OFFICE USE ONLY
___F/BofIns. Card Copied ___ Script Rcvd

RFP/ID VERIFICATION:
___Health Ins. Card __ Photo ID
___ Drivers License Proof of Address

All-Care Physical Therapy Center | o.e. / /  Employeenitials:

Directions: Please fill in all spaces, if not applicable, please put N/A.

Patient Information

Full Name: Birth Date: / / Sex:

Address: City:

State: ___ Zip Code: Primary Phone: - - Secondary Phone: - -

Alternative Phone(s): E-Mail:

Social Security Number: - - Marital Status:

Whom may we thank for recommending you to us? Name: Friend Doctor Other
(Circle One)

Insurance Information

Payment Services:
e All co-payments are due at time of service. A $25 fee may be charged for any returned checks.
e Maedicare Patients: Please be advised that Medicare will not pay for a home health aide & physical therapy at the same
time.

Is the reason for physical therapy related to work or an automobile? (V one below)
[J Neither. (Fill out Section A only)
[1  Automobile. (Fill out Section A & B)
[J  Work. (Fill out Section A & B)

SECTION A: YOUR HEALTH INSURANCE INFORMATION
PRIMARY INSURANCE

Primary Insurance Carrier: ID#:

Primary Insurance Holder: (circle one) self other:

Relationship to Patient: Primary Policy Holder Date of Birth:
SECONDARY INSURANCE
Secondary Insurance Carrier: ID#:

Secondary Insurance Holder: (circle one) self other:

Relationship to Patient: Secondary Policy Holder Date of Birth:

TERTIARY INSURANCE

Tertiary Insurance Carrier: ID#:

Primary Insurance Holder: (circle one) self other:

Relationship to Patient: Primary Policy Holder Date of Birth:
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SECTION B: Workman’s Comp Insurance/Automobile Insurance
Please Circle One:  Work Auto

Carrier: Policy Holder:

Policy Holder Relationship to Patient: Claim #:

Case Manager Name: Case Manager Phone:

If workman’s compensation case, please fill out the following: Work Phone Number: - -
Employer: Work Address:

City: State: Zip Code:

Medical History (Please V all that apply to you.)

Pacemaker ______Pregnancy (C-Section? Y/N) ______Stroke (R or Lside involved)
______Chest Pain (nitro? Y/N) ______ Osteoporosis/Osteopenia ______Allergies to Heat/Cold (circle)
______High Blood Pressure _____ Diabetes ______Other Allergies
______ Heart Disease/Palpitation ______ Cancer: Type: ______Asthma/Breathing Difficulties
_____ Heart Attack ______ Kidney Problems ____ Falls/Loss of Balance
______ Bypass Surgery (CABG) _______ Bowel/Bladder Abnormalities _______ Orthopedic Surgery (circle:)
_____ Dizziness/Fainting ____Liver/Gall Bladder Abnormalities ______ Total Hip (precautions? Y/N)
___ Seizures ___Skin Abnormalities ______Total Knee Metal Plates/screws
_____Smoking, #of Yrs ___ ______Hernia ______Rotator Cuff Repair Arthroscopic
Are you presently taking any medications? if yes, please list.

Have you received physical therapy treatment before? Y / N For the same problem? Y / N

Did you get imaging studies? (Circle all that apply) X-rays MRI CTscan Bone Scan Other

Dates of Imaging:

Is there any additional information in your medical history that we should know?

Employment Information

Are you presently working? What is your occupation?

Length of time with work limitations? Any Worker’s Comp Case or Litigation? Y / N

Injury Information
Mechanism of Injury: (please circle all that apply)
Work Related  Athletic  Motor Vehicle Accident  Fall  Other (Explain):

Date of injury, surgery or onset of symptoms: Have you ever experienced these symptoms before? Y / N

Please specify previous injury & date: Date of Next Doctor Visit:

Emergency Contacts

Emergency Contact: Phone Number(s): Relationship:

Alternative Contact: Phone Number(s): Relationship:

Patient Responsibility
As the patient, | understand that | am responsible for knowing the policies and procedures of my insurance plan, including: pre-
certification/authorization, co-pay, co-insurance, deductible, maximum benefits, out of pocket and other expenses. | understand | may

responsible for any remaining balances unpaid by my primary or secondary insurance company.

I have answered all of the above questions accurately to the best of my knowledge. | hereby authorize All-Care Physical Therapy Center

to perform upon me the appropriate assessment and treatment related to my condition.

Patient Signature: X Date: X / /
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All-Care Physical Therapy Center, LLC
Notice of Privacy Practices

All-Care Physical Therapy Center is committed to protecting the privacy of our patients. As required by law, we treat all
health information confidentially. The following Notice of Privacy Practices describes how medical information about you
may be used and disclosed. We encourage you to read it in full.

Uses and disclosures of Health Information
Pursuant to law, we may use health information about you for your treatment, to obtain payment, for
administrative/operational purposes, and to evaluate the quality of care that you receive.

1. We may use or disclose your health information in order to most effectively treat you. This may require the
provider to contact your physicians and advise them of your medical condition. It may also be necessary to speak
with a care-giver to advise on appropriate care.

2. We may use of disclose your health information in order to obtain payment from an insurance carrier or case
manager. Such information will be disclosed on a confidential basis intended only for the addressee.

3. We may use or disclose your health information for administrative/operational purposes. Such information may be
used to evaluate the quality of treatment received to insure optimal care. We may also use this information to
contact you in the future.

Patient Individual Rights

1. You have the right to review and copy your health information. You must submit requests in writing to the Chief
Privacy Officer. There will be a reasonable fee charged for all copying and mailing costs.

2. You have the right to request changes to your health information. Your requests must be made in writing and
explain reasoning behind any correction.

3. You have the right to know to whom we have disclosed your health information. We will provide you with a listing
of those disclosures upon request.

4. You have the right to request that we restrict or limit the use or disclosure of your health information. We are
required to agree to those restrictions. Request for restriction must be made in writing and submitted to the Chief
Privacy Officer.

5. You have the right to request that we communicate with you about medical matters in a way or location. Such
requests must be submitted in writing.

6. You have the right to receive a copy of this notice upon request.

Complaints

If you are concerned that we have violated your privacy rights or disagree with a decision we made regarding access to you
records you may contact the Privacy Officer or send a written complaint to the U.S. Department of Health and Human
Services.

Please note that we may amend or alter the Privacy Policies according to HIPAA regulations without notice. A copy of our
most current notice will be available upon request.



HIPAA ACKNOWLEDGEMENT & AUTHORIZATION FORM

1,

OFFICE USE ONLY- INABLITY TO SIGN:
___Individual Refused ___ Emergency
___ Communication Barrier
___ Other:

(Patient Full Name), born on / / (Date of Birth), with social

security number - -

(Social Security Number), acknowledge that | have received a copy of All-Care

Physical Therapy Center’s Notice of Privacy Practices that discusses how we may use your protected health information.
|

By signing this form, | further authorize All-Care Physical Therapy Center, L.L.C to disclose my protected health & billing
information to the following recipients based on the criteria of full, partial or basic information disclosure:

Note: Check & fill in all disclosures that are acceptable to you. If you do not check any disclosure below we will not be
able to leave you a voice phone message. However, you do not have to list the doctor’s name that appears on
prescription for physical therapy since we are legally authorized to disclose information.

FULL: All-Care Physical Therapy Center, LLC will disclose detailed information to the voicemail/recipient.
PARTIAL: All-Care Physical Therapy Center, LLC will leave All-Care’s name, reason for the call & call back number.
BASIC: All-Care Physical Therapy Center, LLC will leave call back phone number only, not All-Care’s name.

RECIPIENT DISCLOSURE

FULL | PARTIAL | BASIC

V | examsple: 0oo-000-0000
My Home Phone(s):

\/

My Cell Phone(s):

My Work’s Name:

My Work Phone:

My E-Mail(s):

Spouse/Partner Name: Phone:
Father Name: Phone:
Mother Name: Phone:
Son/Daughter Name: Phone:
Other Name: Phone(s):
Address:

Purpose of use/disclosure:

| understand that once All-Care discloses my Personal Health Information (PHI) to the above recipient(s), All-Care cannot
guarantee that the recipient(s) will not disclose my PHI to a third party. The third party may not be required to abide by the
authorization or applicable federal and state laws governing the use of my health information. | may revoke this authorization at
any time by notifying All-Care in writing to Billing Department, All-Care Physical Therapy Center, and LLC. 67 Lacey Road, Whiting,
New Jersey, 08759. However, | do understand that revoking this authorization will not have any effect on any information already
used or disclosed by All-Care prior to All-Care receiving my written notice. In addition, revoking authorization will not affect the
start, continuation or quality of my treatment at All-Care. If you believe your privacy has been violated, or you disagree with a
decision we made about access to your protected health information, you may contact the All-Care Privacy Officer at 732-849-

0700 or 866-31-HIPPA.

| have read and understand the terms of this authorization and | have had the opportunity to ask questions about the use and
disclosure of my health information. By my signature below, | herby, knowingly and voluntarily, authorize All-Care to use or
disclose my PHI in the manner described above.

The following person(s) are NOT authorized to receive ANY health information:

Print Name:

Relationship:

Print Name:

Relationship:

Signature of Patient or Legally Authorized Representative

Date

All-Care Employee Name

All-Care Employee Signature Date

TERM OF AUTHORIZATION: This authorization will remain in effect for the course of your treatment unless otherwise specified

below: (Please initial the applicable box.)

From the date of this authorization until the

Until the following event occurs:

day of , 20




