patient Registration

Date last seen by referring MD: / / Date of next MD visit / /
Patient Last name First Middle

Responsible Party (if not patient): Relationship:

Patient Social Security No. Referring Physician

Patient Address

City State Zip Code

Home Phone( ) Work Phone( ) ext.

Cell Phone( ) Email address

Date of Birth / / Gender:[ Male[ JFemale Marital Status:[ [Single[ ]Married[ ]Divorced] ]Widowed

Patient Employer:

Employer Address:

Pt. Employer Phone #:

Work Status:{ }Full time { }Part time { } N/A

Insurance Information

PrimaryInsurance Name

Policy Number

Group Number Insurance Phone Number( )

Insurance Address City State_ Zip Code
Policyholder Last Name First M SS#
Policyholder Address City State Zip Code

Policyholder Date of Birth /

Policyholder Employer

Employer Address

City State Zip Code

Employer Phone Number( )

Policyholder Relationship to Patient

Secondary Insurance Name Policy Number

Group Number Insurance Phone Number( )

Insurance Address City State Zip Code
Policyholder Last Name First MI SS#
Policyholder Address City State Zip Code
Policyholder Date of Birth / / Policyholder Employer

Employer Address City State Zip Code
Employer Phone Number( ) PH Relationship to Patient




Medicare Secondary Payer (MSP) Information (Medicare Patients Only)

Please answer questions 1 through 6 if you receive Medicare benefits (Part A, Part B or Disability).

As a direct result of mandated Medicare Secondary Payer (MSP) regulations, Moreau Physical Therapy is required to gather the
following information to determine if Medicare is your primary insurance:

1. Is illness/injury due to an automobile, liability, or workers’ compensation accident? [ JYes [ ]No
2. Isillness covered by the Black Lung Program or Veterans Affairs Program? [ ]Yes [ ]No
3. If under age 65, are you a renal dialysis patient in your first 12 months of Medicare entitlement? [ ]Yes [ ]No

4. If under age 65, is your Medicare coverage due to disability? [ ]Yes[ ]No Ifyes, date began: / /

5. Is patient covered by an Employer Group Health Plan through patient’s employer or spouse’s or family member’s current employer
(i.e., Employer Group Health Plan is not the same as Supplemental Coverage)? [ ]Yes [ ]No

6. Date of retirement: Patient / / Spouse / /

If patient responds “Yes” to any questions above, please complete information below:

Name of Insurance Company

Address City State Zip Code

Insurance Company Telephone Number/Contact( )

Name of Policyholder

Relationship to Policyholder Policy Number

Policyholder’s Employer

Address City State Zip Code

Patient History/Condition/Injury (All Patients)

Gender: Male Female Smoker: Yes No Pregnant: Yes No

1) Main reason/goal for attending therapy:

2) Are you currently working? Y N
3) Areyou allergic to latex? Y N Do you take blood thinners? Y N
4) Have you ever had an adverse reaction to heat/cold packs or prolonged exercise? Y N

5) Past Medical History: (circle all you have or have had in the past)

Cancer

High Blood Pressure Diabetes Kidney Disease
Osteoporosis Heart Disease Angina/ Chest Pain
Allergies/ Asthma Osteoarthritis Rheumatoid Arthritis
Liver Disease Ulcers Fibromyalgia
Sexually Transmitted Disease Stroke Lung Disease



6) Currently | am experiencing: (circle all that apply)

Unexpected Weight Loss Numbness/Tingling Fever/Chills/Sweats
Poor Balance Changes in Appetite Difficulty swallowing
Depression Shortness of Breath Dizziness
Headaches Changes in bowel or bladder functions

Nausea/ Vomiting Increased pain at night

7) Do you have..... Pacemaker: Y N Metal Implants: Y N Allergies: Y N
8) Have you ever had a fracture? Y N If so, where?

9) List any previous surgeries:

10) Are you on medication? Y N If so, please list them :

11) Mark an “X” on the line below that best describes your level of pain at this moment.

No Pain | | | Worst possible

12) Your pain is (circle one): constant periodic occasional

13) Where are you currently having symptoms?

14) Have you received any treatment for this problem? Y N If yes, what type of treatment did you
Have, and did it help you?

15) How are you able to sleep at night? Fine Moderate Only with Medication

16) Does anything make your symptoms better?

17) Have you had an X-ray, MRI, or other imaging study? Y N If yes, where and when:

18) What are three activities that you are unable to do or are having difficulty with as a result of your problem:
1.
2.
3.

19) On the diagram below, please shade the area of your body where your pain is present:



20) Is this the result of an injury? Y N If so, please answer the following questions:

Date of Injury:

Where did this injury happen? o Work o Home o Other

How did this injury occur?

21) If not an injury, when did symptoms begin?

22) How did you hear about our clinic?

Patient’s Signature Date / /

Treatment Consent & Authorization

Ambulatory Care Authorization
l, (patient or responsible party), hereby voluntarily authorize Moreau Physical Therapy to
perform outpatient evaluation(s) and/or procedure(s) and to administer such outpatient therapy treatment(s) that in the opinion of the
physician and consulting allied health provider is/are necessary or appropriate. It has been explained to me that medical
treatment/therapy is not an exact science and no guarantee has been made as to the result of any treatment or care administered.

Signature Date / /
(Patient)
Signature Date / /
(Other/Responsible Party)

Reason patient cannot sign

Authorization to Release Information
[, the undersigned, hereby authorize Moreau Physical Therapy to release medical record information by means of telephone,
reproduction, or facsimile transmission, relative to any outpatient therapy, treatment(s), or evaluation(s) to referring physician for status
of treatment, family physician providing follow-up care, third party payer(s) to substantiate medical necessity and charge verification,
and/or case manager(s) for determining medical necessity or utilization review.
This authorization shall be valid during the course of treatment and shall expire 365 days after discharge.

Signature Date / /
(Patient)
Signature Date / /
(Other/Responsible Party)

Reason patient cannot sign:




Assignment of Benefits and Payment Guarantee
In consideration of the services to be rendered to , | do hereby agree to the
following on this day of , 20

1. Assignment of Benefits

In the event that | am entitled to outpatient benefits of any type whatsoever arising out of any claim or policy of insurance insuring the
patient or any other party liable to the patient, said benefits are hereby irrevocably assigned to Moreau Physical Therapy and/or
professional corporations and other allied health providers that provide services to me for application to the patient’s bill(s). Payment
shall discharge the insurance company of any and all obligations under the policy to the extent of such payment, and | shall be
responsible for the charges not covered by this assignment. Any amounts not covered by insurance or prepaid at time services are
rendered shall be paid upon receipt of an interim bill rendered from time to time while the patient is under care of Moreau Physical
Therapy, or at the time of discharge of the patient from Moreau Physical Therapy, whichever comes first, unless other payment
arrangements have been made.

All insurance coverage estimates quoted to me and/or other responsible party(s) are estimated, and | and/or other responsible
party shall be liable for all charges not covered by insurance whether or not such coverage agrees with the amount estimated.
| request that payment of authorized Medicare, Medicaid, and/or other benefits be made on my behalf to Moreau Physical

Therapy and/or other allied health care providers that provide services to me. | authorize Moreau Physical Therapy, if it chooses, to
pursue on my behalf any appeals of the denial of Medicare, Medicaid, or other insurance benefits. 1 authorize Moreau Physical Therapy
to release all of or part of the patient’s medical records for this or any related service to, and when required to determine benefits
payable by, insurance carriers, workers’ compensation carriers, utilization review bodies, Centers for Medicare and Medicaid Services,
welfare funds, the patient’s employer and their agents, as well as any physician(s) responsible for continuing care. Moreau Physical
Therapy, its agents, and employees are hereby released from any and all liability of any nature that may arise from the release of such
information.
2. Guarantee of Payment

| guarantee the payment of the full and entire amount of all bills rendered for the patient. In the event payment that is expected to be
made to Moreau Physical Therapy by the insurance company or by any other person, firm, or corporation has been denied or not been
received by Moreau Physical Therapy within forty-five (45) days of billing, | agree to pay the amount due immediately upon notice of
nonpayment. | further agree that this guarantee shall cover and include all expenses that may be incurred by Moreau Physical Therapy
in collecting the amounts guaranteed hereby, including but not limited to, attorney’s fees and collection agency fees.

Our NSF check policy is as follows: Upon return of your check to our clinic, you are responsible for paying by cash or credit card the
sum of the check amount plus a $30.00 NSF charge. Phone payments by credit card are accepted.
3. Appointment Cancellation

| understand that | must give a one day advance notice of appointment cancellation. If after business hours, please leave a message
onvoicemail. If | fail to give advance notice of cancellation for more than one scheduled appointment, | will be responsible for paying a
$25.00 cancellation fee. Cancellation fees must be paid in full before additional therapy services are rendered.

Signature Date / /
(Patient)
Signature Date / /
(Other/Responsible Party)

Reason patient cannot sign

Witness Date / /




