COMMERCIAL INSURANCE

Patient & Payor Information Form
All Patients or Patients’ Legal Representative, please complete all Sections

(1) Patient: (Full L.egal Name or as on Insurance Card )

Name: Last First Initial St Jr
Address: Sfreet Apt# City State Zip Code
Phone: ( ) - ( ) - ( ) - { } -
Homme Mobile Work Emergency
( 2 ) Patient Sex: M F Birthdate: / /
SS8#_ ! / t.egal Photo ID #

( Driver's License, Passport, Other State/Federal Photo Dy

{3) Condition to be treated in Physical Therapy:

Date Condition Began? Date: A

Is it Related to an Auto Accident? No Yes Date of Accident / {

Is it Non-Work Related Accident? No Yes Date of Accident / /

Did this Condition Result in Surgery? No Yes If Yes Date of Surgery ! /
Have You Had PT for this Condition? No Yes If Yes

Where?

Have You Had Chiropractic Services No Yes i Yes Whére?

for this Condition?

(4) Patient's Doctor: Please list the Doctor who referred you to therapy below.

Office Phone: ( } -

Referring Dr's Name: Last First Initial . MD, DO, DDS, Other

Address: Strest , City,State Zip Code

All Patients or Patients’ Legal Representative Please Sign Section 11 on Page 3
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COMMERCIAL INSURANCE
Patient & Payor Information Form

( 5) if Filing Insurance : Check AorB

A. Patient is the insured (Do not need to complete the rast of #5 or any of #8)

B. Insured is ___ Spouse Parent (Complete all of #5 and all of #6)

Name: lLast First Initial Sr.r,

Address: Strest Apt# City State Zip Code

Phone: (_) - ) - ) - (—) -
Home Mobile Work Emergency

( 6 ) Insured Person:

Complete if not the patient
Date ‘of Birth: [/ [/ S.S8.# | / /
Legal ID # insured’s Sex: M F
— Employed __ Unemployed ___ Retired

(7 ) Employer Information (Piease complete if the insured person’s employer is the source of benefits)

Employer Name: Employer Phone # ( } -
Address: '

Street City State Zip Code
Name of Employer Contact: Contact’s Phone # ( ) -

(8 ) Payor Information:

Primary Insurance Company:

Ins. Co. Name: Insured’s Name: Ins. Ph#
Patient ID #: Group. # Policy/Plan #:
Secondary Insurance Company: (If YES, please complete) Insured is: Patient Spouse Parent
Ins. Co. Name: Insured’s Name: Ins. Ph#
Patient ID #: Group. # Policy/Plan #:
Claims Mailing Address:
Street City State Zip Code

Employer Name: Employer Phone # { ) -
Address:

Strest City State Zip Code

All Patients or Patients’ Legal Representative Please Sign Section 11 on Page 3
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COMMERCIAL INSURANCE
Patient & Payor Information Form

(9 ) Medications : (This includes prescriptions (from your doctor), over the counter drugs, herbal
and nutritional supplements)

Separate List Provided Yes No If, No please complete this section

Medication/Drug Name Dosage Number of Times Per Day

(10) Paymént Authorization: (Initials required for all 3 statements)

Assignment of Insurance Benefits

Initials | authorize that the payment of my insurance benefits be made directly to *FACILITYNAME for all
services delivered; if | am paid directly | will promptly pay *FACILITYNAME all monies paid to me

Guarantee of Payment

itials | understand that all payments designated as ‘the patient’s responsibility’ such as co-insurances and
deductibles are due and payable at the time of service or statement recelpt. | guarantee | will pay the
amount deemed “my responsibility’ by my insurer by the statement due date

Certification of Information

Initials | certify that the information | have provided *FACILITYNAME for payment including, but not limited to,
Related accidents, ilnesses or other insurers is accurate and truthful

{ 11 ) Signature/ Date:

Patient or Legal Representative’s Signature Today’s Date

All Patients or Patients’ Legal Representative Please Sign Section 11 on Page 3
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informed Consent for Therapy Services

¥/

“Informed Consent” is 2 process for getting permission before we provide
therapeutic services 1o you, the patient. A sound informed consent inciudes an
expianation of the potential risks, benefits, and alternatives to any treatment that
has been proposed 0 you or, in the czse of 2 mincr, your representative. We wiii
discuss the Plan of Care estabiished for vou and give you ample time to ask
questions about it; your consensus is 3 critical part of achieving z successfu
putcome.

Potential Benefits. You may experience improvement in your symptoms and
functional activities as wel! as resciution of other key compizints or problems. in
addition 1o treatment, we provide e3ucation to you about vour condition
throughout your episode of care. This aducation is often accompanied by
handout material that you can refer to regarding proper technigques and home
program execution. These resources wiil heip you maintzin a2 sound jevei of
function and wiii also heip you minimize symptoms, should they reoccur.

Potential Risks: You may experience an increase in your current level of pain, i
pain is part of your complaint. Many times, increased activity or therapy
interventions wiii bring on some discomfort, this is usually temporary. f your
pain or discomfort does not subside within twenty-four (24} hours, you shouid
discontinue any home program invalving that particular activity, if appiicable, and
contact your therapist.

Alternztives: We establish g Plan of Cars based on the best interventions for
your condition, but on occasion, our choice of treatment is not well tolerated.
You are asked to veice any unfaverable reaction you experience to any aspect of
your treatment so that we can maodify or terminate i promptly and progress your
rehabilitation. if you decide not 1o continue your participation in you therapy
program, you will be asked to consuit with our physician about other treatment
aiternatives, '

No Warranty: Please not that we cannot make any promises or guarantees
regarding a full resolution of and/or correction of you condition. We wili,
however, werk in conjunction with vou to achieve optimal improvement.

q tv":"
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PAYVREENT AUTHORIZATION
Assignment of insurance Benefits
| authorize that the nayment of my E;-zsurance benefits be made directly to CTi for
any services that are reimbursabie by my insurance, including, but not limited to
Medicare, Medicaid, TriCare, Trivwes: {VA), and private insurers.

Guarantee of Payment

| understand that all payments designated as “the patient’s responsibility” are
due and payable at the time of service or billing. | guarantee that | will pays:

b

My designated portian including co-pays/co-insurance and my
cgeductibie,

2. Ali amounts due for service that my insurance company has stated are
not covered benefits {¥ | have been advised by CT1 in advance of the
service delivery and have suthorized it in writing),

All amounts due for services biiled by CT1 but paid directly to me,

All amounts due for servizes biiled by CT1 to 3 Workers’ Compensation
paver which was subsequentily declared by my emplover to be & non-
gligible claim, and

5. All amounts due for cizims submitted by CTi te my insurance company
and not paid by 80 days.

pow

Medicare and Workers Compensasion information

I certify that the information | have zrovided te CTi for payment under the Social
Security Act {Medicare} or under the Workers’ Compensation Program is correct,
inciuding, but not limited tg, any raiated azccidents/iliness or ather
insurers/payers available.

initizis




{KROWLEDGERGENT OF RECEIPT AND UNDERSTANDING
{ have been given and have read the folicwing documents:

1. Payment Authorizatisn

e Bysigning below, ! understand the statements of this autherization and
geclare their truthfuiness,

2. Cencellation and No-Show Policy

@ By signing beiovy, : understand and agree tc comply with CTVs cancellation
and no-show policy.

2. infermed Consent for Therapy Services

e By signing below, | acknowiadge | have read the informed Consent document
and ! consent to the avziuvation(s} and treatment provided by CT1.

4. Authcrization for Relesse of infermation (initial one of the following)

! do NOT authorize C7i to rzicase my protected health information
other than for treatment or payment.

! authorize 11 to relesse my protected health infarmation as

indicated on the cormpisted Authorization for Release of information
£,
H*1#340

5. Patient/ ClientRighis 2 Responsiblities

6. HNotice 5f Privacy Bractices
& My signature below indicates that | have been given the Notice of Privacy
Practices for CTi i recosnize vuat outside of purposes for treatment, for
bayment, for certain heaitheare operations, or as permitted or regquired by
taw, | must give my writter suthorization to CTlto release any of my
protected healtheare informasion,

I have received and read the notices suttined above, and have been given an
opportunity to ask any guastiens | may rave regarding these documents. By signing
below, { acknowledge that | understand sach form and its intent.

Patient's or Authorized Representative’s Printed Name Date

Patient’s or Authorized Renresentariva’s Signature initials




AUTHORIZATION FOR RELEASE OF INFORMATION

Authorization is not required for the Use or Disclosure of Information Related to
Trea_t_ment, Payment, Healthcare Operations or if Required by Law or Rules

(1) Patient’s Printed Name:

[ Fargt Inital or Otner

: Date of Birth: / / Insurance # exactly as on card (inciuding ietters)

' (2) CTI will only disclose the protected health information you want disclosed.
- Check only one box to tell CT1 the specific information you want disclosed/released:

— Do NOT release any information other than for treatment or payment (skip #s 3. 4. and 5)
— Limited information (Complete ALL Sections)

— ALL records regarding my care at CT! to any requesting party (skip 3 and 4)

{3) Compiete only if you selected “limited information™, Please initiai all that apply:

Evaluation/Examination Attendance Correspondence re: your Physicai Therapy Services
Past Medical History Treatments Other

. (4) Complete only if you seiected “limited information™. | only authorize the release of
. Information to the individuals/entities identified below by name:

. Spouse: Attorney:
¢ Parent: Employer:
Friend: School:

- Cther Other:

¢ (8) Check only one box indicating how long CTl can use this authorization:
: L5 Disciose my information indefinitely (as long as CTi has custody of my files)

T Disclose my PHI for the following period beginning r and ending i

- (6) Please initial ali items below indicating that you have read and understand the rights or
information below:
| understand that this authorization does not expire unless | have indicated an expiration date above
| understand that | can refuse to give authorization without fear of retaliation or treatment limitations
| understand that if | give authorization [ may revoke it at any time by notifying this CT1 in writing
| understand that the information used/disclosed as 2 result of my authorization may be subject o re-disclosure
by the recipient and may not be protected by Federal privacy regulations once in the recipient's possession
| understand that if CTI requests my autherization it is required o tell me the purpose and to
whom my PHI (protected health information) is being released to
! understand that | will receive a copy of this authorization after ! sign it and before | sign, if | reguest i
CTi will not be compensated for using or disclosing my PHi unless relsted to treatment or
payment procedures unless specific permission is obtained by the patient after full disclose of purpose & intent

H or
© Signature of Patient Date Signature of Parent or Authorized Representative Date
: {indicate the Relationship)

You May Refuse to Sign this Authorization

HIPAA 143-Authcrization for Release of PHI 10-28-08




100 E. Manana Bivg, Unit 1, Ciovis, NM 88104

CO NV MLUN L TY (575) 366-5014 COMMUN T

oMM LN Y Fax (575) 366-5015 . oMM 4

THERAPIES THERAPIES
Dear Patients,

Due to high incidence of unexpected canceliations or no-shows, Community Therapies {CT i} has foung it
necessary to implement a cancejlation or no-show policy. Effective Monday, January 8%, CTI will begin
charging 3 $25.00 fee to all patients that no-show or cancel tess than 24-hours before their scheduled
visit. Any fee charged for a canceilation or no-show will need ta be paid before your next visit.
to pay this fee will result in your visit being rescheduied.

Failure

it is our belief that this policy is essential to reduce iost treatment times and ensure cur scheduis i

managed in such a way to minimize wait times for new patients. We hope for your understanding and
cocperation with this matter.

Thank you very much,
- - H

Bz, PT
Directer of Clinical Services

Patient initials/Signature:

Date:




