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Patient Name Date

In the rare instance of an emergency who should we contact?

Name Phone

Are you presently working? [ Yes [] No Date of next physicians visit

1. Date of injury/Onset

2. Have you ever had these symptoms before [1Yes [ No
3. Check all that apply to your symptoms:

] Work related injury [l Reoccurrence of previous injury ] Motor vehicle accident
[ Injury related to lifting [ Athletic or recreational injury ~ [] Cause unknown

] other

Have you had a related surgery? [JYes [INo  when:

Do you currently have or have had in the past any of the following?

[ Heart Attack [] Heart Disease [ Heart Palpitations [] Chest Pain Angina

[ High Blood pressure Are you on blood thinners L] Yes [ No Pacemaker [1Yes [ No
[] Diabetes [ Type 1juvenile [ Type 2 Adult onset [] Do you take insulin?
[] Asthma/Breathing Difficulties Do you use a rescue inhaler []Yes [ No

Are you pregnant? []Yes [JNo Do you smoke? [lyves [ No

[] Headaches [ Dizziness/Fainting [ Ringinginyourears [ Seizures

[ Kidney problems ] Cancer [] Hernia [ Special diet guidelines

[] Bowel/Bladder abnormalities [1 Liver/Gallbladder problems [] Thyroid condition

] Allergies to aspirin ] Allergies to heat ] Allergies/poor tolerance to cold

[ Recentfractures [ RecentSurgery [ Metalimplants [ Rheumatoid arthritis
[ skin abnormalities [] Sexual dysfunction [] Nausea/Vomitting

[] Other

Do you participate in any sport, activities, or exercise program on a regular basis 1 yes [ No
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If you answered yes to any of the previous questions - please explain and give approximate date:

Is there any other information regarding your past medical history we should know about?

Are you currently taking any medications? (over-the-counter and prescribed)

[1 Yes L1 No If so - please list below
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PAIN LOCATION and SCALE

What is the intensity of your pain on a scale of 1 to 10. With O being no pain and 10 being the worst (circle your
choice)

Best? 0 1 2 3 4 5 6 7 8 9 10

Worst? 0 1 2 3 4 5 6 7 8 9 10

Currently? 0 1 2 3 4 5 6 7 8 9 10
No Pain Moderate Pain Very Painful

TR IR L

Please print out and bring this page with you to your appointment
Please show us where your pain is on the illustration above
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Although it is rare, we occasionally need additional contact information for emergency, medical, insurance, or
billing/collection purposes. Please provide the following information:

How did you hear about our clinic? | Friend, Internet, Email, MD, Friend, Magazine, other

Account Responsible information

Name of Referral source?

Name: Address: Phone number:
)
City State Zip
Relationship to patient Date of

birth SS#

If you are 17 years of age or older are you | If you are full time student older

a full time student? ves

no | than 18yrs old — Where are you a
student?

Emergency or additional contact information:

Name

Phone number:

)

Relationship to patient:

Primary MD:
Name: Phone number:
( )
Employer information
Name of Address Phone number
business
City State Zip

Are you or the account responsible
insured through your place of
employment? yes no




SOUTHWEST ORTHOPAEDIC PHYSICAL THERAPY (SWOPT)

Consent to treat

| hereby give written consent to be treated at SWOPT by a licensed physical or occupational therapist,
physical therapy student, physical therapy assistant, pt tech or aide, massage therapist, and or
myofascial trigger point therapist.

initials

Are you seeking treatment at this facility for an auto or work related injury?
Yes no

If work related please provide the following information:
Employer name

Employer address

Employer phone #

Adjustor name phone #

Accident date or date of injury

State where accident or injury occurred
Claim #

If auto accident or personal injury related please provide the following information:
Do you want us to bill your primary health insurance company?

Yes no

Do you want us to bill your auto insurance company?

Yes no

Please provide the correct insurance information for billing purposes.

*we do no accept third party insurance. Patient will be billed for all charges in full and if
insurance pays and later recoups payment due to 3™ party liability, patient will still be
responsible for full charges. initials

I understand that insurance may or may not cover some or all the services provided and the
treatments | receive. | understand that I will be ultimately responsible for any balances on my
account. initials

If an attorney is hired at any point during treatment I understand I must notify this office
immediately and provide a letter of protection from my attorney initials
Attorney name

Attorney address

Attorney phone number




Authorization to release medical information

| hereby authorize the release of my medical and billing records to any healthcare provider involved in
my care and treatment. SWOPT may also release information to any person or organization liable for
all or part of my charges, such as my insurance carrier, my adjuster, my insurance claim department,
any 3" party payer, medicare/medicaid, my employers workers compensation carrier, my attorney. |
acknowledge that upon the disclosure of medical record information to an insurance company or payer
pursuant to this authorization, SWOPT is no longer responsible for the confidentiality of any
information know or possessed by the payer.

initials

HIPPA

| have been provided a copy of the hipaa policy to review. | have read and understood my rights under

HIPPA A personal copy of the HIPPA agreement will be provided for my records upon request.
initials

I have read and understand the above information.
Patient/guardian signature date

SOUTHWEST ORTHOPAEDIC PHYSICAL THERAPY FINANCIAL POLICY

As a courtesy to our patients, insurance claims (primary and secondary) are filed directly with the
insurance carriers. Our office will normally assist you by contacting and verifying your eligibility for
medical benefits. Verification of eligibility and benefits does not guarantee payment for all services
provided. Ultimately you are responsible for knowing/understanding your benefits, policy coverage,
limitations, and exclusions and for paying the balance on your account. Our office will NOT be
responsible for incorrect information passed on to us by the insurance company. You are responsible
for all out-of-pocket expenses (co-pays, co-insurance, deductibles, no show fees and any non covered
services that have been provided) We will estimate the co-insurance percentages based on what we
expect the insurance company to pay. Because this is an estimate and not an exact figure, there is a
possibility that you will still be responsible for an additional balance and or that you may be due a credit
refund if you have overpaid.

Any change in your insurance status must be reported to our office immediately, or denial of
payment may result. This may result in balance becoming your financial responsibility.

For patients with secondary insurance, we will file as a courtesy; however, Southwest Orthopaedic
Physical Therapy is bound by the primary insurance contract and follows the rules of said contract to
collect all co-pays, co-insurances, deductibles at time of service. If the secondary payor pays additional
funds, we will refund monies due to patient. If the secondary payor states that there are additional
monies to be paid to SWOPT, the patient is still responsible for all co-pays, co-insurance, deductible
and any non covered services as directed by the primary payor (with the exception of Medicaid as
secondary payor). If we have not received payment from secondary insurance within 90 days, the
balance may be transferred to patient responsibility and it will be up to you to pursue payment from
your insurance company.

A $25 no show/cancellation fee will be charged to your account if you fail to provide 24 hours notice.
Circumstances may arise that would not allow you to provide the 24 hour notice. In this case, please
contact our office as soon as possible. We reserve the right to cancel all future appointments after 3
missed appointments.

| understand that 1 am financially responsible to pay my NO show/cancel fees Initials



ASSIGNMENT OF INSURANCE BENEFITS I authorize my insurance company to make payment to
Southwest Orthopaedic Physical therapy for services rendered to me or my insured dependent.
Initials

If Medicare is filed, I authorize the release of any medical information or other information necessary to
process claim. | also request payment of government benefits either to myself or to the party who accepts
payment. Initials

| agree to notify this office of any changes in my insurance status or the information given this date.

| understand that failure to provide updated information may result in denial of payment and will

become my financial responsibility.

Initials

| understand that obtaining prior authorization and verification of eligibility and benefits does not

guarantee payment and that I am ultimately responsible for all out of pocket expenses which may

include but are not limited to co-pays, coinsurance, deductibles, non covered services, no show fees,

and that balances are due at time of service. Initials

I understand that even if | have secondary insurance, | may still be responsible for balances due as
dictated by primary insurance if secondary insurance does not pay (Medicaid is the exception)

*hkhkhkhkhkhhkhkhkhkhkhkhkhkhhhkhhhkhkhhkhkhhkhkhhkhhhkhkhhkhhhkhkrhkhkrhhhhhkhhhkhhhhhhhhhkhhkhhhkiihhiikh I n Itl aIS

| HAVE READ AND UNDERSTAND THE ABOVE INFORMATION REGARDING SWOPTS

FINANCIAL POLICY. | UNDERSTAND THAT | AM ULTIMATELY RESPONSIBLE FOR ANY

BALANCES DUE ON MY ACCOUNT.

PATIENT/GUARDIAN SIGNATURE

DATE
SOUTHWEST ORTHOPAEDIC PHYSICAL THERAPY (SWOPT)
PAYMENT POLICY

| understand that it is the policy of Southwest Orthopaedic Physical Therapy to collect the balance on
my account on each date of service. This balance may be due to but is not limited to co-pay/co-
insurance, deductible or non-covered services. SWOPT will estimate the co-insurance percentages
based on what insurance is expected to pay. Because this is an estimate and not an exact figure, there is
a possibility that I will still be responsible for an additional balance and or that | may be due a credit
refund if | have overpaid. Initials

| understand that quotes of eligibility and benefits does not guarantee payment from my insurance
company for all or part of the services I receive and | am ultimately responsible for balances due on
my account. Initials

*PLEASE REVIEW THE EXPLANATION OF BENEFITS YOU RECEIVE FROM YOUR
INSURANCE COMPANY AND NOTE WHAT SERVICES ARE COVERED OR NON -
COVERED AND WHAT YOUR INSURANCE SAYS IS PATIENT RESPONSIBILITY. MANY
TIMES SOME SERVICES ARE NOT COVERED AND YOU ARE RESPONSIBLE FOR
THOSE AMOUNTS IN ADDITION TO YOUR COINSURANCE OR CO-PAYMENTS.
OFTENTIMES PATIENT WILL RECEIVE INSURANCE STATEMENT BEFORE SWOPT
DOES SO THIS SHOULD PROVIDE YOU TIME TO DECIDE IF YOU WOULD LIKE TO
CONTINUE RECEIVING NON COVERED SERVICES. IF NOT IT IS YOUR
REPSONSIBILITY TO NOTIFY YOUR THERAPIST SERVICES ARE NOT BEING
COVERED AND DISCUSS OTHER TREATMENT OPTIONS.



If 1 am unable to pay my entire balance due on each day of service | agree to pay 50% or greater of my
balance as a deposit toward my total out-of-pocket responsibility. Initials

If unable to pay my balance at time of service, my future appointments may be cancelled or
rescheduled after the 3™ unpaid appointment, unless a payment plan is arranged with the billing office
department. Initials

I understand that I will also be billed for any outstanding balance, until my account is paid in full.
Initials

Patient/guardian signature Date

Consent for Photography/Videotaping for publicity and or publicity and Marketing
(optional)

Patient’s
Name:

I hereby give my consent to have photographs, videotaped images, or other images made of myself or my
family member and/or consent to interviews with a member of the SWOPT staff. I understand and agree
that these images may be used by the news media ( in the case of a press release) or by SWOPT for the
purpose outlined below: Documentation, marketing, publicity, advertising, website, social media
marketing, and patient progress.

Signature of Patient or Legal Representative Date Signature of Witness Date



