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Patient History Questionnaire (Capsular Contracture)                      TECHNOLOGIES, LLC 

 
 

Date of your last surgery: ____________ How long after surgery did you notice a change/problem?__________ 
 
 Onset date of your change/problem:___________        Have you had this problem before?              Yes   No     
        What type of changes occurred? (please check all that apply to you): 

        Pain    Scar   Position   Firmness   Other         If other, please explain___________________________    

       Patient’s past medical history:      Please check all that apply to you. 

  Diabetes       Pacemaker/ implantable defibrillator?           
  Cancer         Hypertension/High Blood Pressure               
                  Heart Disease/Angina           Shortness of Breath/ Asthma     
  Allergies (Medication)     Stroke         
                  Are you allergic to Latex?           Osteoporosis/ Rib /Spine fractures in past   
  Balance Disorders      If applicable, are you pregnant?    

 
    After / Before Surgery do/ did you? 
             Excessive bruising / black/ blue marks  Yes    No           Smoke/Use Tobacco               Yes     No            

             Become pregnant or breast feed            Yes     No          Return to gym before 6 weeks   Yes     No            

  Have infection in breast/ incision          Yes     No        Have any dental cleaning/work   Yes    No        

 Sustain trauma or injury to breast          Yes     No       Have seroma/ hematoma drained Yes    No     
      Type of implant: Silicone/ Saline/ Other:______ Implant Above/Below Muscle:______ Implant size :_______cc’s    

      Other issues you feel relates to start of condition:________________________________________________ 

 What are your goals in coming to therapy? ____________________________________________________  

 How are you limited in your day-to-day activities? ______________________________________________ 

 Cultural/Religious- Any customs or religious beliefs or wishes that might affect care? __________________ 

 Occupation: ____________________________________________________________________________ 
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 Please list all medications you are currently taking:                                TECHNOLOGIES, LLC 
 ___________________________________    _________________________________ 
 ___________________________________    _________________________________ 
 ___________________________________    _________________________________ 
  
 Please list any surgeries you have had (chronological order) and the date(s) of that surgery below: 
 ___________________________________   _______________________________________ 
 ___________________________________   _______________________________________ 
 ___________________________________   _______________________________________ 

 
1. On a scale from 0-10 (10 being worst hardness and 0 normal softness) what number would 

you say your breast implant firmness is now?  (Please Circle):  0  1  2  3  4  5  6  7  8  9  10
   

2. On a scale from 0-10 (10 being worst shape/position and 0 normal shape/position) what 
degree would you say your breast(s) is now?   (Please Circle):  0  1  2  3  4  5  6  7  8  9  10      

                                                   
         PAIN BEHAVIOR:   Please CHECK any items below that apply to you. 

Aching               Throbbing            Sharp                       Firmness                
Electric/Shooting            Tightness               On/Off                 

 
 Your pain is worse:     Please CHECK any items below that apply to you. 

Lifting arm      Exercising             Standing       Lying on tummy        Lying  on side                
In AM         As day progresses            In PM          At rest             On the move      

 
 Mark on the drawing below the areas where you feel your pain or where your problem area is . 

 
 Please circle the number that reflects your level of pain today. 

 
        
 
 
 
 
 

 Signature: ___________________________________________ Date: _________________________     
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                                                                         TECHNOLOGIES, LLC 

 
PATIENT INTAKE FORM 

 
REFERRED BY: ______________________________________     FIRST VISIT: ___________ 

PATIENT NAME __________________________________ SS# ___________________________________ 

ADDRESS ____________________________________________ CITY __________________STATE______ 

ZIP CODE_____________ HOME #________________________WORK/CELL # ______________________  

D.O.B. ______________E-MAIL _________________________ DATE OF PRESCRIPTION _____________ 

EMPLOYER _______________________________________ PH#_____________________ 

SPOUSE’S EMPLOYER______________________________  PH# ______________________ 

DIAGNOSIS/CHIEF COMPLAINT ____________________________________________________________ 

REFERRING PHYSICIAN _________________________ OFFICE # ________________________________ 

PRIMARY PHYSICIAN ___________________________ OFFICE # ________________________________ 

EMERGENCY NAME/NUMBER:_____________________________________________________________ 

 



 

 
                                                                    TECHNOLOGIES, LLC 

9900 W. Sample Rd., Suite 102 
Coral Springs, FL 33065 
Office: (954) 341-7875 
Fax:     (954) 341-7895 

AUTHORIZATION AND CONSENT FOR TREATMENT 
 
        1. I, the undersigned, acting on my behalf or as the legally authorized representative of patient stated below, do consent 

for treatment provided by Aspen Rehab Technologies, LLC. I agree to treatment by its employees, independent 
contractors, and business associates, which relate to care and treatment as designated. . 

 
2.   I understand and acknowledge that I am fully responsible for payment and any charges for care and services provided 

by Aspen Rehab Technologies, LLC. I acknowledge that Aspen Rehab Technologies, LLC EIN # 30-0532407 does 
hold provider numbers or medical insurance contracts and will not perform billing for services rendered under medical 
insurance carriers. I further understand that all payments will be due at time of services rendered regardless of medical 
insurance benefits I may have. I further understand and acknowledge that Aspen Rehab Technologies, LLC may bill 
me for balance not paid. I understand that Aspen Rehab Technologies, LLC may send any outstanding unpaid 
balances to a collection agency to recover funds unpaid and that the cost of collections will be included in the 
outstanding balance owed.  

 
        3. I understand that Aspen Rehab Technologies, LLC may share my medical information, without my consent or express 

authorization, to my physician, providers, payers, business associates, and other entities for the purpose of treatment, 
payment, or healthcare services. My signature below authorizes this sharing of my information and that no 
information will be shared, used, disseminated, and collected for any other purposes than previously described.  

 
4. I understand that Aspen Rehab Technologies, LLC will provide services that with diagnosis and treatment may 

involve risk and injury. I acknowledge that no guarantees have been made to me as a result of examination, care, or 
treatment. I acknowledge that I have the right to request an explanation of risks and benefits from services provided. 

 
5. I acknowledge that therapeutic treatment for post-cosmetic surgery may involve tissue manipulation of the 

affected areas, which may include breasts, buttocks, or abdominal region.  I understand that all efforts will be 
made to ensure a female therapist will provide treatment; but that a male therapist may at times provide 
treatment.  I understand that in the event a male therapist is providing treatment, a female staff member will 
be present throughout the session. 

 
6. I understand that Aspen Rehab Technologies, LLC is not legally responsible for the acts and omissions of its 

independent contractors. 
 

7. I understand that Aspen Rehab Technologies, LLC’s Cancellation Policy requires 24 hours notice or a $40 charge may 
be imposed.  This may apply if I arrive at least 15 minutes late to an appointment.  I also understand that not showing 
for appointments without cancellation on two (2) or more occasions may result in being discharged from therapy 
services. _______ (initials)   

 
        8. I hereby acknowledge that I have received a copy of Aspen Rehab Technologies, LLC’s NOTICE OF PRIVACY 

PRACTICES for my review, prior to receiving initial services from Aspen Rehab Technologies, LLC, either now or in 
the past. 

 
SIGNED: ___________________________                          DATE: _______________ 

 
PRINT:            ___________________________                        
Relationship to patient:  ____________________________________________________ 

             
            Patient unable to consent due to:   ____________________________________________ 
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                                          TECHNOLOGIES, LLC 
 
 
 
 
PATIENT CONFIDENTIALITY, NON-DISCLOSURE, and NON-COMPETE AGREEMENT 

 
The following is a CONFIDENTIALITY, NON-DISCLOSURE, and NON-COMPETE 
AGREEMENT with ASPEN REHAB TECHNOLOGIES, LLC (hereafter referred to as the 
‘Company’), and I (Print), ___________________________ (hereafter referred to as “Patient”) 
this agreement is in consideration for providing treatment services as a patient I agree to the 
following. 

 
 I agree at all times during treatment, discussion, training, and as a patient with the Company, to 

hold in strictest confidence, and not to use, except for the benefit of the Company, or for the 
direct treatment of myself, the patient, to not disclose to any and all staff members of my 
referring physician, physician partners, other medical professionals, persons, firms, or 
corporations without written authorization from Tim Weyant, CEO Aspen Rehab Technologies, 
LLC, any Confidential Information of the Company. 

 
I understand Confidential Information includes treatment techniques, manual therapy 
maneuvers, massage techniques, medical equipment treatment parameters or protocols 
including, but not limited to: Ultrasound usage or E-stim applications, and bandaging and 
compression garment techniques. I also agree not to compete or disclose to: referring 
physicians, referral sources, data, trade secrets, or knowledge, including but not limited to: 
research, product plans, products, services, customer lists and customers (including, but not 
limited to: customers of the Company on whom I called or with whom I became acquainted 
during the term of business), markets, software, developments, inventions, processes, 
formulas, technology, designs, drawings, engineering, hardware configuration information, 
marketing, finances, and other business information disclosed to me by the Company, either 
directly or indirectly in writing, orally, or by drawings or observation of parts or equipment. 
 

 
I further understand that Confidential Information does not include any of the foregoing items if 
they have become publicly known and made generally available through no wrongful act of the 
Patient, or others who were under confidentiality obligations as to the material involved. This 
includes already established referral sources, physician’s offices, and marketing programs, 
established by the Patient, prior to commencement of business with the Company. 

 
 I agree that I will not, during discussion, training, and treatment as a Patient, improperly use or 

disclose any proprietary information or trade secrets to any former or concurrent employer or 
business entity. This includes use or disclosure to any and all members of licensed and 
unlicensed staff, friends, or family members of the Patient. I will not bring onto the premises of 
the Company any unpublished document or proprietary information belonging to any such 
employer, person, or entity unless consented to in writing by such employer, person, or entity. 

 I understand that the aforementioned proprietary information is held as patent protected within 
these United States and enforceable under United States Patent law. 
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 I agree that during discussion, training, and treatment as a Patient, or should treatment be 

terminated by either party, I will deliver to the Company (and will not keep in my possession, 
recreate, or deliver to anyone else) any and all documentation, notes, items developed or 
supplied by the Company, and Tim Weyant, pursuant to discussion with the Company or 
otherwise belonging to the Company, its successors, or assigns. 

 
 
 

At all times while this agreement is in force and after its expiration or termination, I agree to 
refrain from competing with, disclosing, or soliciting the Company’s referring physicians, public 
markets including print, radio, or television, customer lists, trade secrets, or other confidential 
material. I agree to take reasonable security measures to prevent accidental disclosure and 
industrial espionage. 
 
While this agreement is in force, I agree to use my best efforts at performing his/her job, and to 
abide by the non-disclosure and non-competition terms of this agreement. 
 
After expiration or termination of this agreement, I agree not to compete with the Company 
and/or Tim Weyant unless express written authorization has been given by the Company. 

 
 

IN WITNESS, a representative of the Company and I have signed this agreement. 
 
 
 
Patient, Representative  
Name:  
 
 
Signature:         Date:     
 
 
 
For The Company 
 
 
Signature:         Date:  



 

 
      TECHNOLOGIES, LLC 
     9900 W. Sample Rd, 102 
      Coral Springs, FL 33065 

 

Notice of Privacy Practices 
Effective Date: April 21, 2003 

 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION 

PLEASE REVIEW IT CAREFULLY 
If you have any questions about this notice, please contact our office ASPEN REHAB TECHNOLOGIES, LLC at (954) 341-7875  

OUR PLEDGE REGARDING HEALTH INFORMATION: 
We understand that health information about you and your health care is personal. We are committed to protecting health information about you. We create a 
record of the care and services you receive from us. We need this record to provide you with quality care and to comply with certain legal requirements. This 
notice applies to all of the records of your care generated by this health care practice, whether made by your personal doctor or others working in this office. 
This notice will tell you about the ways in which we may use and disclose health information about you. We also describe your rights to the health information 
we keep about you, and describe certain obligations we have regarding the use and disclosure of your health information.  

We are required by law to:  

• make sure that health information that identifies you is kept private;  
• give you this notice of our legal duties and privacy practices with respect to health information about you; and  
• follow the terms of the notice that is currently in effect. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU. 
The following categories describe different ways that we use and disclose health information. For each category of uses or disclosures we will explain what we 
mean and try to give some examples. Not every use or disclosure in a category will be listed. However, all of the ways we are permitted to use and disclose 
information will fall within one of the categories.  

For Treatment. We may use health information about you to provide you with health care treatment or services. We may disclose health information about you 
to doctors, nurses, technicians, health students, or other personnel who are involved in taking care of you. They may work at our offices, at the hospital if you 
are hospitalized under our supervision, or at another doctor's office, lab, pharmacy, or other health care provider to whom we may refer you for consultation, to 
take x-rays, to perform lab tests, to have prescriptions filled, or for other treatment purposes. For example, a doctor treating you for a broken leg may need to 
know if you have diabetes because diabetes may slow the healing process. In addition, the doctor may need to tell the dietitian at the hospital if you have 
diabetes so that we can arrange for appropriate meals. We may also disclose health information about you to an entity assisting in a disaster relief effort so that 
your family can be notified about your condition, status and location.  

For Payment: We may use and disclose health information about you so that the treatment and services you receive from us may be billed to and payment 
collected from you, an insurance company, or a third party. For example, we may need to give your health plan information about your office visit so your health 
plan will pay us or reimburse you for the visit. We may also tell your health plan about a treatment you are going to receive to obtain prior approval or to 
determine whether your plan will cover the treatment.  

For Health Care Operations: We may use and disclose health information about you for operations of our health care practice. These uses and disclosures 
are necessary to run our practice and make sure that all of our patients receive quality care. For example, we may use health information to review our 
treatment and services and to evaluate the performance of our staff in caring for you. We may also combine health information about many patients to decide 
what additional services we should offer, what services are not needed, whether certain new treatments are effective, or to compare how we are doing with 
others and to see where we can make improvements. We may remove information that identifies you from this set of health information so others may use it to 
study health care delivery without learning who our specific patients are.  

As Required By Law. We will disclose health information about you when required to do so by federal, state, or local law.  

To Avert a Serious Threat to Health or Safety. We may use and disclose health information about you when necessary to prevent a serious threat to your 
health and safety or the health and safety of the public or another person. Any disclosure, however, would only be to someone able to help prevent the threat.  

Military and Veterans. If you are a member of the armed forces or separated/discharged from military services, we may release health information about you 
as required by military command authorities or the Department of Veterans Affairs as may be applicable. We may also release health information about foreign 
military personnel to the appropriate foreign military authorities.  

Workers' Compensation. We may release health information about you for workers' compensation or similar programs. These programs provide benefits for 



work-related injuries or illness.  

Public Health Risks. We may disclose health information about you for public health activities. These activities generally include the following:  

• to prevent or control disease, injury or disability;  
• to report births and deaths;  
• to report child abuse or neglect;  
• to report reactions to medications or problems with products;  
• to notify people of recalls of products they may be using;  
• to notify person or organization required to receive information on FDA-regulated products;  
• to notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition;  
• to notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect, or domestic violence. We will only make 

this disclosure if you agree or when required or authorized by law. 

Health Oversight Activities. We may disclose health information to a health oversight agency for activities authorized by law. These oversight activities 
include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the government to monitor the health care system, 
government programs, and compliance with civil rights laws.  

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose health information about you in response to a court or administrative 
order. We may also disclose health information about you in response to a subpoena, discovery request, or other lawful process by someone else involved in 
the dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting the information requested.  

Law Enforcement. We may release health information if asked to do so by a law enforcement official:  

• in reporting certain injuries, as required by law, gunshot wounds, burns, injuries to perpetrators of crime;  
• in response to a court order, subpoena, warrant, summons or similar process;  
• to identify or locate a suspect, fugitive, material witness, or missing person:  

o Name and address  
o Date of birth or place of birth;  
o Social security number;  
o Blood type or rh factor;  
o Type of injury;  
o Date and time of treatment and/or death, if applicable; and  
o A description of distinguishing physical characteristics. 

• about the victim of a crime, if the victim agrees to disclosure or under certain limited circumstances, we are unable to obtain the person's agreement;  
• about a death we believe may be the result of criminal conduct;  
• about criminal conduct at our facility; and  
• in emergency circumstances to report a crime; the location of the crime or victims; or the identity, description, or location of the person who 

committed the crime. 

Coroners, Health Examiners and Funeral Directors. We may release health information to a coroner or health examiner. This may be necessary, for 
example, to identify a deceased person or determine the cause of death. We may also release health information about patients to funeral directors as 
necessary to carry out their duties.  

National Security and Intelligence Activities. We may release health information about you to authorized federal officials for intelligence, counterintelligence, 
and other national security activities authorized by law.  

Protective Services for the President and Others. We may disclose health information about you to authorized federal officials so they may provide 
protection to the President, other authorized persons or foreign heads of state or conduct special investigations.  

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release health information about you to the 
correctional institution or law enforcement official. This release would be necessary (1) for the institution to provide you with health care; (2) to protect your 
health and safety or the health and safety of others; or (3) for the safety and security of the correctional institution.  

 
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU.  

You have the following rights regarding health information we maintain about you:  

Right to Inspect and Copy: You have the right to inspect and copy health information that may be used to make decisions about your care. Usually, this 
includes health and billing records. To inspect and copy health information that may be used to make decisions about you, you must submit your request in 
writing to us at the address listed. If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other supplies and services 
associated with your request. 
We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to health information, you may request that the 
denial be reviewed. Another licensed health care professional chosen by our practice will review your request and the denial. The person conducting the review 
will not be the person who denied your request. We will comply with the outcome of the review.  

Right to Amend. If you feel that health information we have about you is incorrect or incomplete, you may ask us to amend the information. You have the right 
to request an amendment for as long as we keep the information. To request an amendment, your request must be made in writing, submitted to us, and must 
be contained on one page of paper legibly handwritten or typed in at least 10 point font size. In addition, you must provide a reason that supports your request 
for an amendment. We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. In addition, we may 



deny your request if you ask us to amend information that:  

• was not created by us, unless the person or entity that created the information is no longer available to make the amendment;  
• is not part of the health information kept by or for our practice;  
• is not part of the information which you would be permitted to inspect and copy; or  
• is accurate and complete. 

Any amendment we make to your health information will be disclosed to those with whom we disclose information as previously specified.  

Right to an Accounting of Disclosures. You have the right to request a list accounting for any disclosures of your health information we have made, except 
for uses and disclosures for treatment, payment, and health care operations, as previously described. 
To request this list of disclosures, you must submit your request in writing to us. Your request must state a time period which may not be longer than six years 
and may not include dates before April 21, 2003. The first list you request within a 12 month period will be free. For additional lists, we may charge you for the 
costs of providing the list. We will notify you of the cost involved and you may choose to withdraw or modify your request at that time before any costs are 
incurred. We will mail you a list of disclosures in paper form within 30 days of your request, or notify you if we are unable to supply the list within that time 
period and by what date we can supply the list; but this date will not exceed a total of 60 days from the date you made the request.  

Right to Request Restrictions. You have the right to request a restriction or limitation on the health information we use or disclose about you for treatment, 
payment, or health care operations. You also have the right to request a limit on the health information we disclose about you to someone who is involved in 
your care or the payment for your care, such as a family member or friend. For example, you could ask that we restrict a specified nurse from use of your 
information, or that we not disclose information to your spouse about a surgery you had.  

We are not required to agree to your request for restrictions if it is not feasible for us to ensure our compliance or believe it will negatively impact 
the care we may provide you. If we do agree, we will comply with your request unless the information is needed to provide you emergency treatment. To 
request a restriction, you must make your request in writing to our office. In your request, you must tell us what information you want to limit and to whom you 
want the limits to apply; for example, use of any information by a specified nurse, or disclosure of specified surgery to your spouse.  

Right to Request Confidential Communications. You have the right to request that we communicate with you about health matters in a certain way or at a 
certain location. For example, you can ask that we only contact you at work or by mail to a post office box. To request confidential communications, you must 
make your request in writing to our office. We will not ask you the reason for your request. We will accommodate all reasonable requests. Your request must 
specify how or where you wish to be contacted.  

 

RIGHT TO A PAPER COPY OF THIS NOTICE 

You have the right to obtain a paper copy of this notice at any time.  A paper copy should be issued prior to your first treatment. To obtain a copy, please 
request it from us.  
 

CHANGES TO THIS NOTICE 
We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for health information we already have about 
you as well as any information we receive in the future. We will post a copy of the current notice in our facility. The notice will contain on the first page, in the 
top right-hand corner, the effective date. In addition, each time you register for treatment or health care services, we will offer you a copy of the current notice in 
effect.  

 
COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of Health and Human Services. 
To file a complaint with us, contact us at  (954) 341-7875. All complaints must be submitted in writing. You will not be penalized for filing a complaint.  

 
OTHER USES OF HEALTH INFORMATION.  

Other uses and disclosures of health information not covered by this notice or the laws that apply to us will be made only with your written permission. If you 
provide us permission to use or disclose health information about you, you may revoke that permission, in writing, at any time. If you revoke your permission, 
we will no longer use or disclose health information about you for the reasons covered by your written authorization. You understand that we are unable to take 
back any disclosures we have already made with your permission, and that we are required to retain our records of the care that we provided to you.  

Acknowledgement of Receipt of this Notice 
We will request that you sign a separate form or notice acknowledging you have received a copy of this notice. If you choose, or are not able to sign, a staff 
member will sign their name, date. This acknowledgement will be filed with your records.  
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