
PATIENT INFORMATION

Name: 















           Last






First





M.I.

Address: 














Street






City



State

Zip
Home Phone #: (

) 
      - 

       

Cell Phone #: (

) 
      - 



How did you hear about us? 
Physician / Family / Friend / Phone Book / Internet / Other 





Marital Status: 
Single / Married / Divorced / Widowed

Gender: 
Male / Female


Date of Birth: 
     /
/
    
 Social Security #: 
-
-

Employer: 








Phone #: (
) 
 - 


Employer’s Address: 















  Street





City



State

Zip

Emergency Contact Person: 



 Relationship: 


 Phone #: (
) 
 - 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Primary Insurance Company Name: 











Primary Insurance Card Holder Name: 











Address: 














Street






City



State

Zip

Home Phone #: (

) 
 - 


  
Cell Phone #: (

) 
 - 



Date of Birth: 
     /
/
     
Social Security #: 
-
-
     
Relationship: 



Employer: 








Phone #: (
) 
 - 


●IF THIS IS A MOTOR VEHICLE ACCIDENT OR WORKER’S COMPENSATION, PLEASE LET THE RECEPTIONIST KNOW●
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Have you received outpatient physical therapy for the current year at any other facility? 
Yes / No


If yes, where? 






Are you currently receiving Home Health Care? 
Yes / No

Referring Physician’s Name: 



     
Primary Care Physician: 





Date last seen by your Physician: 
          /
          /

     
Date of follow-up appointment: 
         /
         /


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Notice of Privacy Practice
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. We create a record of the care and services you receive at our organization. We need this record to provide you with quality care and to comply with certain legal requirements. This notice is to inform you that the following laminated pages describes the ways we may use and share medical information about you. We will also describe your rights and certain duties we have regarding the use and disclosure of medical information. Please review the following information and sign below acknowledging that you have received this information and have had the opportunity to review it. 

Patient Signature: 








(or parent, legal guardian, or authorized representative)

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Authorization for Release of Information
I authorize Horizon Spine Rehabilitation to release information and/or discuss information in reference to my physical therapy treatment plan with: 

List name(s) and relation to you: 













I authorize Horizon Spine Rehabilitation to release my medical records requested by my referring physician and my primary (family) physician. I authorize Horizon Spine Rehabilitation to release my medical records requested by my health insurance carrier, Medicare, or any other third party payers. I authorize Horizon Spine Rehabilitation to contact my insurance company or health plan administrator and obtain all pertinent financial information concerning coverage and payments under my policy. I direct the insurance company or health plan administrator to release such information to Horizon Spine Rehabilitation. 
Patient Signature: 








Date: 




(or parent, legal guardian, or authorized representative)
Horizon Spine Rehabilitation’s Payment Options

We offer a wide range of payment plan options to make our services more affordable to you. 

· Insurance Coverage

· Worker’s Compensation / Motor Vehicle Accident

· You will be asked for a copy of your health insurance card at your first appointment to keep on file in the event that your insurance claims are denied or unpaid. 

· “Out of Network” Insurance: (physical therapy charges will be ran through your insurance)

· Horizon Spine will accept your in-network co-insurance amount (i.e. percentage or flat dollar amount) after your deductible has been met and paid in full. 

Our office will contact your insurance company to find out what your “out of network” benefits are. 

· Self-Pay per visit: (recommended for 1-6 visits)

· Receive a 15% cash payment discount for 30 minute treatment session. 

· Receive a 25% cash payment discount for 45 minute or 1 hour treatment session. 

Payment is due at each treatment session unless other payment arrangements have been made. 

· Self-Pay Cafeteria Plans: (recommended for 6 or more visits)

· 1 Evaluation (1 hour) & 5 – 30 minute treatment sessions for $450 (avg. $75/visit)

· 1 Evaluation (1 hour) & 7 – 30 minute treatment sessions for $560 (avg. $70/visit)

· 1 Evaluation (1 hour) & 9 – 30 minute treatment sessions for $650 (avg. $65/visit)

We require half down on initial visit for cafeteria plan options. Remaining balance is due at final visit. Your therapist can assist you in determining the number of sessions that is needed based upon your level of symptoms. 

*If you would like more information on these or other payment arrangements please ask to speak with Sue.

Statement of Financial Responsibility and Assignment of Benefits

FINANCIAL RESPONSIBILITY:  I agree that I am responsible for payment of all charges for physical therapy services provided to me.  

Payment is due in full upon receipt of each billing statement.  All amounts not paid within 30 days following date of billing are considered past due.  After 60 days, a FINANCE CHARGE of 1.25% per month will be assessed on all accounts with a balance of $400.00 or greater.  If your account balance is less than $400.00, a $5.00 finance charge will be assessed per month on the entire past due balance of the account which will also be due and payable.  I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance on my account, accumulated finance charges that may accrue, and any fees that may be assessed from an outside collection agency if the balance is not paid within 90 days.  

MEDICARE COVERAGE:  We will submit all charges to Medicare.  Medicare reimbursement will come directly to us since we are participating Medicare providers.  When Medicare pays us, you will receive an explanation of benefits stating how much was paid and how much is left to be paid.  If you have a supplemental insurance policy, it will be your responsibility to submit this explanation of benefits to your supplemental insurance company.  MEDICARE REQUIRES THAT YOU SEE YOUR PHYSICIAN PRIOR TO UNDERGOING THERAPY AND EVERY 90 DAYS FOR RE-EVALUATION.  

MEDICAID COVERAGE:  Medicaid DOES NOT approve private clinics to dispense DURABLE MEDICAL EQUIPMENT.  If needed, we will assist you in obtaining equipment from an approved provider.  

Patient Signature: 








Date: 




(or parent, legal guardian, or authorized representative)
