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                                                                                      915 North Nova Road

                                                                                                                                    Holly Hill, Florida   32117

                                                                                                                                   Phone: (386) 671-2626    

                                                                                                                                       Fax: (386) 671-2627

                          “Physical Therapy with care and knowledge”

Patient Information Form
Medical History Form

Patient Name ___________________________________________Age:_____
Date:____________________

PRESENT ILLNESS OR INJURY

Have you traveled outside of the USA in the past year, IF YES, Where? _______________________________

Have you had any vaccine recently, IF yes, please Name ______________________________ 

What is your current problem?_______________________________________________________________

How did the present injury occur?_____________________
When did this happen?_________________

Have you had any surgery during the past year? ( ) Yes  ( ) No
What type of surgery?__________________ 

Have you had any previous therapy for this problem? (  ) Yes (  ) No

Have you had any of the following tests done during the past year? (  )CT Scan   (  )MRI   (  )X-Rays    (  )EMG 

If you have any pain or discomfort, please describe:
· Location of pain_______________________________ 

· Intensity of pain on a scale of 1-10 with 1 being the lowest ____ Is the pain ( ) constant or ( ) intermittent?

· What aggravates your pain? _______________________________________________________________

· How does rest affect your pain? ____________________________________________________________

· How does medication affect your pain? ______________________________________________________

· Does your pain stop you from performing any activities? ( ) yes  ( ) no  What activity if any? ____________

· What other symptoms do you have (weakness, numbness, less movement, etc.)? ______________________

__________________________________________________________________________________________

MEDICAL HISTORY

Please check if you have any of the following:
(  ) diabetes



(  ) history of cancer

(  ) arthritis problems



(  ) heart disease


(  ) respiratory illness

(  ) joint problems

(  ) high blood pressure

             (  ) kidney disease

(  ) acute infections

(  ) hemophilia



(  ) previous head trauma
(  ) orthopedic injuries

(  ) heart attacks


             (  ) previous back problems
(  ) spinal injuries

(  ) CVA or Stroke


(  ) shoulder dislocation
             (  ) special diet restrictions

(  ) hernia



(  ) metal implant?___

(  ) currently pregnant

(  ) pacemaker or defibrillator (circle)
(  ) allergies____________
(  ) surgery to head, neck or spine (circle)

Current Medications________________________________________________________________________

List Previous hospitalizations or surgeries?______________________________________________________

What are your goals or expectations while in therapy?_____________________________________________

I have read and completed this questionnaire to the best of my knowledge.

Signature_______________________________________________________Date______________________________

Therapist Signature______________________________________________Date_______________________________
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____________________________________________________________________________
New Patient Consent to the Use and Disclosure of Health Information

for Treatment, Payment, or Healthcare Operations

I, _______________________, understand that as part of my health care, FloRehab Center originates and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:

•
A basis for planning my care and treatment,

•
A means of communication among the many health professionals who contribute to my care,

•
A source of information for applying my diagnosis and surgical information to my bill

•
A means by which a third-party payer can verify that services billed were actually provided, and

•
A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:

•
The right to review the notice prior to signing this consent,

•
The right to object to the use of my health information for directory purposes, and

•
The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations

I understand that FloRehab Center is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that the organization has already take action in reliance thereon.  I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that FloRehab Center reserves the right to change their notice and practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.  Should FloRehab Center change their notice, they will send a copy of any revised notice to the address I’ve provided (whether U.S. mail or, if I agree, email).

I wish to have the following restrictions to the use or disclosure of my health information:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

I understand that as part of this organization’s treatment, payment, or health care operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax

I fully understand and accept / decline the terms of this consent. 

Patient’s Signature____________________________                                                               Date ____________
Witness Signature ______________________________                                                             Date _____________ 
FOR OFFICE USE ONLY

[   ]  Consent received by ____________________________________ on ________________________.

[   ]  Consent refused by patient, and treatment refused as permitted.

[   ]  Consent added to the patient’s medical record on ______________________________.
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______________________________________________________________________
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

ASSIGNMENT OF BENEFITS & FINANCIAL RESPONSIBILITY

PATIENT NAME:____________________________Social Security No:_____-____-________

LEGAL GUARDIAN: ___________________________________________________________

RELATIONSHIP TO PATIENT: __________________________________________________


Type of Insurance
   ____Private Insurance(___PPO  __HMO ) ____Auto ____Medicare  ____Workman's Comp 

   ____Tri-care(Military) ____ No Insurance


Box 1- Medicare
If Medicare, your Medicare No._________________________Effective Date_______________

Name as it appears on your card if different from above_________________________________

FloRehab agrees to file your Medicare claims as a courtesy to you.  If you have secondary insurance please proceed to box number 3-Secondary Insurance on page 2.


        Box 2 – Primary Insurance
  Primary Insurance Co___________________________________________________________
  Address______________________________________________________________________
  City___________________State________Zip__________Phone No______________________
  Name of Policy Holder_______________________Relationship to Patient_________________
  Policy No_____________________Group No___________________Effective Date_________
  Deductible____________Has Deductible been met?  YES / NO    Copay / Coinsurance $_________
  Does the policy holder need a physician referral for PT ? YES / NO  Max P.T.Coverage________
As a courtesy to you, FloRehab Center agrees to file your claim with your insurance carrier.  You will be responsible for any charges not covered by your insurance.  In the event that your insurance does not pay, you will be responsible for the balance.  At the time services are rendered, you will be responsible for your co-pay or co-insurance amount.  You will also be expected to pay your deductible at the time of your initial evaluation, if any due.

Page 1


Box 3 – Secondary Insurance
 Secondary Insurance Co.__________________________________________________________

 Address__________________________________________City__________________________

 State___________Zip_____________Phone No._______________________________________

 Name of Policy Holder___________________________________________________________

 Relationship to You________________Policy No________________Group No______________

 Deductible $____________     Deductible Met?  Yes / No    Co-pay / Coinsurance $____________


Box 4 – Auto / Liability
 Insurance Co___________________________________________________________________

 Claim No_______________________________Date of Accident_________________________

 Name of Adjuster__________________________Phone No_____________________________

 Attorney_________________________________Phone No______________________________


Box 5 – Workmans Compensation
 Employer____________________________________Phone No__________________________

 Claim No______________________________Date of Accident__________________________

 Insurance Co_________________________________Phone No__________________________

                                                                                           Fax No__________________________

 Name of Adjuster____________________________Case Mgr____________________________

 Authorized Visits_____________Frequency____Duration____ Auth No____________________

Financial Policy Statement

I, ____________________________________, authorize the treatment of physical, occupational, and/ or speech therapy services, by FloRehab, Center, LLC.  I hereby authorize the release of information for all claim purposes to bill Medicare, Medicaid, or my insurance carrier.   Any claim filed is done as a personal courtesy to me by FloRehab Center, therefore I understand that all charges incurred are my financial responsibility.

Patient Agreement

I, ___________________________________, understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, after such default and upon referral to a collection agency or attorney by FloRehab Center, LLC. I will be responsible for all costs of collecting monies owed including court costs, collection agency fees and attorney fees.

I, furthermore, consent to the use or disclosure of my protected health information by FloRehab Center, LLC for the purposes of providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of FloRehab Center, LLC.  I understand that the treatment of me, by my physical therapist may be discontinued upon my consent as evidenced by my signature on this document.

______________________________________________________                         ____________________________

Patient Signature                                                                                                          Date
______________________________________________________                         ____________________________

Witness Signature                                                                                                         Date                                                                      


 “Physical Therapy with care and knowledge”

       Physical Therapy – Acupressure – Pain Management – Vestibular Rehab – Wellness 
                      2 Therapy Locations: Port Orange and Holly Hill 

TEAM WORK / TRUST 

We are so glad that you are here and we are very excited to work with you! It is our promise to you that we will do our absolute best in assisting you in achieving the results that you, your doctor and we (FloRehab Center) agree on together as a team. 

Your Doctor referred you to us because of our GREAT RESULTS and SUCCESS with patients that have had the same issues that you are currently complaining and suffering from. 

This is team work which means you will play a leading role as part of this team which makes you the superstar. ( 

Your role as the patient in this team in order to achieve great RESULTS from Physical Therapy is the following 2 main points:

1) Do NOT cancel or miss your appointments because that causes a huge delay in achieving our results and goals. 

2) Make sure to be compliant with your home exercise program that is created specifically for you by the Physical Therapist to achieve your goals and results. 

It is very important that you understand that Physical Therapy is like a course of Antibiotics. Therefore, in order for us as a team (you, your Doctor and us) to be successful with your results and achieving our goals, you must finish the entire course of Physical Therapy as you would with a course of Antibiotic. 

Please feel free to ask your Physical Therapist or your patient representative any questions that you might have.

Are you excited to deal away with this pain and return to your normal self??? 
We know we are!!! (
Let’s get started! 

Days Per Week:_______________




Weeks:_______________

Signature: ______________________________________ 


Date: _____________________  

Witness: _______________________________________


Date: _____________________



 “Physical Therapy with care and knowledge”

       Physical Therapy – Acupressure – Pain Management – Vestibular Rehab – Wellness 
                      2 Therapy Locations: Port Orange and Holly Hill 

11/04/2014

IT HAS COME TO OUR ATTENTION BY THE INSURANCE COMPANIES, THAT DEDUCTIBLES, COPAYMENTS AND COINSURANCE PAYMENTS HAVE NOT BEEN MET BY THE PATIENTS, WHICH HAS LEFT OUTSTANDING BALANCES ON MANY ACCOUNTS.

THEREFORE:

ALL PATIENTS WILL BE RESPONSIBLE FOR THEIR DEDUCTIBLE, COPAYMENTS OR COINSURANCE PER THEIR INSURANCE COMPANY AT TIME OF SERVICE.
PAYMENTS WILL BE AS FOLLOWS, $100.00 FOR ALL INITIAL EVALUATIONS, $60.00 PER OFFICE VISIT, UNTIL YOUR DEDUCTIBLE HAS BEEN MET, IF EOB STATES OTHERWISE FLOREHAB WILL  CREDIT / CHARGE YOUR ACCOUNT  AS NECESSARY.

FOR ALL VISITS AFTER DEDUCTIBLE HAS BEEN MET, A $20.00 CHARGE WILL BE PAID AT TIME OF SERVICE, WHEN EOB COMES IN, YOUR ACCOUNT WILL BE BALANCED OUT. THIS IS FOR PATIENTS THAT HAVE A COINSURANCE ONLY.

IF A PATIENT HAS A COPAYMENT THAT AMOUNT WILL BE CHARGED AT TIME OF SERVICE.

IF YOU FAIL TO DO SO, UNFORTUNATELY FLOREHAB CENTER WILL BE TAKING LEGAL ACTIONS.

THE ABOVE STATEMENT IS PER THE INSURANCE COMMISSION

FLOREHAB WANTS TO MAKE YOUR EXPERIENCE HERE A PLESANT ONE

THANK YOU FOR YOUR ATTENTION IN THIS MATTER
_______________________________________             _______________________________________

SIGNATURE OF PATIENT                                                         DATE
_______________________________________             ________________________________________

WITNESS                                                                                     DATE

OFFICE MANAGER                                

Main Office
915 North Nova Road, Holly Hill, FL 32117     Phone: (386) 671-2626 -- Fax: (386) 671-2627                                                                        
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________________________________________________________________________
Appointment Information /  Office policy

(Cancellations, No-Shows and Late Arrivals)


Cancellations and No Shows:

FloRehab Center holds the right of charging the patient a $25.00 charge for each no call and no show to his/her appointment. If you must cancel a scheduled appointment, please call our office 24 hours in advance and we will be glad to reschedule you at that time.  If three consecutive therapy appointments are missed, we reserve the right to discharge the patient, thus, canceling all future appointments and notifying both your physician and insurance company. Initial____________ 
Late Arrivals:

While we understand events occur that alter our daily plans, arriving late to your scheduled appointment causes those patients scheduled after you to be late.  If you are running late, please call and let us know.  If you are more than 10 minutes late we reserve the right to schedule a patient in your place.  We are always happy to reschedule your appointment to another time, for your convenience. Initial____________
What to do when you are in pain or Not in pain:

Please understand that your pain has a strong possibility of decreasing and a minor possibility of increasing in the beginning as your course of treatment progresses through the different stages, which is normal and not a bad thing. Either condition may make you feel that it is a good reason not to come to your appointment.
However, neither of these conditions is a good reason for you to miss or not come to your appointment: 
a) if you are in pain, come in and let us fix what may be causing this to occur
b) if you are not in pain, now is the time to progress to the next stage of correcting the underlying causes of your problem as your plan of treatment will be changing as we progress and educate you in how to not re-injure yourself, ect. 


It is important to understand that your treatment will have different stages that must be completed in a certain order that will lead to success and results of your issues. Initial____________
I have read and understand the appropriate Appointment Information and what to do when I am in pain information contained in this document.  

__________________________________________             _____________________________

Patient Signature





 Date
__________________________________________             _____________________________

Witness                                                                                     Date
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Patient Information Form
Patient Name__________________________________________Todays Date_________________

                          First                                 M.Initial                           Last
 D.O.B___/___/___  Social Sec. No_____-____-_______ Driver's Lic No______________________  

Age:_____     Sex: Male  Female     Martial Status:  Single   Separated     Married      Divorced     Widowed           

Home Phone #:___________________Cell#:_________________ Work Phone #________________  

May we leave a message?:  Yes / No  Best Time to Call ? AM / PM    Email______________________ 

Address: ___________________________________________________________________________

City:______________________________________________ State:___________ Zip:_____________

Employer: _______________________________________________  Phone #: ___________________

Address_____________________________________________________________________________

May we leave a message?  Yes / No  Occupation: __________________________________________

Emergency Contact Name and Medical Release Information:   Name: __________________________    Phone #: _____________________

Address_____________________________________________________Relation___________________  

Legal Guardian Name: ________________________________ Relationship to patient: ____________

Guardian Signature: __________________________________________  Date:____________________

Referring Doctor: ___________________________________  Phone No_________________________

Primary Care Physician_______________________________ Phone No_________________________

Diagnosis or reason for your visit:  ______________________________________________________


Was this a result of an accident? Yes  / No    Date your problem began__________________________

Have you ever had physical therapy for ANY problem this year? Yes / No  

Where?________________________________When?___________Results?______________________

Are you currently receiving Home Health Care? Yes / No If yes, what company?_________________
Who may we thank for referring you to FloRehab?___________________________________________


 Newspaper Ad         Phonebook listing            Radio                TV             Magazine Advertisement

Friend_________________________   Doctor_____________________Family____________________

                      Name                                                               Name                                      Name

_______________________________________                                      __________________________

Patient / Legal Guardian Signature                                                                                       Date 

_______________________________________                                       _________________________

Witness Signature                                                                                                                  Date


