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PATIENT NAME: 



,




 SEX:  M  F


   (LAST)


(FIRST)



(M.I.)  
S.S.#: 

    -
     -

 D.O.B:             /             /
  MARITAL STATUS:  M  S  D  W

ADDRESS: 














CITY: 







  STATE: 

  ZIP: 




PHONE#: (
   )  

-


  CELL#: #:  (
   )  

-




OCCUPATION: 





  EMPLOYER: 








EMPLOYER ADDRESS: 













CITY: 







  STATE: 

  ZIP: 




PHONE#: (
   )  

-


 E-mail:   








DATE OF INJURY or  DATE FIRST SOUGHT MEDICAL CARE for PRESENT CONDITION:             /           /

REFERRING DOCTOR:  





 PRIMARY DOCTOR: 






NEXT SCHEDULED APPOINTMENT with REFERRING PHYSICIAN:             /           /
      OR      None Scheduled

HOW DID YOU FIND US?: FRIEND ___  DOCTOR ___  OTHER 





RESPONSIBLE PARTY INFORMATION

NAME: 



,



     SELF    SPOUSE    PARENT    OTHER


S.S.#: 

    -
     -

 D.O.B:             /             /
  

ADDRESS: 














CITY: 






  STATE: 

  ZIP: 





PHONE#: (
   )  

-


  E-mail: 







EMPLOYER: 















EMPLOYER ADDRESS: 













CITY: 






  STATE: 

  ZIP: 





PHONE#: (
   )  

-


  EXT.: 




EMERGENCY CONTACT

NAME: 






  RELATIONSHIP TO PATIENT: 






DAY PHONE#: (
   )  

-


  EXT.: 





OTHER PHONE#: (
   )  

-


  EXT.: 




PATIENT/GUARDIAN SIGNATURE:  







  DATE: 
/
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         CONSENT FORM

1.     RELEASE of MEDICAL RECORDS

I consent to the release of any medical records to and from Physical Therapy for Women,            Yes___ No___
P.C. (PTW)/ Sport and Orthopaedic Physical Therapy by Paddy Jarit (SOPT).





 




2. ASSIGNMENT OF BENEFITS/BILLING AUTHORIZATION CONSENT:

The item checked below is an explanation of the present payment source for the physical therapy services provided.

____MEDICARE:  The cost of physical therapy services will be billed to the federal Medicare program. Medicare Part B (medical insurance) reimburses services at 80%.  The remaining 20% (coinsurance) and any applicable deductible is your responsibility and will be billed to you by PTW/SOPT.  A Medicare beneficiary has the right to appeal this decision when you are liable for noncovered care.

____PRIVATE INSURANCE:  The cost of physical therapy services will be billed to your private insurance.  If your private insurance denies coverage, or does not pay within 90 days of billing, you are financially responsible and will be billed directly for services rendered.  The amount of fees for services will vary depending on changes in the patient’s medical condition, progress, and physician order.

____PRIVATE PAY:  You are financially responsible with all fees due at time of service.  The amount of fees for services may vary depending on changes in the patient’s medical condition, progress, and physician order.

____WORKER’S COMPENSATION (WC):  The cost of physical therapy services will be billed to the WC insurance company.  If WC denies coverage, or does not pay within 90 days of billing, you are financially responsible and will be billed directly for services rendered.  The amount of fees for services will vary depending on changes in the patient’s medical condition, progress, and physician order.

3.    Notice of patient responsibility for CO-PAYS, PERCENTAGES & DEDUCTIBLES:

PTW/SOPT will attempt to verify your insurance benefits and eligibility.  The information we receive is based on the information you and your insurance company provide to us.  As a courtesy we will bill your insurance company for their portion of your bill.  Ultimately it is your responsibility to see that we are paid appropriately by your insurance company.  If the information given to us, by you or your insurance company, proves to be inaccurate and a balance remains, you will be billed for that balance and are responsible for payment in a timely fashion. 
Please sign below.  Your signature indicates that:

1. You agree with the provisions of the payment source as described above.  You understand that if you accept the services we have provided, you are ultimately responsible for payment.  Should it be necessary to use collection services, any additional fees will also be your responsibility.

2. You authorize payment of any insurance benefits directly to PTW/SOPT.

3. You authorize the release of medical information to and from PTW/SOPT.

*ALL CO-PAYS, PERCENTAGES & DEDUCTIBLES ARE DUE AT THE TIME OF SERVICE.
Patient or Responsible

Party Signature______________________________________________________     Date___________

Office Staff_______________________________________________________________________     Date______________
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Attendance Contract

We at Physical Therapy for Women, P.C. and Sports and Orthopaedic Physical Therapy by Paddy Jarit tailor the frequency and duration of your treatment to meet your specific rehabilitation needs and goals.  Your consistent attendance of the planned treatment regimen is therefore paramount to your full recovery.  We strive to provide you with the highest quality of care by providing a reserved time slot for each patient.  Cancellations, especially last minute ones, along with patient no-shows, jeopardize your recovery and decrease our ability to provide one-on-one care to you and our other patients.

Every effort is made to keep on schedule so we respectfully ask patients to be prompt and to keep their appointments.  Our standard office policy regarding appointments is as follows:

· We try to remind patients by telephone prior to the appointment but please do not depend on this, as it is a courtesy.  If we are unable to contact you, your appointment card will serve as the confirmation of your appointment and implies your obligation to be present.  That time has been reserved especially for you.

· If you need to change or cancel your appointment we require at least 24 hours notice.

· If you accumulate 3 cancellations and/or no-shows, your physical therapist may refer you back to your physician before scheduling another appointment, allow only same day appointments, or may choose to discharge you from physical therapy and report this to your physician.

· We reserve the right to charge for missed, changed, or cancelled appointments with less than 24 hours notice.

The satisfaction of all our patients is important to us.  We thank you in advance for your cooperation with this attendance policy.

I understand and agree to comply with the above attendance policy.

Patient OR Responsible

Party Signature: _____________________________________Date: ___________

Office Staff: ________________________________________Date: ___________


Notice of Privacy

The staff of Physical Therapy for Women, P.C. (a.k.a.: Sport & Orthopaedic Physical Therapy by Paddy Jarit) have always protected the confidentiality of health information by sealing medical records away in file cabinets and refusing to reveal your health information without your consent. Now state and federal laws also attempt to ensure the confidentiality of this sensitive information.

This Notice of Privacy will inform you of our privacy practices and your rights.  Our practices and your rights are as follows:

1. All staff have been trained to maintain confidentiality of your medical records

2. If you are a parent or guardian of a minor, you have a right to the health record of the minor

3. You have the right to limit who among family has access to your record by telling us who can receive such information by filling out the section below for this purpose.  In the event that you choose not to limit access by family, leave the section below blank.

4. The law allows us to use your patient information for treatment, payment and administrative purposes without your written consent.

5. You have a right to your medical record at any time by filling out a form available from the receptionist.  It is customary that a nominal fee be assessed for copying services.

6.  The law does allow treating staff to discuss your treatment without your consent.

7. Your record is safeguarded from exposure to casual workers entering the office such as delivery and service personnel.  

8. We will make every reasonable effort to ensure a confidential space for sensitive conversations between you and our staff.

These rules are to ensure your privacy while under our care. If you have any questions, concerns, or comments about this Notice of Privacy, please contact:  Rebecca Jarit, our designated privacy officer, at  203-445-0845.
Thank you for choosing us for your Physical Therapy needs.

I have read and understand the above statements.

Patient or parent/guardian signature   _____________________________ Date_______

Print Name__________________________________________________ Date_______

Family Access to the Medical Record:

I want to exercise my right to limit access to my medical records by my family.  Listed below are the family members I do not want to have access to my medical record:

__________________                                    _______________________

__________________                                    _______________________

__________________                                    _______________________

__________________                                    _______________________

Patient or parent/guardian signature   _____________________________ Date_______

Print Name___________________________________________________Date_______

Or:

I do not want any of my family to have access to my medical record.  

Patient or parent/guardian signature   _____________________________ Date_______

Physical Therapy for Women, PC (aka: Sport & Orthopaedic Physical Therapy by Paddy Jarit) will be happy to comply with your request. This document will be made part of your permanent record unless you give us different instructions.
