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Dear New Patient, 
 
Thank you for your patience while I was working through the wait list.  Once you are a new 
patient, it will be quite easy to schedule regularly.  I’m excited to get started on your care.  
Enclosed, you will find several pages of forms, including: 

• Patient Agreement:  including policies and fees for the practice.  Please take time to 
read it.  You can electronically sign the forms and email them back.  On your first visit, 
we will obtain physical signatures. 

• Intake form:  This is the place I learn everything about your condition, your lifestyle, and 
how this has been affecting you.  The more thorough the better.  Unlike many 
healthcare practices, your intake will be carefully read twice before your first visit, so we 
are not asking questions you have already carefully answered.  If you are uncomfortable 
typing and emailing this form, you may mail it.  My email is HIPPAA compliant, but I can 
not guarantee that your email is.   If you would rather print, fill out, and mail the form, 
you may.  Please read the disclaimer at the footer of each email. 

• HIPPA form 
• Communication form and preferences. 

 
 
 
Patient Agreement:  Portland Pelvic Therapy, LLC 
 
At Portland Pelvic Therapy we are committed to providing you with the best possible physical 
therapy care. The following polices allow us to provide optimal care for all our patients.   
 
Payment is due at the time of service.  Cash or check only. Rates as of October 1, 2019.   
Please read insurance information below for HSA cards. 
 

• Follow up visits are $160 per professional hour (grossly 53 minutes of direct one -on-
one time).  Please note that you will be asked to arrive to appointments 10-15 minutes 
early to settle in, change, and to fill out your weekly assessment.  Arriving early will 
allow us to use all our time together for your care, instead of spending part of the time 
on changing and paperwork, etc.  Your time is reserved for 53 minutes after the start of 
your treatment time.  If a patient arrives late, they will be charged for the time that was 
reserved for them. 

Portland Pelvic Therapy, LLC 

Nari Clemons, Physical Therapist, LLC 
560 NW 87th Terrace, Portland OR 97229 

971-284-2062 
PortlandPelvicTherapy.com 
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• First time new patient visit:  (90 minutes one-on-one time and 30 minutes reviewing 
your paperwork before your visit). $240.   Prior to scheduling your first visit, you will 
complete this paperwork.  I will review it prior to scheduling and the review it again in 
the day or two before your visit.  At your first visit, I will clarify any questions I had from 
your history and intake.  We will do a thorough evaluation and spend the remainder of 
time on treatment.  A very thorough first visit evaluation and intake form allow us to 
start your care from a place of better understanding and not repeat interventions you 
have already tried. 

• Insurance forms:  $45. (This is outside of your superbill with diagnosis and billing codes, 
which is provided for each visit) 

 
 
We can provide a super-bill after your visit. This will include all diagnosis codes and treatment 
codes to submit to your insurance. We do not submit to insurance directly. Many patients are 
able to obtain partial reimbursement to full reimbursement if they submit to insurance.  Please 
see fee structure above if you require our assistance beyond the super-bill with insurance 
forms.  You may also use an HSA account, which will allow you to pay with pre-tax dollars.  If 
you only have the option of using a credit card for HSA payments, you may pre-pay prior to 
your visits.  I will send you a paypal link that you can use to enter your HAS or credit card 
information.  Please make sure to arrange this in advance, so the credit card processing time 
does not detract from your treatment time. 
 
Medicare Patients:  You will be required to sign a form (ABN) agreeing not to submit charges 
to Medicare and requesting that we do not. Because Medicare does not cover the care 
methods, treatment duration, diagnoses we treat, chronic issues, visceral or neural 
mobilization, or wellness care, Nari has terminated her Medicare number and has no 
reimbursement relationship with Medicare.  Please let us know if you would like us to 
recommend a Medicare provider for you.  It is our preference to refer Medicare patients to 
Medicare approved facilities and providers, so they may utilize their benefits. 
 
Cancellation Policy:  For a no-show or same day cancel (less than 24hour) the patient will be 
charged for the full cost of the visit.  This fee must be paid in full to keep future appointments.   
Weather related issues and sickness do not apply, if discussed with Nari. Patients are given a 
reminder call or text 48 hours prior to appointments. Please inform your therapist if you have 
not received a reminder. If you have a fever or have had physical or emotional trauma (car 
accident, concussion, loss of a loved one, recent surgical procedure), please call before your 
appointment to see if PT would be appropriate. In some cases, we may recommend holding 
care.   After the third no-show or late cancellation, you will be given the option to fully prepay 
for future visits or to discontinue care. 
 
Potential benefits:  Most patients are very pleasantly surprised at the rapid resolution of 
symptoms or their increased function.  You may experience improvement in your symptoms, 
improved mobility, improved function, or improved feelings of general physical and emotional 
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wellness.  You may experience improved knowledge of your condition, improved self-
management, or decreased pain and dysfunction.   
 
No Warranty:  Physical therapy is an art and a science of trial and error.  No two patients are 
the same, and I cannot guarantee a certain number of visits will produce any certain outcome.  
Healing is a complex, multifactorial, individualistic response that involves several factors.  I am 
but one of the factors in your healing as well as proper diet, exercise, spiritual fitness, mental 
wellness, healthy relationships, and the rest of your medical team.  The patient understands 
that the physical therapist cannot make any promises or guarantees regarding a cure or 
improvement in your physical condition.   You agree that the therapist will share with you her 
opinions regarding potential results of physical therapy treatment for your condition and will 
discuss all treatment options with you.  This is a voluntary relationship between two parties.  If 
at any time you are dissatisfied with your care, please let Nari know immediately.     
 
Potential risk:  You may have an increase in symptoms, as your body accommodates.  This is 
usually temporary and not typically the case.  You agree to let Nari know if treatment is painful 
during your session and understand that Nari seeks to avoid pain during your session, so this 
communication is essential.  You agree to contact your physician or seek emergent care if you 
have any severe symptoms, as Nari is not a primary or emergent care provider.   
 
As a patient you agree: 
 

1. To have seen a physician for this condition, whom we can send a script to for 
signatures.    If you are coming for wellness care, I still require you to be seen by 
another primary care provider who can sign a care plan:  MD, DO, DC, or ND.  I am not 
able to detect issues such as cancer, tumors, endometriosis, hormonal imbalance, 
cardiac disease, bony abnormalities/pathology or organic disease processes from 
physical therapy evaluation.  This will fall under the realm of your primary care.   
 

2. You agree to come sessions on time, pay at the start of the session, attend scheduled 
appointments, and actively participate in your recovery by working on your home 
program or towards lifestyle changes we are discussing in therapy.  Completing your 
intake form thoroughly is the first step of investing in your care. 

 
3. You agree to come smoke free and cat hair-free to visits.  I will not be able to treat you 

if you smell of smoke.  I apologize for any inconvenience this causes.  Please let me 
know if you have cat hair on your clothing, so I can provide you with a robe. 

 
4. You understand that entering my clinic requires parking on a sloped driveway, taking a 

sidewalk path that is around 40 feet and not completely level, as well as negotiating up 
one step.  If you have poor mobility, balance issues, poor vision, or use a wheel chair, 
this is not the appropriate clinic for you.  Please let me know, and I will work with you 
to recommend a provider in a traditional medical building or hospital.  You assume 
responsibility and liability for your own negotiation of the premises.  You agree not to 
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hold Nari Clemons physical therapist LLC or Portland Pelvic Therapy LLC responsible for 
any falls or injuries due to mobility on the property. 

 
5. Children/family members:  you may bring your children to appointments if you need.   

Please know that if you have young children who require lots of tending, you may have 
less benefit and direct care time from your visit.  If your child is unwell and home from 
school, we can give them a blanket and pillow and let them rest during your session.  
Also, they can bring toys to play with, etc.  However, Portland Pelvic Therapy offers no 
supervision for the dependents or children of clients, and you wholly assume 
responsibility and liability for anyone who comes to appointments with you. 

 
6. Voluntary termination of care:  You may decide to terminate care or ask for my help to 

find another provider at any time.  Similarly, your therapist reserves the right to 
terminate care without explanation at any time.. 

 
7. Internal and Pelvic work: You understand that to evaluate and treat your condition, it 

may be necessary or optimal to do internal and pelvic muscle exams and manual 
therapy.  This does not substitute for exam from a licensed physician.  Internal and 
pelvic techniques will only be performed after consent prior to each technique, and 
only as pertaining to your therapy goals and functional outcomes.  An explanation of 
the techniques will be given prior to each technique and consent obtained prior to each 
technique.  As the patient, you hold the responsibility to inform the therapist of any 
conditions that would limit or prohibit your ability to have an internal evaluation or 
treatment.  Even after giving consent for evaluation and treatment, you have the right 
to change your mind and clearly ask the treatment to be stopped.  Your therapist will 
honor your request and stop treatment immediately.  The focus of internal and pelvic 
work is to resolve urinary, bowel, bladder, sexual, neural, or pain issues within the 
pelvis by addressing fascia, pelvic muscle, visceral-fascial and neural relationships.   This 
practice treats sexual dysfunction, such as anorgasmia, erectile dysfunction, pain with 
intercourse, or other dysfunction within the scope of pelvic therapist.  This treatment 
may include direct work to the genitals, which will only be done after explaining the 
technique to the patient and obtaining consent.  Though the techniques and functional 
goals may involve sexual function, the patient understands that the relationship 
between the client and therapist is a strictly professional and non-sexual relationship.  
If at any time confusion arises as to the nature of the relationship, the therapist should 
be notified, and treatment will be terminated immediately. 

8. Portland Pelvic Therapy accepts cash or checks and provides a receipt for cash or check 
transactions.  If you need to use a credit card or HSA card, you will need to arrange 
payment prior to your visit, and you will be sent a paypal invoice. 

 
 
Patient Name: _________________________________ Patient D.O.B. ____________________ 
 
Signature: _____________________________________ Relationship: ____________________ 
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PATIENT REGISTRATION AND HISTORY FORM: 
 
Today’s Date:                                                           
 
Patient Name (First/Middle/Last):__________________________________________________ 
 
Date of Birth (DOB):___________________________   
 
Cell Phone:_____________________________ Text? Y/N      Leave Message? Y/N 
 
Alternate Phone:________________________ 
 
Home/Billing Address:____________________________________________________________ 
 
Email:_________________________________________________________________________ 
 
How did you find us? ____________________________________________________________ 
 
Referring Physician: 
 
Name:________________________________ Phone #:_________________________________ 
 
Fax:__________________________________ Address:_________________________________ 
 
Primary Care Physician:  
 
Name:________________________________ Phone #:_________________________________ 
 
Fax:__________________________________ Address:_________________________________ 
 
 
 
What is the primary concern you are seeking treatment for today? _______________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
What is your goal with therapy?____________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
When did this problem begin? (specific date if possible) ________________________________ 
______________________________________________________________________________ 
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______________________________________________________________________________ 
______________________________________________________________________________ 
 
Has the problem worsened in the past year? When? 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Have you been seen by a physician for this condition in the past year?  ____________________ 
 
Please list medications/supplements and doses including the reason you are taking each 
medication: (Use additional paper if needed)_________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

 
As you fill out the enclosed form, please include EVERYTHING. NOT just your pelvic health. I 
treat holistically, so the car accident 10 years ago, the achy shoulder that still bothers you, the 
difficulty focusing, poor sleep… these are all very important to me. Please write the 
chronological history of what is bringing you in today (time line format). Starting from the 
beginning or any lingering health issues or challenges you have had. Feel free to use additional 
paper or to type it up. The more detailed and comprehensive this is, the more time I will have 
to treat you at your first visit. Please be organized and write from start to present, even if you 
are not sure if a specific detail is important. If you have had falls, trauma, car accidents, sports 
injuries, periods of depression or anxiety, etc. Please write it all. Also, include any fertility 
struggles. Take time and be thorough.  Use an extra sheet of paper if needed. 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
List all surgical procedures you have had, with the year of the operation. This includes hernia, 
appendix, gall bladder, orthopedic (joint), vascular, heart, bowel, c-section, exploratory laps, 
cosmetic surgery, etc. Even if you think it is minor, please write it, including any exploratory 
laparoscopies you may have had. Please include any complications with this surgery or 
recovery. 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
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______________________________________________________________________________ 
What youth/earlier sports did you play?_____________________________________________ 
______________________________________________________________________________ 
What have you done to manage your condition: Specialists, Medications, home program? 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Pain Scale: At worst (1-10) __________At best (1-10) __________Right now (1-10)__________ 
 
Location of Pain: (please list all) ____________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
How would you describe your general health? ________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
What is your occupation? _________________________________________________________ 
 
Has your work been affected by your condition? How? _________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Please describe your typical daily diet: ______________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
 
What are you actively doing on a regular basis to improve your health and care for yourself?  
______________________________________________________________________________ 
______________________________________________________________________________ 
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______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Please circle any of the following activities that you are having difficulty completing. Also, 
please circle if you have had to change the way you do these activities or have had to decrease 
how often you do them: 
 
Reaching               Standing in line        Leaking with laughing       Sneezing w/o leaking 
Cleaning                Urination                   Painful periods                   Pain after eating 
Job Duties            Holding urine             Painful bowels                    Sexual intimacy  
Climbing stairs     Moving bowels            Exercise                               Tampon use 
Wearing jeans      Riding a bike              Activity/Sports                   Lifting 
Bending                  Driving                       Walking                               Prolonged sitting                               
 
List any other activities that are difficult for you at this time: __________________________ 
 _________________________________________________________________________________ 
____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Please circle any of the following that apply to you, then explain in the blank lines that follow: 
 
Heart Attack     High Blood Pressure      Asthma    Diabetes/Blood Sugar   Fibromyalgia 
Stroke                Lung Problems               Thyroid     Endometriosis     Systemic Infection/Sepsis 
Blood Clot         Headaches/Migraines   PCOS         Kidney Problems    Autoimmune Problems 
Chronic Fatigue      Sjogren’s Syndrome     Rheumatoid Arthritis      Diarrhea    Stool Leakage 
GERD/Reflux            Irritable Bowel              Chronic Constipation     Excessive Bleeding 
Gall Bladder    Anemia    Neuropathy       Seizures     Stomach Problems     Arthritis 
Back Pain    Disc Problems    Nerve Problems   Brain Injury     Spinal Cord Injury   Visual Problems 
Depression    Anxiety    Bipolar    Alcohol Abuse    Drug Addiction    Memory Problems    Cancer    
HIV/AIDS     Bone Fracture    Bronchitis/Pneumonia     Unintentional weight gain/loss 
 
 
If you circled any of the above please explain: _______________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
How much and what type of exercise do you regularly do? ______________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
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How much do you walk most days? _________________________________________________ 
 
How do you achieve stress reduction? ______________________________________________ 
 
Is it working? ___________________________________________________________________ 
 
Would you like to learn more ways to improve your mind/body relationship? _______________ 
 
Many patients come for pelvic concerns, so there will be specific questions to that regard in the 
next section.  If you are coming for other issues: neck pain, back pain, migraine, nerve pain, et. 
Please let me know any other details you feel I should know. Please scan through the pelvic 
questions to see if any apply to you.  IF A QUESTION DOES NOT APPLY TO YOU LEAVE IT BLANK. 
 
URINARY QUESTIONS 
 
How much water do you drink in 24 hours on average? _________________________________ 
 
How much of caffeine do you drink?   What kind?  ____________________________________ 
 
What else do you drink? How much? _______________________________________________ 
 
How many times during your waking hours do you urinate? ______ Sleeping hours? ________ 
 
When you feel the urge to go, how strong is the urge?  (Circle all that apply) 
Urgent/High priority/a sign to look for a bathroom/no big deal 
 
How long can you hold urine from the time of the first urge? ____________________________ 
 
Do you ever leak urine while:  Coughing/Sneezing/ on the way to the restroom 
Hear running water/exercising/jumping/laughing/lifting something up (Circle all that apply) 
 
Do you have any pain with urination? If so, where and when? (filling, emptying, after, etc.) 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Do you have difficulty starting a stream of urine? ______________________________________ 
 
Do you strain to empty your bladder? _______________________________________________ 
 
After you urinate, do you feel fully empty? ___________________________________________ 
 
Do you urinate more that 7 times per day? ___________________________________________ 
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Do you use a form of leakage protection? ____________________________________________ 
 
Do you restrict your fluid intake? _____________Does your stream start and stop? __________ 
 
What else would you like me to know about your urination? Including any stress associations: 
 
______________________________________________________________________________ 
 
Bowel History: 
 
How often do you have a bowel movement? 
__________________________________________ 
 
Are they: (Circle type) Hard/Soft/Formed/liquid/completely varied 
 
Does it pass easily? _____ Explain: _________________________________________________ 
 
What do you do to stay regular? ___________________________________________________ 
 
Do you have pain anywhere before during or after your BM’s? ___________________________ 
 
When you feel the urge to go how long can you hold it? ________________________________ 
 
Do you ever leak stool or find smears in your underwear? _______________________________ 
 
Do you have diarrhea often? ______________________________________________________ 
 
 
ALL PATIENTS: 
 
WE ARE VERY OPEN AND ACCEPTING OF ALL EXPRESSIONS OF SEXUALITY AND GENDER 
 
Are you currently sexually active?  (Partner/self stimulation/varied/please explain) 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Do you have pain with physical intimacy? Explain: _____________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Do you find medical exams or tampons uncomfortable? ________________________________ 
 
Is your sex life satisfying and enriching your life? _______ Do you wish to change that? _______ 
______________________________________________________________________________ 
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If you could change one thing about your sex life what would it be? _______________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
WOMEN ONLY: 
 
Total # of Pregnancies________ # Vaginal Births______ # C-sections________ 
 
Did you have any complications or tearing with your births?_____________________________ 
______________________________________________________________________________ 
 
How large were your babies?______________________________________________________ 
  
What was the age of your first menses? _________Do you still have a monthly flow? _________ 
 
Are your periods painful? ______  
 
Do you have digestive issues with your cycle? ________________________________________ 
 
Do you have pain or symptoms with ovulation or during menses? ________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
 
 
 
 
MEN ONLY: 
 
Please make sure you have discussed any history of prostatitis, hernia, injury, or trauma to the 
pelvis. Also, any abdominal or low back issues. If you have had a prostatectomy, please include 
the details of that and any other treatment you have had.  What else would you like me to 
know about your pelvic health? 
 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
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______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
 
General Health Questions:  
 
How do you feel about your energy level? 
 
 
When you think of your health, how do you feel?  (Optimistic, guarded, worried, weary, 
hopeful, inspired, resigned).   
 
What would change that feeling? 
 
 
Are you sensory sensitive?   Do any of the following bother you?  If so, please explain what you 
feel in those situations.    

• Louder background sounds (being at a loud restaurant) 
• Walking through the detergent section at a store 
• Clothing with tags or scratchy material 
• Household noise when you are sleeping 
• Chemicals in food or “fake” food 
• Perfumes 
• Environmental allergies 
• Food intolerances 
• Shoes, walking barefoot, or trimming toenails. 

 
 
What else should I know? 
 
 
 
 
ALL PATIENTS PLEASE SIGN AND DATE: 
 
Patient Signature: _____________________________ Date: ____________________________ 
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Portland Pelvic Therapy, LLC:  Notice of Privacy Practices Patient Acknowledgment  
 
I have received this practice’s Notice of Privacy Practices written in plain language. 

 
The notice provides in detail the uses and disclosures of my protected health information that may be made 
by this practice, my individual rights and the practice’s legal duties with respect to my protected health 
information. 

 
The Notice includes: 
• A statement that this practice is required by law to maintain the privacy of protected health information. 
• A statement that this practice is required to abide by the terms of the Notice currently in effect. 
• Types of uses and disclosures that this practice is permitted to make for each of the following purposes: 
Treatment, payment and health care operations. 
• A description of each of the other purposes for which this practice is permitted or required to use or 
disclose protected health information without my written consent or authorization. 
• A description of uses and disclosures that are prohibited or materially limited by law. 
• A description of other uses and disclosures that will be made only with my written authorization and 
that I may revoke such authorization. 
• My individual rights with respect to protected health information and a brief description of how I may exercise these 
rights in relation to: (1) The right to complain to this practice and the Secretary of HHS if I believe my privacy rights 
have been violated and that no retaliatory actions will be used against me in the event of such a complaint. (2) The 
right to request restrictions on certain uses and disclosures of my protected health information and that this practice is 
not required to agree to a requested restriction. (3) The right to receive confidential communications of protected 
health information. (4)The right to inspect and copy protected health information. (5) The right to amend protected 
health information. (6)The right to receive an accounting of disclosures of protected health information. (7)The right to 
obtain a paper copy of The Notice of Privacy Practices from this practice upon request. 

 
This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new provisions 
effective for all protected health information that it maintains.  I understand that, under the Health Insurance 
Portability & Accountability Act of 1996 (HIPAA),I have certain rights to privacy regarding my protected health 
information. I understand that this information can and will be used to: 
•Conduct, plan and direct my treatment and follow-up among the multiple health care providers who may be 
involved in that treatment directly and indirectly. 
• Conduct normal health care operations such as quality assessments and physician certifications. 
I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses 
and disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy 
Practices from time to time and I may contact this organization at any time to obtain a current copy of the Notice of 
Privacy Practices.  I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations. I also understand that you are not required to agree 
to my requested restrictions, but if you agree then you are bound to abide by such restrictions.  I understand that the 
patient intake paperwork filled out specified whether I could receive messages on my numbers, and this practice will 
leave messages regarding appointment dates, times, or cancellations on those messages, identifying the clinic but not the 
nature of the visit. 
 
Patient Name: _____________________________________________Date: ____________ 
 
Signature: __________________________ Relationship to Patient: ___________________ 

 

Office Use Only 
I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices 
Acknowledgement but was unable to do so as documented below:  

 
Date: _______________ Initials: ________ Reason: ___________________________________ 
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Electronic communications statement and policy: 
 
By choosing to use the convenience of e-mail to communicate with me, you understand and agree to the 
following:  Please initial 

• The use of e-mail may pose risks to the confidentiality of your health information.  
• The Internet is an open network and provides no inherent protection for confidential information.  
• You accept these risks.  
• There will be times when I will not have access to e-mail. Be sure to contact my office by telephone when 

necessary  
• Please DO NOT use email to convey private health information.   

We will now have the capacity to send out group emails to inform patients when an appointment has opened 
up on the schedule.  We will also email when we open a new months schedule.  All emails will be sent in BCC 
format, so recipients should not be able to see emails of the other patients.   However, mistakes can occur, 
and electronic privacy is NOT guaranteed. 
 
Please check all that apply: 
 
_________Please do NOT include me on group emails 
 
_________Please include me on emails for when a new block of time is opening on the schedule (example:  
scheduling for summer is open).  I understand that I can ask to be removed from this list at any time. 
 
_________Please include me on emails when a cancellation on the schedule opens up.  I understand I will 
receive two emails in these instances:  one for when the appointment opens and a second email that tells if 
the appointment is filled.  I understand that I can ask to be removed from this list at any time. 
 
_________ I give Portland Pelvic Therapy permission to email me quickbooks receipts (quickbooks 
may not be 100 % HIPPA compliant, receipts will contain billing codes)  
Thank you for helping us understand how to better serve you. 
 
Sincerely, 
Nari Clemons, Physical Therapist  
 
 
I, __________________________ (print name) have read and agree to the communication as specified 
above, understanding any/all privacy risk that may be involved.  I also understand not to send any personal 
health information via electronic communication. 
 
Patient Signature: _______________________________ D.O.B. ____________________________________ 
 
Date: _________________________________________ 
 
 
 
 
 


