PHYSICAL THERAPY GROUP OF FLORIDA

2430 E. COMMERGIAL BLVD. STE B FORT LAUDERDALE, FL 33308

Patient Information: (PLEASE PRINT)

Patient Name; Parent/Guardian Name

Date: Age: Date of Birth; SS#:

Address: City: ___Statey _Zip

Other Address: City: State: Zip:
Home Phoney () Cell Phone#: (__ )

Email;

Most likely reached at:

Emergency Contact Name: ___

Relation;

Contact Address and Phone;

Primary Doctor:

Referring Doctor:

Employer Name ang Address;

Occupation;

Health Insurance Information

Primary Carrier Name:

Address and Phone:

ID#

Group #:

Secondary Carrier Name;:

Address and Phone;

ID#:

Group#:

Drivers License #




PHYSICAL THERAPY GROUP OF FLORIDA
MEDICAL HISTORY FORM

Patient Name: Date:

Are you presently working? Yes No Last Day Worked;

Have you ever had these symptoms before? Yes No
When?

Check those which apply to your current condition:
Work Related Injury

Motor Vehicle Accident

Infury Recurrence

Sports Injury

Aggravation of Pre-Existing Injury

Lifting Injury

Fail

Causes Unknown

Other:

CooCcOoocadoo

Do you have, or have you had any of the following?

Yes No Yes No
Diabetes = [ e Allergies to Hear o a
Chest Pain o o Allergies to Cold & [
Heart Disease O O Seizures O o
Pacemaker o g Metal Implants O o
Headaches O 0o Dizziness O O
Kidney Problems 0O o Fractures O 0
Are You Pregnant O o Skin Allergies O o
Cancer O g Nausea/Vomitting O 0O
Asthma O O Ear Ringing O o
Arthritis o o Hypoglycemiq O o
Aids/HIV O QO Bladder Problems O o

Please circle the test you had performed; X - Rays MRI  CT Scan Bone Scan
Other (Explain) None

Is there any other information about your present health that we should know about?

Areyou presently taking medication? Yes No
U'yes, What are you taking?

Patient Signature
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Please circle the part/s of your body that are Currently in Pain,

Details about youyr pain:




PHYSICAL THERAPY
GROUP OF FLORIDA

Authorization/Consent/Financia) Policy

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION
Physical Therapy Group of Florida is hereby authorizad ta discloss all o uniy part of the medical recond of the patient named in the
istrati ies or agenioies as may be concemned with the payment of professional and/or facility costs of the
patient named on this registration. The authorization is effective for 2 years from the date of servico and may be rovoked with written

CONSENT FOR TREATMENT
The patient xigning this form consonts 1o any therapy, treatrment, o facility services renderad to tha pationt undar the geseral and )
spesial instructiony of e Werapis assigned to care for me. 1also acknowledge that no guarantee or warranty has been made by said
therapist of Physioal Therapy Group of Florida as to the results of any treatrment given or performed,

Physical Therapy Group of Floridn accopts Medicare ussignment, This mesns that we will accept the Madicare approved amount a3
Payment in full for our gervices, We will bill Medicars and your stpplemental ingurance company as a courtesy to you. Medicare
will pay 80% directly to us and the other 20% wmust be collected from the patient or form of supplemental Insurance company, The
Health Care Financing Administration (HCFA) of the United States Government hag issuod a waming that providers who waive the
co-ingurance charge or the annua) deductible for Medicaro are subject to prosecution for fraud. We, thorefore, must colleot the
deductible and the remaining 20%. If your supplemental insurance company does not Pay or if your Medivare deductible has not been
met, you will reccive g statement from ug indicating the amount you owe, Drossings and supplies will not be covered by Managed
Care Organizations or Medicare; therefore, you will be financially responsible for these itoma at the time of service,

WORKERS' COMPENSATION
Ifyou ase a patient with a valid Workers' Compensation claim, we will bil] Your employer's insurince carrier for reimbursement on
all treatment rendered. If Yyou have reached Maximum Medical improvement as deerned by the insragce camier, you will be
responsible for co-payment for each visit,

USUAL AND CUSTOMARY RATES
Qur practice is committed 10 providing the best treatment for our patients and we charge what is ugual and custornary for our ares,

You are responsible for payment regardless of uny insurence vompany's arbitrary determination of ususl and customary rates, Plese
read financial policy for our practice.

5 OUR INSURANCE POLICY
illing insurance i3 done gy g vourtesy W the patient end does not dismiss the pat{ents remponaibility for tfull. Tt is the
patient’s ultimate responsibility 1o pay any deduotible amount, co-insurance, or any otherm ngt p-i{iml]'fu'rnlgyu theI‘ b
company. Regarding insurance plans whers we ure » participating provider sl co-pays and deductibles gra due prior (o treatment,
Payments sent to the patient must be forwarded 10 the provider upon receipt. By my slgnature belaw, | recognize, understand, xnd
ncoept that § am ultimately Raanchally responsible for any and alf charges for services rendeyed by Including, but not Himited
fo, uny services or fees net covered or denied by my Insurance eompany. Additionally, ] agreo (o

the cost of collection, if my #coount becamey delinquent, including reasonsble aftorney's foes, court
legal rate of intsrent on the sccount until puid in full,

MEDICAL EMERGENCIES
1tis our policy to call 911 in case of medical emergengioy

L certlfy that I have nafam'undmmdﬁal& the above information

Signature; Printed Name:




PHYSICAL THERAPY GROUP gF FLORInA

IMALITY
ml:::: i‘:‘ATEME:JT;, e Thig P:;aﬂca describag ho\:J {:;ahh inforn’:atiun about yoy may be used ang disclosed ang oy
36 Tl 46088 fo thig 1 Mmation, plegge TeView it carefyly, Although yoy, health racorg 1 the physical pro of the health,
tare Taeliny, wa lhlbi‘hi&ﬂéﬁ I your Fedords p longs to You, Fimialp o

a particylar related
ons, andfor to a particular Family member, other
LX: |

decisions about yoy, You must gybymy Your
request in Wiiing to the F, cility Managerl!-‘mn! Ofice Coordinator 8 renderad. I yo, requey
8 copy of thy Informg n, we ma arge a fe. the costs of Copying, malling or oth Supplies ang 881vices
associater wiy, Your requegy, For mora in N, see 45 CFR on written o rbal raquest of
A patient, o releage of records form iy be provided 0 the patient for his or her slgnature; th form should be
pr 0 ent as expe Itiousty ble; aftar y Ceipt of the, executed racor lease, Copy of the
féquested patient records s tp provi days of recelpt of e executed release ang | no case, |ater
an 30 days s, receipt of the release,

*  Ifyou are dissatisfiad wit the manner which or the locatign where yoy are recelving Communleationg from ugs
that are related to yoy henith lnformaﬂon. You may request that vy Provide yoy with #uch Infermation by
Giternatiye means or gt alternatlye locationg, Such requegt Must be made jr, writing and Submitteq to the health
care faci|y ate Officer, Wa will attempt to accommadate gj feasongble reguests, For mare Information
about this right, see 24 CFR, 164,522 (b).

®*  You may request that wp Provide yoy with a Written accounﬂng of aj) disclosurag Mmade by ;s during the time for
which : r Writing, ounting will not apply to the following;
disclosyres made for reasong of lrearmenes, Payment or health care Cperations, disclosyrag Mmada to yoy or
care: i Hinstitutione or law
L natf rity PUmoses, Yo, will not be charged for Your firgt
account request, any requests thereafter Wil be charged at q fezsonably fag, Fore morg lnformaﬁun. Ege
524 e I Will be mgge other thap stated in thie document
without yoyr Written authorfzaﬁon, see 164,520 gup (b) sub {1 (&)

*  Ifyouy fasy that heaith Information we have aboyt You Is Incorregy or lncomp!elo. YOU May agk yg 1o amend the
Information, You haye the right to request an gme dment for ag 1, 9 85 Wi keep the Informatigp, Such requesty
Must be mage In writing ang must provide 5 reasoh fo SUDPOTt the aMmendment, Fo, Miore hYunnmn. Bee 45
CF.R 164.525

Ityou befiove that your Privacy rights have been Violated, You may fils 5 eomp!a!ntmth hesith care faility, These ¢ laints
st be fileq 9 on Provided by the p, care facility be obtaineq) g th mﬁw o n:‘p
etumed to the Privacy ops Y 2lso filp 5 complaint tary edera) 0, ent of Hea|th and Humap

. There will be N0 retaliation for filing n tomplaint. There will by 8rges in this notice
Provided to yoy setting forth any ch

HIPPA Compllange Officar: Richarg D. Serlanni, ppy
9544912021 Physjea Therapy Group of Floridm, Lo

. Signature Date



