
PETER BOWER, M.D. 
A N D A S S O C I A T E S 

1415 Rolkin Court, Suite 301 

Charlottesville VA 22911 

Ph (434)964-0159 F(434)978-1667 Today's date. 

Name: 

Date of Birth: Social Security # 

Male Female Non-binary Other Prefer not to specify 

Mailing Address: 

City, State, Zip: 

Home Phone: Cell phone: Work Phone: 

Email Address: 

Occupation: Employer: 

Emergency Contact Name: 

Emergency Contact Phone: 

Primary Care Physician: 

Pharmacy 

May we contact your PCP regarding your treatment? Yes No 

I the undersigned hereby authorize the staff of this center to perform such services as deemed 

necessary by the physician to diagnose and treat my condition(s). Furthermore, I authorize assignment 

of my insurance rights and benefits to he directed to the provider and also authorize the release of such 

information as is needed to process insurance claims. I also agree that I am responsible for all charges 

which may include legal fees, collection fees or other expenses incurred by the provider in collecting my 

account. I hereby order all parties to accept a copy of this release and assignment statement as an 

original. This shall remain in effect until revoked by me in writing. 

Signature Date 



P E T E R B O W E R M.D. AND A S S O C I A T E S 

1 4 1 5 R O L K I N COURT 

S U I T E # 3 0 1 

C H A R L O T T E S V I L L E , VA 2 2 9 1 1 

( 4 3 4 ) 9 6 4 - 0 1 5 9 F ( 4 3 4 ) 9 7 8 - 1 6 6 7 

HIPAA N O T I C E of P R I V A C Y P R A C T I C E 

We a re requ i red by law to ma in ta in the p r ivacy of your protected heal th in format ion ( P H I ) . T h i s notice appl ies to all 
records of the heal th c a r e and se r v i ces you a t th is fascl l i ty . Th i s not ice will tell you about the w a y s in wh ich we m a y 
use and d isc lose you r P H I . Th i s not ice a lso descr ibes you r r ights and cer ta in obl igat ions we have regard ing the use 
and d isc losure of y o u r P H I . 

W e a r e required by l a w to: 

* m a k e su re tha t you r PH I is kept p r iva te ; 
* g ive you th is not ice of our legal dut ies and p r i vacy pract ices wi th respect to your P H I ; 
* fol low the t e r m s of th is not ice as long as it is cu r ren t l y in ef fect . I f we rev ise th is notice, we will follow the 

t e r m s of the rev ised not ice a s long as it is cu r ren t l y In ef fect ; 
* t ra in our personne l concern ing pr ivacy and conf ident ia l i ty ; and 
* mi t iga te ( l e s s e n the h a r m of) any b reach of pr ivacy/conf ident ia l i ty . 

H o w W e May U s e a n d D i s c l o s e I n f o r m a t i o n about Y o u 

T h e fol lowing ca tegor ies ( l i s ted in bold-face pr int , be low) descr ibe d i f ferent w a y s tha t we use and d isc lose you r 
protected heal th in format ion ( P H I ) . For each ca tegory of uses or d isc losures we wil l exp la in w h a t w e m e a n and g ive 
you s o m e e x a m p l e s . Not e v e r y use or d isc losure in a ca tegory will be l is ted. However , al l of the w a y s we are 
permi t ted to u s e and d isc lose in format ion fal l wi th in the ca tegor ies below. 

For T r e a t m e n t . We a r e permi t ted to use and d isc lose you r PH I to doctors , nu rses , techn ic ians , or o ther personnel 
who a r e Invo lved In tak ing ca re of you . 

F o r P a y m e n t . W e a re permi t ted to use and d isc lose you r PHI so tha t the t r ea tmen t and s e r v i c e s you rece ive m a y 
be bi l led to ( a n d p a y m e n t m a y be col lected f r o m ) your insurance company or a third par ty . We a lso m a y tel l you r 
heal th plan about a t r e a t m e n t you a re going to rece ive to obtain prior approva l or to de te rm ine whe the r you r plan 
wil l c o v e r t he t r e a t m e n t . 

To B u s i n e s s A s s o c i a t e s for T r e a t m e n t , P a y m e n t a n d Health C a r e Operations. W e a re permi t ted to d isc lose 
you r P H I to our bus iness assoc i a tes in order to c a r r y out t r ea tmen t , p a y m e n t or hea l th ca re opera t ions . For 
e x a m p l e , we m a y d isc lose y o u r PH I to a company w e hire to bill I nsu rance compan ies on our behal f to help us 
obta in p a y m e n t for t he hea l th c a r e se rv i ces we prov ide. 

A p p o i n t m e n t R e m i n d e r s . We m a y use and d isc lose medica l in format ion to contact you a s a rem inder tha t you 
h a v e a n appo in tment for t r e a t m e n t or medica l ca re . 

S p e c i a l S i t u a t i o n s 

A s R e q u i r e d By L a w . We will d isc lose you r PH I when requi red to do so by federa l , s t a te , or local law. 

L a w s u i t s a n d D i s p u t e s . I f you a re involved in a lawsu i t or a d ispute , we m a y d isc lose you r PH I in response to a 
cour t or adm in i s t r a t i ve order . We m a y a lso d isc lose your PHI In response to a subpoena . 

To A v e r t a S e r i o u s T h r e a t to Health or Safety. We m a y use and disc lose your PH I when n e c e s s a r y to p reven t a 
se r ious t h r e a t to you r heal th and sa fe t y or the heal th and sa fe ty of the public or ano ther person. Any d isc losure , 
h o w e v e r , wou ld only be to law en fo rcemen t in order to help p reven t the th rea t . 

W o r k e r s ' C o m p e n s a t i o n . We m a y re lease you r PH I for w o r k e r s ' compensat ion or s im i la r p rog rams . T h e s e 
p rog rams prov ide benef i ts for work - re la ted in ju r ies or i l lness. 

W h e n Y o u r Authorization is Required 

Uses or d i sc losu res of you r PH I for other purposes or ac t iv i t ies not l isted above will be m a d e only wi th your wr i t ten 
au thor iza t ion ( p e r m i s s i o n ) . I f you provide us author iza t ion to use or d isc lose you r P H I , you m a y revoke your 
au thor iza t ion in wr i t ing a t a n y t ime . I f you revoke you r au thor iza t ion , we will no longer use or d isc lose you r PH I for 



the r e a s o n s covered by you r wr i t ten permiss ion . However , we a re unable to t ake back any d isc losures we h a v e 
a l ready m a d e wi th you r pe rm iss ion . 

Y o u r Rights 

You h a v e the fol lowing r ights regarding the PHI we ma in ta in about you . 

Right to R e q u e s t Restrictions. You have the r ight to reques t a rest r ic t ion or l imitat ion on the PHI we use or 

d isc lose about you for t r ea tmen t , paymen t or heal th ca re operat ions. You also have the r ight to reques t a l imit on 
the P H I we d isc lose about you to someone who is invo lved in your ca re or the p a y m e n t for you r ca re , such a s a 
fami ly m e m b e r or f r i end . We a r e not requi red to ag ree wi th your reques t . I f we do agree , we wil l comply wi th your 
reques t un less the in format ion is needed to provide you with e m e r g e n c y t rea tmen t . 

Right to I n s p e c t a n d R e c e i v e a Copy. You have the right to inspect and rece ive a copy of PHI that m a y be used 
to m a k e dec is ions about you r ca re . 

I f you reques t a copy of y o u r PH I , we m a y cha rge a fee for the cos ts of copy ing, mai l ing or o ther suppl ies 
assoc ia ted wi th you r reques t . We m a y deny your reques t to inspect or rece ive a copy in cer ta in ve r y l imi ted 
c i r c u m s t a n c e s . I f you a re denied access to P H I , we will notify you in wr i t ing, and you m a y reques t tha t the denia l 
be r e v i e w e d . 

Right to A m e n d . I f you be l ieve tha t PHI w e h a v e about you is incorrect or incomplete, you m a y a s k us to a m e n d 
the in fo rmat ion . You h a v e the r ight to request an a m e n d m e n t for as long a s the In format ion Is kept by th is c l in ic. 
You m u s t include a reason tha t suppor ts your request . 

Right to a P a p e r Copy of T h i s Notice. You h a v e the right to a paper copy of th is not ice. 

S i g n a t u r e of Pat ient or Persona l Rep resen ta t i ve 

Pr inted N a m e of Pat ient or Persona l Rep resen ta t i ve 

Date 



P E T E R B O W E R M.D. AND A S S O C I A T E S 
1 4 1 5 R O L K I N COURT, S U I T E 3 0 1 
C H A R L O T T E S V I L L E , VA 2 2 9 1 1 
( 4 3 4 ) 9 6 4 - 0 1 5 9 F ( 4 3 4 ) 9 7 8 - 1 6 6 7 

Appointment Cancellation Policy 

We require a 24 hour notice for appointment cancel lat ions. There will be a 
$75 .00 charge for all missed appointments and cancellat ions made under 24 
hours from your scheduled appointment. Th is includes new patient 
appointments. You will be billed directly for any missed or cancelled 
appointment. 

I t is your responsibil i ty to remember your appointment. Emai l reminders 
and reminder phone calls are merely a courtesy. You are still responsible for 
keeping your appointment regardless If you receive a reminder or not. 

I f you should need to cancel af ter hours, please leave your cancellation on 
the answer ing machine. The date and t ime of your call will be recorded. 

Certainly, there are emergency c i rcumstances that make notification 
impossible. I n that case, please contact us as soon as possible to avoid the 
no show fee. Thank you for your cooperation. 

Peter J . Bower, M.D. 
Diana H. Bower, F.N.P. 
Lesl ie Chisnel l , R.N., L.M.T. 

Signature. 

Print 

Date 



INTAKE QUESTIONNAIRE OFFICE USE ONLY: Provider Visit date 
Name: 
Please shade the place(s) that hurt. Draw an arrow pointing to the worst spot. 

Front Back 

When did your pain start? 
How bad has your pain been this past week (check one)? 
• "Minimal Pain is hardly noticeable." 
• "Mild. Low level of pain. Only aware of my pain when I think about it." 
• "Uncomfortable. Pain bothers me but I can ignore it most of the time." 
• "Moderate. Constantly aware of pain but can continue most daily activities." 
• "Distracting. Think about pain most of the time. Can't do some daily activities due to pain." 
• "Distressing. Think about pain all the time. Give up many activities because of pain." 
• "Unmanageable. Pain all the time prevents most activities. (Often miss work due to pain.)" 
• "Intense. Pain is severe. Hard to think of anything else. Talking and listening are difficult." 
• "Severe. Pain is all I can think about. Can barely talk or move due to pain." 
My pain is worse when I: 
My pain is better when I: 
Circle any of the following that describe your pain: 
Aching Burning Constant Dull Intermittent Sharp Shooting Stabbing Throbbing Other: 
Is there any: (check all that apply)? 
• Increased pain with cough or sneeze 
• Numbness or tingling 
• Shortness of breath 
• Pain with urination or pain with sexual activity 
• Change in bowel or bladder function 
• Joint swelling 
• Swelling or redness of your eyes 
• Fevers, chills or sweats 
• Weakness 
• Unexplained weight loss 
• Recurrent rashes on the skin or hypersensitivity of the skin 



What treatments have you tried for your pain: 
Physical Therapy Trigger point injections Epidural steroid injections Chiropractic Massage Acupuncture 
Medications Other: 

What evaluation(s) (laboratory, radiology) have you had to date for your condition: 

Please list past illnesses or injuries 

Please list your current medications 

Please list your surgeries 

Are any of your relatives afflicted with a disease that affects joints, nerves or muscles? Please 
list 

Are you currently on any kind of regular exercise program? Please describe 

Do you smoke? Do you drink alcohol? 

What is your occupation? 

Whom do you live with? 


