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Welcome to SOL Santa Cruz, and thank you for choosing Christopher Taquino, DPT as your Physical 

Therapy provider. Our entire staff is committed to serving you and making your rehabilitation experience 

enjoyable and successful. Please take a few minutes to read this information so that you can become familiar 

with our practice. We will be happy to answer any questions you have on an individual basis. 

WHAT SETS US APART? 
SOL Santa Cruz offers the highest quality of care in Physical Therapy, Chiropractic and Performance Training in Santa 

Cruz county, period. We are a state-of-the-art, integrated health care facility utilizing the latest technology available, 

including Active Release Technique (ART®), Graston Technique®, and A Perfect Light™, infrared light therapy. 

Additionally, we offer time-tested treatment options and one-on-one, personalized care. Our services are tailored to the 

needs of each unique patient to achieve results and get you better, faster.  

OUR AVAILABILITY 
Our office is generally open Monday through Friday from 8:00AM to 6:00PM. Physical Therapy appointments can be 

scheduled with Chris Taquino, DPT between 8:00AM and 5:00PM on Mondays through Thursdays, and from 8:00AM 

to 1:00PM on Fridays. We require 24 hours notice if you need to cancel or change your appointment to avoid a fee.  

PREPARATION FOR YOUR APPOINTMENT 
Please dress comfortably, as if you were going to exercise. We will require a current referral for physical therapy 

services from your medical doctor if services are to be billed to an insurance policy. Please also bring complete 

information for your insurance policy so that we may verify your benefits and facilitate your claims in a timely manner.  

MEDICAL NECESSITY FOR PHYSICAL THERAPY SERVICES 
A referral from your doctor will determine your medical necessity for services billed to an insurance policy, and we will 

use the referral as a framework for your plan-of-care. Goals for your plan-of-care will be established upon your initial 

visit and examination, and they will be specific to improving physical function for the diagnosed problem. Once your 

physical therapist and medical doctor agree that your functional goals have been reached, you may continue to receive 

care and improve your performance with us as a wellness patient. 

 

Wellness services can include standard or brief physical therapy sessions, one-on-one Pilates training, massage therapy 

sessions, or individual Strength and Conditioning training. We also offer small group performance training classes, 

which incorporate the use of TRX® training equipment as well as Kettlebell training. All wellness services are offered 

at a discounted self-pay rate, and we also sell pre-paid packages of visits to further reduce the per-visit cost.   

 

We encourage an active lifestyle and will work with you to help you to achieve the results you are seeking, whether you 

are a current athlete or are simply seeking to get more active. We hope to inspire you to pursue lifelong wellness, and 

many of our patients continue to utilize our variety of services to maintain physical function and improve performance.  

INSURANCE BILLING POLICIES 
As a courtesy for our patients, we submit insurance claims for all PPO insurance plans that we are considered in-

network providers for. If we are out-of-network with your PPO plan, we will offer you a discounted self-pay rate for the 

services and provide you with a “Superbill”, which is a receipt for services that includes the diagnosis and treatment 

codes necessary for your insurance company to process your member claim and reimburse you directly, in accordance 

with the out-of-network benefits for your policy. Although we do not accept HMO plans, we do offer a discounted self-

pay rate and payment plan options for those interested.  

 

If we are billing your insurance plan, we will contact your insurance company and provide you with an estimate of your 

benefit information promptly after your initial visit. Claims may take anywhere between 4 and 6 weeks for processing, 

after which you may receive a statement from us for any charges not covered by your insurance plan, or any co-

payments, co-insurances, or deductible amounts due that were not previously collected from you.  
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We will do our due-diligence in collecting from your insurance company, as a courtesy for our patients. However, 

ultimately, the patient will be financially responsible for any services that are not covered by their insurance, including 

care that their insurance deems as “not medically necessary”, or visits in excess of the maximum annual allowed 

amounts determined by your insurance plan. Medical necessity is supported by your doctor’s referral, as well as our 

treatment notes. Unless otherwise authorized, we will only release medical records if requested or required by the 

insurance plan for consideration of your claims. 

For Worker’s Compensation claims, we require authorization from your insurance company for all referred visits, prior 

to scheduling any appointments. Some insurance companies may require a Medical Provider Network (MPN) for 

authorized visits, and if this applies, we will verify if we are within the MPN on a case-by-case basis.  

For Motor Vehicle Accident claims, we require “MedPay” to be an available benefit on your auto policy and we will 

only submit claims directly to the insurance policy belonging to the patient. These claims cannot be billed to your 

general insurance policy and we do not bill to third-party insurance policies (regardless of fault), nor do we accept liens 

against pending litigation. If MedPay is not an available benefit of your policy, we will offer you our discounted self-

pay rates and you will be provided with a Superbill for you to submit for reimbursement upon the settlement of your 

claim.  

PATIENT RESPONSIBILITIES  
We ask that you make co-payments, co-insurance and deductibles at the time of each visit. In the case of co-insurances 

and deductibles, we will collect an estimated amount due, as those amounts can vary from visit to visit.  Once claims 

have processed, you will receive statements from your insurance company informing you of your patient responsibility 

and exact amounts due toward your deductible, and if we have not collected the appropriate amount we will send you a 

statement for the difference. If we owe you a refund for amounts over-collected, we will issue a refund upon completion 

of your claims. An interest charge of 1% per month may be applied to all past-due balances. 

 

Commitment to your plan-of-care is essential for ensuring progress towards your goals. We will issue home exercises 

for you to work on and encourage you to communicate thoroughly with your therapist and trainer so that we can best 

help you achieve results. For the benefit of receiving routine care, we recommend scheduling all of your referred visits 

upon your initial visit, and that you keep your appointments to maintain progress. If you do not arrive for your 

appointment, or you cancel the appointment without sufficient notice (24 hrs), you will be charged a missed 

appointment fee ($65) that cannot be billed to your insurance policy. In addition to inhibiting your ability to get better 

quickly, repeated missed appointments may warrant discontinuance of care. 

By Signing Below, You Are Acknowledging: 

 

 I have read and understand the above responsibilities and office policies. 

 I agree to pay for services rendered and understand that insurance coverage is not a guarantee of payment.  

 I agree to pay the missed appointment fee of $65 for appointments that I miss or do not cancel with sufficient 

notice. 

 I understand that I am ultimately responsible for balances on my account should my insurance refuse coverage.  

 

 

Release of Medical Information and Assignment of Benefits: 

I authorize the release of medical information necessary for filing health insurance claims for me by Chris Taquino, 

DPT. I further authorize my insurance carrier(s) to make claims payments directly to Chris Taquino, DPT.  

 

 

    

Patient or Responsible Party Signature Date 
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CONDITIONS & CONSENT FOR PHYSICAL THERAPY 

Informed consent for treatment: 
The term “informed consent” means that the potential risks, benefits, and alternatives of physical therapy treatment have 

been explained to me. The therapist provides a wide range of services and I understand that I will receive information at 

the initial visit concerning the treatment and options available for my condition. 

 

Potential benefits may include an improvement in my symptoms and an increase in my ability to perform my daily 

activities. I may experience increased strength, awareness, flexibility and endurance in my movements. I may 

experience decreased pain and discomfort. I should gain a greater knowledge about managing my condition and the 

resources available to me. 

 

Potential risks: I understand I may experience an increase in my current level of pain or discomfort, or an aggravation 

of my existing injury. This discomfort is usually temporary; if it does not subside in 24 hours, I agree to contact my 

physical therapist.  

 

No warranty: I understand that my physical therapist, Christopher Taquino, DPT cannot make any promises or 

guarantees regarding a cure for or improvement in my condition. I understand that my physical therapist will share 

with me his/her opinions regarding potential results of physical therapy treatment for my condition and will discuss 

treatment options with me before I consent to treatment. 

 

Alternatives: If I do not wish to participate in the therapy program, I will discuss my medical, surgical or 

pharmacological alternatives with my physician or primary care provider. 

 

 

I have read the above information and I consent to physical therapy evaluation and treatment. By initialing 

above and signing below, I acknowledge that I have read, understood and will abide by the conditions and 

policies noted on this consent form. 

 

 

    

 Print name   Date 

 

    

Patient or Responsible Party Signature    Therapist signature/Date 
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MEDICAL HISTORY 

Client/Patient:   Home Phone: (   )  

Date of Birth: _________Age: _____Work Phone: (   )                   Cell Phone: (   )  

Address:  City: State: Zip:  

Social Security Number: Email Address:    

Employer:      

 Address State  Zip 

Emergency Contact: Name Phone #:    

 Address:     

Your goals for physical therapy:     

Athletic goals:   How did you hear about us?   

Were you referred to a particular practitioner? If so, who?    

Referring Physician:  Phone: (   )  

Address:  

When do you see your physician again?  

Primary Care Physician:   Phone: (   )  

Type of Injury/Condition:  Onset/Injury Date:   

Physical limitations due to injury     

What activities aggravate your symptoms?    

Type of Surgery & Date:  

Describe any previous treatment for this condition:  

  

Have you had any diagnostic tests for this condition? 

X-ray      CT scan      MRI       Doppler      Ultrasound 

Please describe your pain: Sharp / Burning / Aching / 

Tingling / Numbness / Other  

Please rate your pain (0 = none, 1 = minimal, 10 = severe): 

At present: :  0  1  2  3  4  5  6  7  8  9  10 

At its worst:  0  1  2  3  4  5  6  7  8  9  10 

At its best:  0  1  2  3  4  5  6  7  8  9  10 

 

Please mark the location of your symptom
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Are you currently taking medications? Yes / No.  Please list meds:    

   

Have you recently noted any of the following? 

 Breathing Difficulty 

 Change in Vision 

 Fatigue 

 Fever/Chills/Sweats 

 Headaches 

 Insomnia 

 Nausea/Vomiting 

 Pain at Night 

 Pregnancy 

 Weakness 

 Weight Loss

 

Do you have now or have you ever had any of the following? 

 Allergies/Skin Sensitivity 

 Asthma/Breathing Problems 

 Autoimmune Deficiency 

 Cancer 

 Circulation Problems 

 Diabetes 

 Easy Bruising/Bleeding 

 Fainting 

 Fractures 

 Heart Problems 

 Hepatitis 

 High Blood Pressure 

 Indigestion/Heartburn 

 Kidney Disease 

 Leg/Ankle Swelling 

 Loss of Consciousness 

 Lung Disease 

 Metal Implant 

 Motor Vehicle Accident 

 Multiple Sclerosis 

 Osteoporosis/Osteopenia 

 Sprains/Strains 

 Stroke 

 Surgeries 

 Thyroid Problems 

 Urinary Problems/Infections 

 Any previous injury that may affect current care? Please describe:      

Please explain & give approximate dates for any conditions marked above.     

   

   

INSURANCE INFORMATION- Please complete only if you are unable to present your insurance card. 

Insurance Carrier  Phone: (   )  

Address:  

Claim/Member ID Number  Group Number  

Name of Insured  Relationship to Patient  

Date of Birth for Insured Person   

Additional Insurance Coverage  Claim Number  

Address Phone Number  

Did this accident occur at work?  YES or NO Were you involved in an automobile accident?  YES or NO 

Date of Injury (if applicable)___________ Adjustor or Contact Person  

Financial Class: 

 Insurance/In-Network 

 Insurance/Out-of-Network 

 Medicare (with or without secondary) 

 Motor-Vehicle-Accident (MedPay) 

 Worker’s Compensation 

 Self-pay 
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HIPAA REGULATIONS 
 

Privacy Practices 

The privacy of your medical information is important to us. We understand that your medical information is personal 

and we are committed to protecting it. This notice will tell you about the ways we may use and share medical 

information about you. We also describe your rights and certain duties we have regarding the use and disclosure of 

medical information. 

Our Legal Duty 

The law requires us to: 1) Keep your medical information private. 2) Give you notice describing our legal duties and 

privacy practices. 3) Notify you of any changes in our privacy practices. This is listed on our website: 

www.solsantacruz.net 

Use and Disclosure 

The following are different ways that we are permitted to use and disclose medical information. We will not use or 

disclose any medical information not listed without specific written authorization from you. 

Treatment: We may use medical information about you to provide you with medical treatment or other services related 

to your care. We may disclose medical information about you to doctors, nurses, technicians or other people involved in 

your care. We may also share medical information about you to your other health care providers to assist them in 

treating you. 

Payment: We may use and disclose your medical information for payment purposes. A bill may be sent to you or a third 

party payer (i.e., insurance company, attorney, consulting physician). We may also disclose information to your health 

plan about treatment or possible treatment to help determine if your health plan will pay for certain services. 

If you have any question about any of our policies or your rights, please feel free to speak with your physical therapist 

or any of our staff. 

Your signature below indicates your understanding and compliance of the above privacy practices. 

 

    

Printed Name  Date 

 

  

Signature 
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SOL SANTA CRUZ DISCLOSURE FORM 

 
As a facility, SOL Santa Cruz offers many various services through multiple disciplines and providers.  

 

Please indicate which of the following treatments you are seeking today:   

 
Initial on the appropriate line below:  

 

______ Physical Therapy services provided by Christopher Taquino, DPT 

 

______ Chiropractic services provided by Karen Roitz, DC, DACBSP or Brandon Thomas, DC  

 

______ Massage Therapy Services  

 

______ Pilates Training Services  

 

______ Athletic Training/ Strengthening Services  

 

By signing below, I hereby acknowledge all of the following: 

 I understand that SOL Santa Cruz:  

(a) is the trade name under which various independent medical practitioners and professionals 

market their services and share office space; 

(b) does not provide any patient or other services;  

(c) is not a group practice or partnership.  

 

 All of the services offered at this location and provided by independent licensed practitioners or 

professionals, who will each require my individual consent prior to providing treatment or 

providing services, and who are solely responsible for my treatment of well being while at this 

facility.  

 

 Should I require treatment by more than one named individual or entity above, I will be required 

to sign separate agreement and consent forms with such individual or entity, prior to treatment. 

Aside from the services selected above, no other practitioners or professionals shall be held 

responsible for my care or well being – even if such services are provided in the shared SOL 

Santa Cruz facility.  
 

 

 

__________________________________________________   _______________  

Print Name               Date 

 

 

___________________________________________________  

Signature 


