is proficient in its ability to heal given the proper 
environment to do so. Factors that may influence healing include (but are not limited to): diet 
and inflammatory state of your body, stress, habitual posturing, occupation, environmental 
considerations, food sensitivities, activity level, medication or other underlying medical issues. 
Our goal is to restore a proper environment so that healing can take place. Various techniques 
will be applied within my scope of practice to accomplish this goal such as hands-on, manual 
techniques as well as exercises, education and possibly dry needling if you choose. Ultimately, I 
want you to understand WHY you are in pain and empower you to independently manage and 
care for your own body. After all, this is your body and no one can care for it as well as YOU. 
 
This is YOUR treatment. Feedback is welcomed and expected. If at any time you are 
uncomfortable or prefer an alternative to a technique, I am happy to oblige. There are some 
instances where a technique may be a little uncomfortable based on degree of injury, 
inflammatory response and sensitivity, but you always have the choice to opt out. I am an 
educator at heart and get excited to teach my clients, so I am happy to explain my rationale for 
treatment. I also recognize your right to control what happens to your body and respect your 
choices regarding your care. Thank you again for choosing ATX Physical Therapy. I am excited 
to welcome you to "the family" in the process of healing! 
 
 
Nick Engel, PT DPT 
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Client Contact Information   

Client Name ___________________________________  Today’s Date ________________ 

Address ______________________________ City _________________  State __________   

Zip Code__________________    DOB___________________ 

Occupation ________________________   

Cell _______________________________ Email _______________________________________   

Emergency Contact Information/ Nearest Relative 

Address ______________________________ City _________________  State __________   

Zip Code__________________     

Work Phone _________________________ Cell Phone _____________________________ 

 

I/We authorize ATX PT to release all medical information and/or records to my requesting 
insurance company and/or referring physician.  

Signature of Patient/Guardian__________________________       Date_____________           

 

Patient Questionnaire (This information is kept confidential)   

From whom did you hear about us? 
______________________________________________________________________   

History of current condition 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________  

Any special tests that have been performed, the body part tested, and the results: (ie: X-ray, 
MRI, Cat Scan). 
_____________________________________________________________________________________
___________________________________________________________________________________ 
___________________________________________________________________________________ 
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Have you had any other treatments for your current condition? (ie: PT, Chiropractic, Massage, 
Acupuncture) Please list practitioners.  
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________   

 

What has had a positive effect? ____________________________________________ 
______________________________________________________________________   

 

What has had a negative effect? ___________________________________________ 
______________________________________________________________________   

 

Please list all previous injuries, accidents, and any other pertinent medical information 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________  

 

Please list all medical conditions and/or health concerns 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________   

 

Please list all current medications:  
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________   

 

Please list all allergies:  
______________________________________________________________________________ 
______________________________________________________________________________   
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Any previous surgeries?  (please note year) 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________   

 

Do you now have or have you had any of these symptoms in the past year? (check all that 
apply)  

� Change in bowel movements  

� Persistent joint pain  

� Irritable bowel  

� Blood in bowel/urine  

� Hot flashes  

� Vertigo or dizziness  

� Persistent nose bleeds  

� Difficulty concentrating  

� Learning disabilities  

� Tiredness/fatigue  

� Muscle spasms  

� Fainting spells  

� Eating disorder/difficulty  

� Difficulty Sleeping  

� Other _________________________________________________________________________  

 

Any relevant medical history that  we should be aware of:_______________________________ 
_________________________________________________________________________________ 
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ATX PT | OFFICE POLICIES & PROCEDURES   
 
Welcome and thank you for choosing ATX PT for your Physical Therapy, wellness/prevention 
and fitness needs.    
 
Texas Law and the State of Texas Physical Therapy Board requires physical therapy patients to 
have a written referral from a licensed medical person (MD, DO, DC, DDS, DPM, ANP, PA). It 
is your responsibility to obtain and maintain a current referral prior to evaluation and during 
your treatments.  However, in an effort to provide the highest level of service above and 
beyond traditional physical therapy, we also offer fitness, wellness and prevention services for 
asymptomatic clients, which does not require a referral. 
 
As a courtesy to others and our Therapists and to other patients trying to get scheduled, we 
require a 24-hour (or greater) notice for cancellations. This allows others on waiting lists to be 
seen. Only emergencies or illnesses are excusable. A $75 fee will be billed upon violation of 
this policy.    
 
 
PAYMENT/BILLING POLICIES   
 
ATX PT is a fee-for-service clinic. This means that payment is due at the time services are 
rendered and we will not bill your insurance company. We can, upon request, provide receipts 
with diagnosis and treatment codes which you may choose submit to your insurance company. 
If further reports or documentation are requested, these will be provided. We accept cash, 
personal checks, and credit cards.   
 
 
 
MEDICARE POLICY 
 
If you are a Medicare beneficiary, you understand that our licensed physical therapists are not 
enrolled as Medicare providers. Medicare has onerous technical and administrative 
requirements that must be met for services to be considered medically necessary covered 
benefits. We believe those requirements take unnecessary time away from the services we 
provide. Since the documentation and administrative processing of our services are not 
designed to meet Medicare’s covered benefit requirements and we are not Medicare enrolled 
providers, our services will not be covered (paid) in full or in part, by Medicare (including 
Medicare Advantage Plans) even if the same services might be considered covered benefits 
when provided by a Medicare enrolled provider. 
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We will not submit claims to Medicare on your behalf or provide you with a statement or 
billing codes that you can submit to Medicare yourself. If you want Medicare to pay for any 
services that might be considered covered benefits, you should seek those services from a 
Medicare enrolled provider. 
 
By choosing to receive our services after being fully informed of these facts, you are agreeing, 
of your own free will, that you do not want Medicare involved in payment for your physical 
therapy services at ATX PT. You agree to pay privately for the services you receive from us 
even if those services might be covered by Medicare if provided by a Medicare enrolled 
provider. 
 
You also understand that since we are not enrolled Medicare providers and our 
documentation and administrative processes do not meet the technical requirements for 
Medicare to cover the services we provide, our services are not subject to Medicare’s 
maximum allowable charge.  
 
You agree that you, your caregivers, family members, authorized representatives or power of 
attorney will not, under any circumstance, submit our claims, invoices, receipts, statements, or 
treatment notes to Medicare, a Medicare Advantage Plan, or to any primary-payer private 
insurance for reimbursement or to obtain a denial for a Medicare supplemental insurance plan. 
 
Given you will be paying at the time of services, if your insurance company reimburses our 
clinic, these monies will be returned to the insurance company and a new check must be cut to 
you personally.   
 
We are available for after-hours and weekend at additional costs. Supplies and additional 
items are also at additional costs. Please clarify prior to your first treatment if you have any 
questions regarding charges or fees.     
 
 
 
PRIVACY POLICY   
 
I understand that ATX PT will maintain my privacy to the highest standards and may use or 
disclose my personal health information for the purposes of carrying out treatment, obtaining 
payment, evaluating the quality of services provided and any administrative operations related 
to treatment or payment.    
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CONSENT TO TREATMENT   
 
ATX PT is a hands-on Physical Therapy clinic. Though highly specialized, treatment consists 
primarily of manual therapy techniques and treatment forms that are published or otherwise 
publicly known. Forms of ultrasound, electrical stimulation, traction, deep tissue massage, dry 
needling, therapeutic exercise programs, gait training, neuromuscular re-education, myofascial 
release, bone and soft tissue manipulation, as well as other treatment modalities may be used. 
Some of the hands-on treatment techniques require deep pressure which may cause bruising 
and periods of increased soreness which may last from 1-72 hours. Symptoms may also change 
and move to other parts of the body. This is not unusual and is rarely a concern, however, 
please ask if you have any concerns or questions. The number of treatments needed, and 
recovery time can vary due to the age of injury, number of times injured, age of patient and 
many other contributing factors.   
 
I have read and fully understand the above statements. I understand the nature of the 
treatments at ATX PT. I authorize Nick Engel PT, DPT and the fully trained staff to use 
treatment techniques as deemed necessary for my safe and effective recovery.   
 
I have read and completely understand the above written statements.  
 
 
Signature of patient/legal guardian _______________________  Date_________________  
 
I also understand that Medicare will not reimburse for services rendered by ATX PT.  
 
 
Signature of Client ______________________________________ Date________________              
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ATX PT | PHOTOGRAPH & VIDEO RELEASE FORM 
 
Video recordings of our treatments help us get the word out about what we do and how we can 
help others. They also help us to teach others how to replicate our methods and better help 
their patients. With that said, please read below and let us know if you’d be okay with us 
recording and using any part of your treatment sessions.   
 
I hereby grant permission to the rights of my image, likeness and sound of my voice as recorded 
on audio or video tape without payment or any other consideration.  I understand that my image 
may be edited, copied, exhibited, published or distributed and waive the right to inspect or 
approve the finished product wherein my likeness appears. Additionally, I waive any right to 
royalties or other compensation arising or related to the use of my image or recording.  I also 
understand that this material may be used in diverse educational settings within an unrestricted 
geographic area.     
 
Photographic, audio or video recordings may be used for the following purposes:  
• conference presentations  
• educational presentations or courses  
• informational presentations  

• on-line educational courses  
• educational videos  
• for-profit endeavors   

 
By signing this release, I understand this permission signifies that photographic or video 
recordings of me may be electronically displayed via the Internet or in the public educational 
setting.  I will be consulted about the use of the photographs or video recording for any purpose 
other than those listed above.    
 
There is no time limit on the validity of this release nor is there any geographic limitation on 
where these materials may be distributed.  This release applies to photographic, audio or video 
recordings collected as part of the sessions listed on this document only.   
 
By signing this form, I acknowledge that I have completely read and fully understand the above 
release and agree to be bound thereby. I hereby release any and all claims against any person 
or organization utilizing this material for educational purposes.   
 
Full Name ______________________________________________  
 
Signature  ______________________________________________  Date _________________   
 
If this release is obtained from a presenter under the age of 18, then the signature of that 
presenter’s parent or legal guardian is also required.  
 
Parent Signature  _________________________________________  Date _________________   
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ATX PT | TREATMENT OPTIONS + FEES 
 

Treatment Options Price / treatment 

Initial Visit (55 minutes) 150 

Individual Follow-up - 55 minutes $120 

Half Day Intensive (for those needing a significant 
amount of work) - 3 hours 

$300 

Independent in person or Skype movement 
assessment and corrective prescription  

$150 

 
 
 
In an effort to provide maximal service in the least amount of time, ATX Physical Therapy has 
chosen to provide physical therapy services on a fee for service basic.  
 
This allows you to have: 
(1) One-on-One treatments. As reimbursement declines, most PT clinics maintain a minimum 

of 2-3:1 ratio to maintain the necessary volume. This translates into a reduced quality of 
care. 
 

(2) Highly skilled manual therapy. To keep with the volume requirements, other clinics cannot 
provide necessary hands on treatment, opting for a more efficient corrective exercise 
strategy, limiting potential benefits. 

 
(3) Less Treatment. Since quality is so high, less overall treatment is usually required for a 

given condition, making this a more cost-effective treatment strategy.  
 
 
 
 
 
 
 
 

 
 

*Texas state law requires a prescription for physical therapy services. 
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FUNCTIONAL DRY NEEDLING® CONSENT AND REQUEST FOR PROCEDURE 

Functional Dry Needling® (FDN) involves inserting a tiny monofilament needle in a muscle or 
muscles in order to release shortened bands of muscles and decrease trigger point activity.  This 
can help resolve pain and muscle tension and will promote healing.  This is not traditional 
Chinese Acupuncture but is instead a medical treatment that relies on a medical diagnosis to 
be effective.  Your physical therapist trained by KinetaCore® has met requirements for Level 1 
(27 hours of training) competency in Functional Dry Needling® and is currently in training to 
become a certified Functional Dry Needling® Practitioner.   All training was in accordance with 
requirements dictated by this facility and by the U.S. state of this practitioner’s licensure. 

FDN is a valuable and effective treatment for musculoskeletal pain.  Like any treatment, there 
are possible complications.  While complications are rare in occurrence, they are real and must 
be considered prior to giving consent for treatment.   

 

Risks:  The most serious risk with FDN is accidental puncture of a lung (pneumothorax).  If this 
were to occur, it may likely require a chest x-ray and no further treatment.  The symptoms of 
shortness of breath may last for several days to weeks.  A more severe puncture can require 
hospitalization and re-inflation of the lung.  This is a rare complication, and in skilled hands it 
should not be a major concern.  Other risks include injury to a blood vessel causing a bruise, 
infection, and/or nerve injury.  Bruising is a common occurrence and should not be a concern. 

 

Patient’s Consent: I understand that no guarantee or assurance has been made as to the results 
of this procedure and that it may not cure my condition.  My therapist has also discussed with 
me the probability of success of this procedure, as well as the probability of serious side effects.    
Multiple treatment sessions may be required/needed; thus this consent will cover this treatment 
as well as consecutive treatments by this facility.  I have read and fully understand this consent 
form and understand that I should not sign this form until all items, including my questions, have 
been explained or answered to my satisfaction.  With my signature, I hereby consent to the 
performance of this procedure.  I also consent to any measures necessary to correct 
complications which may result. 
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Procedure:  I, ___________________________, authorize _____________________________ to 
perform Functional Dry Needling® for my diagnosis of ___________________________________ 

____________________________________________________________________________________. 

 

Please answer the following questions:  

Are you pregnant?    Yes     No        

Are you immunocompromised?   Yes     No       

Are you taking blood thinners?  Yes    No                                                                               

 

DO NOT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNDERSTAND THIS FORM. 

You have the right to withdraw consent for this procedure at any time before it is 
performed. 

 

____________________________________________ ________________ ________________ 
Patient or Authorized Representative  Date   Time 

 

____________________________________________ _______________________________________ 
Relationship to patient (if other than patient) (Patient name printed) 

 

Physical Therapist Affirmation:  I have explained the procedure indicated above and its 
attendant risks and consequences to the patient who has indicated understanding thereof and 
has consented to its performance. 

 

____________________________________________ ________________  
Physical Therapist     Date    
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