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Hesch Institute

Dr. Jerry Hesch, PT, MHS, PT, 

25837 E. Maple Place www.HeschInstitute.com 
Aurora, Colorado 80018       Email: info@HeschInstitute.com 
Phone: (303) 366-9445 8am-5pm MST   FAX: (303) 366-9998

To Out-of-Town Hesch Institute Patients: 

Thank you for choosing the Hesch Institute to help improve your physical health and 
well-being. When visiting the Hesch Institute you will receive one-on-one care with Jerry 
Hesch, DPT, MHS, PT as Dr. Hesch does not utilize therapy assistants or technicians.  

Dr. Hesch and his wife Karin have a home office in Aurora, Colorado. In addition to 
providing patient care, Jerry and Karin present continuing education seminars to hands-on 
clinicians, and are active in conference presentation, research and publication.  

Out of town clients are scheduled for three daily visits. You will be seen up to 2 hours, 
in each appointment. Your first visit fee will be $350, which includes reviewing your complete 
medical history and a comprehensive full body evaluation, plus treatment. Each addition 
days’ visit will be $300. Estimated total for the 3 days will be $950.

If additional time above 2 hours daily is needed additional time will be billed in 15 
minute increments of $37.50.

Please bring comfortable clothing such as athletic wear. Please bring any devices you 
use for self-care to include foot orthotics, supports or braces, etc.  We will video tape your 
exercises for your future home care, so please bring a 4GB flash drive.

Once again, thank you for choosing the Hesch Institute. We look forward to participating 
in your health care. 

Sincerely Yours, 

Dr. Jerry Hesch, MHS, DPT, PT 
Hesch institute 

http://www.heschinstitute.com/
mailto:info@HeschInstitute.com
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Local Map to Home Office 

Jerry Hesch, DPT, MHS, 

PT Hesch Institute 

25837 E Maple PL  

Aurora, CO 80018 

When using a GPS please utilize the cross streets: 

E. Maple PL and S. Millbrook St.

This will take you to the street intersection which is two houses away.   

At present, several map functions default to the wrong zip code when using the exact street address. 

DRIVING DIRECTIONS FROM E-470 and E 6th Parkway 

1. Star from Interstate E-70 and E-470
2. Merge onto E-470 (Portions toll).
3. Take EXIT 19 toward E 6th Parkway.

4. Turn left onto E 6th Pkwy.
5. E 6th Pkwy becomes E 6th Ave.
6. Turn right onto N Little River St.
7. N Little River St becomes S Little River St.
8. Turn left onto E Bayaud Ave.
9. Turn right onto S Millbrook St.
10. Turn left onto E Maple Dr.
11. 2nd house on left is 25837 E Maple PL
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Hesch Institute
Dr. Jerry Hesch, DPT, MHS, PT

25837 E. Maple Place www.HeschInstitute.com
Aurora, Colorado 80018 email: info@HeschInstitute.com 

Phone: (303) 366-9445 8:00am-5:00pm MST Fax (303) 366-9998

PATIENT CONTACT INFORMATION

NAME: 

IF APPLICABLE, NAME OF PARENT OR GUARDIAN: 

ADDRESS: 

PHONE NUMBERS (PLEASE INDICATE WHICH IS BEST TO CALL): 

HOME:    

CELL:    

WORK:    

EMAIL:   _______ 

BEST DAY/TIME TO CALL:   _ 

We do not share your personal information. Please refer to document 

titled Patient Consent and Privacy (HIPPA) Policy. 

http://www.heschinstitute.com/
mailto:info@HeschInstitute.com
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Hesch Institute 
HEALTH HISTORY (Confidential) 
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                              Hesch Institute 
 

INSTRUCTIONS FOR PATIENT NARRATIVE 

Please complete and attach a brief narrative about your condition. You do not 
have to repeat information already mentioned on the Health History. You can 
be brief, however, please go into detail wherever you feel it is helpful. 
 
The New Patient Packet and medical records may be mailed to the Home Office 
address (see above), or attached as a single PDF or WORD file to an email and sent to 
info@heschinstitute.com . 
 

Please include any and all pertinent information, such as: 
 

 Brief Overview of Medical History (please include all, even if seems to be 
unrelated)  

 Description of onset 
 Description of your symptoms, past and current. 
 What makes your symptoms worse, what helps. 
 Treatments you have tried (including medications), and the 

outcome (from traditional AND non-traditional practitioners). 
 Tests you have undergone, including x-ray, MRI, CT, etc. Please attach 

test reports and bring original films or films on CD if available. 
 Please briefly list all health care practitioners you have seen for 

consultation and treatment. 
 Please explain what you hope to accomplish. 
 Any other information you believe might be significant 

 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 

mailto:heschinstitute@yahoo.com
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Hesch Institute 
PAIN DRAWING 

NAME ________________ 

DATE: ____________________________________________________________ 
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Hesch Institute 
INFORMED CONSENT AND PERMISSION TO TREAT 

    I authorize permission to be treated by Dr. Jerry Hesch, DPT, MHS, PT, of the Hesch Institute, of Aurora and Denver, 
Colorado. All treatments, including manual therapy techniques, will comply with state and federal guidelines. Jerry Hesch, 
DPT, MHS, PT, is licensed in the state of Colorado to practice Physical Therapy, Colorado License # 00012320. 

    We comply with the APTA (American Physical Therapy Association), the Colorado State Physical Therapy 
Association, the American Academy of Orthopedic Manual Physical Therapy and the International Federation of Manual 
Physical Therapists, Code of Ethics, and the Physical Therapy Practice Act. The State of Colorado entitles a Physical 
Therapist Direct Access within specific guidelines. Direct Access allows a licensed Physical Therapist to evaluate and treat a 
patient without the need for a Physician’s referral or script.  However, in the course of the evaluation, should the Therapist 
discern that the patient requires medical referral or additional diagnostic tests, Dr. Hesch will recommend medical follow up. 

    I understand that I am an active participant in my therapy, and it is my responsibility to provide accurate and timely 
feedback to the Therapist regarding my response to any technique or exercise. It is my responsibility to keep my Therapist 
updated on any change(s) in my healthcare status I also agree to immediately inform my Therapist if I am experiencing 
during the course of treatment any new sensation, any enhancement of existing abnormal sensation, any new symptoms, 
or any increase in existing symptoms. For example, I shall immediately inform the Therapist if I am experiencing increased 
pain, burning, tingling, numbness, dizziness, nausea, etc. 

    As a Patient, I understand that I am in full control of my treatment and I have the right to halt any technique 
or exercise at any time by telling my Therapist to stop. The Therapist will comply with this request immediately. 

As a patient I have the right to receive information regarding my care and can ask questions anytime. Information can include 
but is not limited to: 

 the planned examination/assessment

 the evaluation, diagnosis, and prognosis/plan

 the intervention/treatment to be provided

 the risks which may be associated with the intervention

 the expected benefits of the intervention

 the anticipated time frames

 the anticipated costs

 any reasonable alternatives to the recommended intervention 

   I understand that very small gentle measured forces which are named spring tests/force-transmission tests will be applied to 
joints throughout my body. Treatment is similar, using gentle forces applied for a few minutes to coax the body’s 
cooperation, rather than impart abrupt forces as is common practice with joint-focused therapies. However, if any 
portion of the evaluation and treatment should be uncomfortable, or cause new symptoms or increase in existing 
symptoms such as soreness, pain, numbness, tingling, temperature changes, etc., I am to report them immediately and the 
procedure will be stopped and interpreted and modified appropriately.  Again, this is a very gentle method, and it should not 
provoke symptoms. Some injuries are highly sensitized and there is less than a 5% chance of symptoms being worse in 
response to treatment. You are in control of your care, and this applies to any exercise or self-treatment in the clinic or at 
home. You can always decline treatment if you are uncomfortable with it or have concerns. I understand that on rare 
occasions soreness can result from hands-on treatment and from exercise, and it is extremely rare for patients to experience 
an increase in pain in response to the gentle treatment provided by Hesch Institute. I understand that Dr. Hesch and/or 
any other clinician is constantly vigilant in reading the response of my body to intervention, in an effort to provide safe and 
effective care. 

                  By signing below, I acknowledge that I have read, understood, and will comply with the above; 
                                                                    and I authorize permission to treat. 

Patient Name (Please Print) 

Patient Signature Date 
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Hesch Institute 

 
PATIENT PRIVACY (HIPAA) POLICY 

 
 
I understand there is a copy of the federally mandated Notice of Privacy Practices, is available 
for me to read. This HIPAA Privacy Notice describes the Practice’s obligation to ensure the 
privacy of my health information. The HIPAA Privacy Notice also describes how the Practice 
may use my health information for treatment, payment, and health care operations.  I know that 
I have a right to review the Practice’s HIPAA Privacy Notice and ask for clarification of the 
document. I understand the Practice is required to maintain the privacy of my health information 
in accordance with the terms of the federally mandated HIPAA Privacy Notice. 

 
I understand that I may, upon request, obtain a printed copy of the Practice’s HIPAA Privacy 
Notice. 

 
I understand that my health care records will not be shared or discussed except as I specifically 
designate on the separate form entitled “Authorization to Disclose Health Information”. If I want 
my health information to be communicated to other Practitioners, or to any other party such as 
a relative, I shall designate any such Practice or individual on the Authorization form. 

 
I understand that if I provide insurance billing information to the Practice, and sign to request 
that my insurance be billed for any care I receive, information from my health care records may 
be disclosed to my insurance company if my insurance company requires this to process 
reimbursement. 

 
 

  

Signature of Patient or Patient’s Representative Date 
 
 
 
 
 
If this consent is signed by a Patient’s Representative, please complete the following: 

Patient’s Representative Name (print)  __  _ 

Describe Representative’s authority to act for Patient   _ 

  _ 
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Hesch Institute 
FINANCIAL POLICY 

For out of town clients: Hesch Method is brief treatment. In-town clients are booked for an initial office visit and 
then follow-up care as needed, which typically take at least three visits of one-hour each.  Out of town clients are 
typically seen for three days with visit time of 1.5-hour up to 2-hours. For complex presentations additional time 
or additional number of visits are available.  

 
 Although this is specialty care, our fees for services are significantly lower than traditional physical therapy 

clinics and specialty PT services. Due to our small size, our commitment to one-on-one care without the use 
of allied care providers (assistants, technicians, etc.) our time investment in your care is much greater. Dr. 
Hesch’s education can be reviewed online under Jerry’s Curriculum Vitae. 

 The hourly rate applies to in-person evaluation, treatment, review of records. Letters to providers, and 
telephone and email consultations. 

 Payment for all services is due at time of service. We accept cash, US checks*, and credit cards.  We can 
take credit card information by telephone M-F, 8am-5pm PST, at (303) 366-9445 (*if paying by check please 
make checks out to Hesch Institute). 

 At the conclusion of care, we will provide an invoice with insurance billing codes and amount paid. 
You may submit this to your insurance for reimbursement of your expenses under the terms of your 
insurance policy. 

 For MVA’s and occasional insurance assignment, billing is based on appropriate CPT codes which 
typically covers one 15-minute unit of time. We reserve the right to not use insurance or MVA liens. 

 Hesch Institute reserves the right to refuse service to anyone if the clinician determines that care is not 
appropriate, or that a therapeutic relationship is not  present. 

 
 
 
Signed    Date   

Print Name        

 

CANCELLATION AND NO SHOW POLICY 
The foundation of the Hesch Institute practice is individual, hands-on treatment by Jerry Hesch, DPT, MHS, PT. 
Dr. Hesch sees one patient at a time. There will be no Physical Therapy Assistants or other ancillary staff 
participating in your care. You will receive one-on- one care for the duration of your visit. 

 
Patients who no-show, or cancel with less than 24 hours’ notice, will be asked to pay a cancellation fee prior to 
their next appointment. The fee is $50.00. 

 
By signing below, I agree to compensate Hesch Institute, for any appointment to which I do not show, or cancel 
with less than 24 hours’ notice.  

 
 
 
Signed    Date   

Print Name        
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AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
Hesch Institute 

25837 E Maple Pl, Aurora, Colorado 80018
Fax - 303-366-9998/Phone - 303-366-9445

This form is optional. It’s only to be completed if you want Hesch 
Institute  to share  information with someone you choose. 

 
NAME:  DOB: 

I authorize the use or disclosure of the above named individual’s health information as described below: 

Dr. Jerry Hesch, DPT, MHS, PT, and Hesch Institute, are authorized to make the disclosure of the following information: 
Case records, including (check all that apply): 

History and Physical 
______________     Treatment Record 

Discharge summary or letter 
Other _______________________________________________________________ 

For the dates of care from:  to: ____________________________ 

This information may be disclosed to and used by the following individual(s) or organization(s). Please list any 
practitioner(s) or other party whom you wish to receive records. Please provide contact information. 

NAME, TITLE ADDRESS PHONE/FAX 

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, 
I must do so in writing and present my written revocation to Dr. Jerry Hesch, DPT, MHS, PT of the Hesch Institute.  I 
understand that the revocation will not apply to information that has already been released in response to this 
authorization. I understand that the revocation will not apply to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire on the 
following date, event, or condition: 

If no expiration date, event, or condition is specified, this authorization will expire in 5 years. 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I 
understand that I may inspect or copy the information to be used or disclosed.  If I have questions about the disclosure of 
my information, I can contact Jerry Hesch, DPT, MHS, PT or Hesch Institute. 

SIGNATURE OF PATIENT DATE 

PRINT NAME   

IF SIGNED BY LEGAL REPRESENTATIVE, AUTHORITY TO ACT FOR PATIENT: 

__________________________________________________________     __________________________ 
 SIGNATURE OF LEGAL REPRESENTATIVE      DATE 

SIGNATURE OF WITNESS DATE 
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