Physical Therapy

advantage

Name ___________________________________Date of Birth _____________ Age_________

Address ______________________________________  City ____________________________

Home Phone ____________________________  Alternate Phone ________________________

Contact person for emergency________________Relationship________Phone_______________ 

Physician________________________ Next Dr. visit ____________Occupation______________

Current Problem ________________________________________________________________

Please check any medical conditions we should be aware of:

_____ High Blood Pressure
_____
Diabetes
_____ Heart Attack / Heart Problems

_____ Metal Implants

_____ Arthritis
_____ Scoliosis / Back Disorders

_____ Ulcer


_____ Cancer

_____ Pacemaker

_____ Lung Disorders

_____ Seizures
_____ Hepatitis / Blood Disorders

_____ Pregnant

Other: ________________________________________________

Please remember to make your therapist aware of any changes to your medical condition.

Please list all surgeries and dates:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking any medications?  If yes, please list them.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check any test relating to your current problem:

_____ MRI
_____ x-ray
_____ Bone Scan
_____ Arthroscopy
_____ CAT Scan

_____ EMG
_____ EKG
_____ Stress test
Other: ______________________________

Allergies: _____________________________________________________________________

Please list any other health concerns we should be aware of:

____________________________________________________________________________________________________________________________________________________________

Patient / Guardian Signature: ____________________________________
Date _____________

Therapist Signature: ___________________________________________
Date _____________

Insurance Collection Sheet

PATIENT NAME ________________________________

DOB _____________

Is this injury related to:   _____ auto?    _____ work?

Insurance name____________________________
Address___________________________

Adjuster _________________________________
Phone # __________________________

ID # ____________________________________
Claim # __________________________

Subscriber name ___________________________
SSN _____________________________

Address _________________________________
City _____________________________

Employer ________________________________
Address __________________________

Spouse’s name ____________________________
SSN _____________________________

Address _________________________________
City _____________________________

Spouse’s employer _________________________
Address __________________________

Secondary insurance __________________________________________________________

I, _____________________________, authorize Physical Therapy Advantage to release any and all medical information according to HIPAA regulations concerning any treatment that I may be receiving at Physical Therapy Advantage.  Furthermore, I authorize payment of medical benefits to Physical Therapy Advantage for services received in the care and treatment of my injuries.  I also understand and am aware that should my insurance company decline payment for any and all services received in the care and treatment of my injuries that I will be responsible for payment in full.  Should I fail to make payment for these services, I understand that collection action may be taken against me and that I will incur further charges associated with the collection action including legal charges.

 A $25.00 fee will be charged for all no-show appointments.  If you can not make your scheduled appointment, please call within 24 hours to cancel or re-schedule.

Patient/Guardian Signature ____________________________________
Date ___________



for PT Advantage use only:

Insurance verified by _________________________________
Date _________________

Rep name _______________________________
Phone # __________________________

Benefits: ______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient/Guardian signature _____________________________________
Date ___________

PT Advantage rep. signature ___________________________________
Date ___________

Advance Beneficiary Notice (ABN)

Note: You need to make a choice about receiving these health care items or services.

We expect that your private health insurance/Medicare will not pay for the item(s) that are described below.  Insurance does not pay for all of your health care costs.  They only pay for covered items and services when their rules are met.  The fact that insurance may not pay for a particular item does not mean that you should not receive it.  There may be a good reason why your doctor recommended it.  Right now, in your case, insurance probably will not pay for:

Thera-band ($3)
Electrodes ($5)
air cast

heel lift

Thera-putty ($2)
braces


taping supplies

The purpose of this form is to help you make an informed choice about whether or not you want to receive these items, knowing that you might have to pay for them yourself.  Your therapist will alert you before charging if these or any other items may help your condition.

______________________________________________

___________________

Signature of patient or person acting on patient’s behalf

Date



How did you hear about Physical Therapy Advantage?

_____
Physician referral  ________________________________________________________

_____
Family / friend referral  ____________________________________________________

_____  Newspaper Ad ___________________________________________________________

_____  Radio __________________________________________________________________

_____  Website / search engine ____________________________________________________

_____  Other __________________________________________________________________

Thank you for choosing us for your rehabilitation needs.




Olyphant, PA








