REGISTRATION FORM

This form must be completed in its entirety including insurance information

Today’s date: | Referring Physician:
PATIENT INFORMATION
Patient’s last name: First: Middle: Q Mr. Q Miss Marital status: Single (] Married O
O M. UMs. Divorced O Separated (] Widowed [
Social Security no.: E-mail address: Birth date: Age: Sex:
aM QF
If patient is a student, please give Parent #: Patient’s Cell number: Alt Contact number: Alt Contact Relationship:
O Mom [JDad [Other
Mailing Address: City: State: ZIP Code:
Occupation: Employer: Employer phone no.:

How did you hear about us?

INSURANCE INFORMATION (PLEASE COMPLETE ALL SECTIONS)

Is this patient covered by insurance? [ Yes O No

PRIMARY INSURANCE:

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Policy number: Group #: Co-payment:
$

Patient’s relationship to subscriber: 0 Self O Spouse O Child O Other

SECONDARY INSURANCE:

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Policy number: Group #: Co-payment:
$

Patient’s relationship to subscriber: O Self O Spouse O Child Q Other

FINANCIAL AGREEMENT
Person responsible for bill: Birth date: Address (if different): Contact phone no.:
Name of Employer: Occupation: Employer Email Address: Employer Phone Number:

The above information is current, accurate and true to the best of my knowledge. I authorize my insurance benefits to be paid directly to Pro Impact Physical
Therapy & Sports. It is MY RESPONSIBILITY to keep my insurance active and accurate throughout my plan of care. I understand that I am financially responsible
for any balance. I also authorize Pro Impact Physical Therapy or insurance company to release any information required to process my claims.

Patient/Guardian signature Date

IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: | Work phone no.:




MEDICAL HISTORY QUESTIONNAIRE

Patient Name:

Age:

Date of Injury/Onset:

Are you currently receiving any other care for the condition mentioned above?

O No O Yes- If Yes, please list:

Have you ever received therapy in the past for the condition mentioned above? O No O Yes | If so, when?

Have you received therapy services for other problems/conditions during the current year?

O No O Yes- If Yes, please list:

Could you be or are you pregnant? [J No O Yes

| Do you have a pacemaker? O No O Yes

Do you now or have you ever had any of the following conditions?

Osteoporosis
High Blood Pressure
Heart Disease

Heart Attack
Pacemaker
Dizziness/Lighheaded-
ness / Fainting Spells
Diabetes

Previous Surgeries
*If Yes, please list:

OO0 oOooOoooo

Yes
Yes
Yes
Yes
Yes

Yes

No
No
No
No
No

No
No
No

Anemia

Seizures / Epilepsy

Cancer / Tumor
Hernia
Hepeatitis

Metal in Body / Surgical

Implants

Recurrent Infections or
infection in last 3 mos.

a

O
a
(m]
O
]
O

Yes O No
Yes O No
Yes O No
Yes O No
Yes O No

Yes O No

Yes O No

Do you have any allergies? O No O Yes- If Yes, please list:

Are you presently taking any medications? T No O Yes, list medications and specify condition:

This information is correct to the best of my knowledge.

X

Patient / Parent / Guardian Signature

Date




Patient Authorization

Patient Name: Date of Birth:

RELEASE OF INFORMATION & CONSENT FOR TREATMENT

All information provided herein is true and correct.

I am aware of my diagnosis and wish to receive treatment at this Pro Impact Physical Therapy & Sports
Medicine clinic. I permit its employees and all other persons caring for me to treat me in ways they judge
are beneficial to me. I understand that this care can include an evaluation, testing and treatment. No
guarantees have been made to me about the outcome of this care.

I give permission to Pro Impact Physical Therapy & Sports Performance and its subsidiaries and affiliates
to release information, verbal and written, contained in my medical record, and other related information,
to my insurance company, rehab nurse, case manager, attorney, employer, school, related healthcare
provider, assignees and/or beneficiaries and all other related persons as it relates to my treatment and/or
payment for services provided.

I authorize Pro Impact Physical Therapy & Sports Performance and/or its subsidiaries and affiliates to
obtain medical records and/or professional information from my physician or other medical professional
as it relates to my treatment.

I consent for medical photographs to be made of me (or my child or person for whom [ am a legal
guardian). I understand that the information may be used in my medical record. By consenting to these
medical photographs I understand that I will not receive payment from any party (Pro Impact nor patient).
Refusal to consent to photographs will in no way affect the medical care I will receive. The signature
below certifies that I have read and understand the above information.

Initial:

ASSIGNMENT OF BENEFITS

I authorize payment directly to Pro Impact Physical Therapy & Sports Performance, its subsidiaries
and/or affiliates for services and to bill and release payment directly to Pro Impact Physical Therapy &
Sports Performance, its subsidiaries and/or affiliates for any physical therapy, occupational therapy,
speech-language pathology, rehabilitation, orthotic or prosthetic services provided.

This is a direct assignment of my rights assistive device benefits under this policy. A photocopy of this
assignment shall be considered as effective and valid as the original.

Initial:

NOTICE OF PRIVACY PRACTICES (HIPAA ACKNOWLEDGEMENT/CONSENT)

I hereby acknowledge that I have received a copy of The Notice of Privacy Practices for Pro Impact
Physical Therapy & Sports Performance, its subsidiaries and /or affiliates.

In addition, I hereby consent to the use and disclosure of my personal health information for the purposes

of treatment, payment, and health care operation.
Initial:

Patient or Guardian Signature: Date:




Patient Name: Date of Birth:

PAYMENT GUARANTEE

I agree to pay Pro Impact Physical Therapy & Sports Performance, its subsidiaries and/or affiliates for the
services provided to me or the party named above. If any law, such as workers’ compensation, or an
insurance contract prohibit payment for these services I will cooperate and assist in the provision of
information and authorizations, released, or any other type of information necessary to allow for speedy
collection from my third-party payer. Where the law or an insurance contract does not prohibit payment
by me, I acknowledge responsibility for any and all account balances.

Pro Impact files your insurance as a courtesy but you are still financially responsible. The Eligibility
and Benefit form provided by some insurance companies is only an explanation of coverage. This is not a
guarantee of payment by the insurance company. If the information provided by my insurance company
is not accurate or the insurance company changes its coverage, I will be responsible for payment of all
services.

If arbitrary determination of a participating insurance company indicates that a treatment or procedure is
not medically necessary, the patient or patients guarantor will be responsible for the remaining balance.
However, it is ultimately the responsibility of the patient or patient’s guarantor to know and
understand their benefits prior to starting physical therapy.

FINANCIAL AGREEMENT: I fully understand that [ am responsible for any and all charges associated
with my account and that if | fail to pay any amount due, I will also be responsible for court costs,
attorney fees, and collection fees of up to 33% of the amount due, incurred in the collection of any
balance due. I give permission to Pro Impact and any of Pro Impact's vendors, which include collection
agencies, attorneys and billers, to contact me on the cell phone numbers I have provided on matters
related to my account. I understand that an automated dialer may be used to contact me by these parties
and agree to allow them to do so.

I further understand that this agreement is binding regardless of any legal transaction currently in progress
or initiated during or after the course of my treatments unless agreed to in writing by myself and a
representative of Pro Impact Physical Therapy & Sports Performance and/or its affiliates or subsidiaries.

I understand that three statements will be generated in the course of an outstanding balance. After which,
a final notice prior to collections will be mailed. Payment in full is expected on outstanding balances. If
a payment plan is absolutely necessary, the terms and conditions will be determined by Pro Impact
Physical Therapy and Sports Performance owner, not upon the financial plan determined by the client. |
further understand and agree that, in addition to all amounts owed for services, which I will be
responsible for all costs of collection including, but not limited to, attorney’s fees, court cost, filing fees,
and any other costs associated with or related to collection efforts instituted by Pro Impact Physical
Therapy.

Initial:

Patient or Guardian Signature: Date:
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