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New Patient Registration
	PATIENT LAST NAME	M.I.	FIRST NAME
	 MALE
 FEMALE

	MARITAL STATUS
 SINGLE  MARRIED  OTHER
	DATE OF BIRTH
	CELL PHONE #

	MAILING ADDRESS
	
	

	EMAIL ADDRESS
	
	

	EMERGENCY CONTACT NAME
	PHONE NUMBER
	RELATIONSHIP

	EMPLOYMENT STATUS
	HAVE YOU HAD ANY PHYSICAL THERAPY IN THE PAST

	 FULL TIME	 PART TIME	 FULL TIME STUDENT
	12 MONTHS?	 YES	 NO

	 UNEMPLOYED	 RETIRED	 OTHER
	IF SO, WHERE?  	                 


NAME OF PRIMARY CARE DOCTOR	PHONE NUMBER

HOW DID YOU HEAR ABOUT US?   BROCHURE    FLYER    STREET SIGN/DRIVE BY    GOOGLE
  INSURANCE CO    GYM MEMBER    ATTORNEY   RETURNING PATIENT    FRIEND

I hereby give permission for National Physical Therapy to (check all that apply): 
· Send text messages
· Email
· Call/leave a voicemail

I give permission for National Physical Therapy to discuss my health care and billing information with the following person:

Name:						     Relationship:  	                                                       

AUTHORIZATION TO PAY PROVIDER AND ASSIGNMENT OF BENEFITS
I hereby authorize and direct my insurance carrier to issue the expense benefits allowed and payable to me under the terms of  the insurance policy as payment for services rendered to me by National Physical Therapy. I also hereby authorize and direct National Physical Therapy to release any and all information from my medical records, related to my condition in order to process              claims. I verify that all the information provided is true and correct and I agree to promptly notify this clinic of any change to this information until my account is paid in full. I understand that my insurance will be billed as a courtesy and that I remain fully financially responsible for all charges that I incur.
INFORMED CONSENT FOR PHYSICAL THERAPY
I acknowledge that my treatment program with National Physical Therapy will be explained to me and all of my questions will be                 answered to my full satisfaction. I understand that the risks associated with a program of Physical Therapy will be outlined to me, and I wish to proceed.
DISCHARGE/DISCONTINUATION POLICY
Please be aware that more than 2 consecutive no shows will result in discontinuation of therapy services. In order to resume therapy services after discontinuation, a new evaluation/re-evaluation will be required.
By signing below, I acknowledge all of National Physical Therapys’ presented policies, consents, authorizations and patient rights/responsibilities.


Signature of Patient (or Guardian):	Date:  	
*** Please provide a copy of a photo ID and your health insurance card(s) ***                                                  
Medical History	Name:	D.O.B.
Existing or Relevant Previous Conditions – Check all that apply
	Allergies
	⃝ Yes ⃝ No
	Dizzy Spells
	⃝ Yes ⃝ No
	MRSA
	⃝ Yes ⃝ No

	Anemia
	⃝ Yes ⃝ No
	Emphysema/Bronchitis
	⃝ Yes ⃝ No
	Multiple Sclerosis
	⃝ Yes ⃝ No

	Anxiety
	⃝ Yes ⃝ No
	Fibromyalgia
	⃝ Yes ⃝ No
	Muscular Disease
	⃝ Yes ⃝ No

	Arthritis
	⃝ Yes ⃝ No
	Fractures
	⃝ Yes ⃝ No
	Osteoporosis
	⃝ Yes ⃝ No

	Asthma
	⃝ Yes ⃝ No
	Gallbladder Problems
	⃝ Yes ⃝ No
	Parkinsons
	⃝ Yes ⃝ No

	Autoimmune Disorder
	⃝ Yes ⃝ No
	Headaches
	⃝ Yes ⃝ No
	Rheumatoid Arthritis
	⃝ Yes ⃝ No

	Cancer
	⃝ Yes ⃝ No
	Hearing Impairment
	⃝ Yes ⃝ No
	Seizures
	⃝ Yes ⃝ No

	Cardiac Conditions
	⃝ Yes ⃝ No
	Hepatitis
	⃝ Yes ⃝ No
	Smoking
	⃝ Yes ⃝ No

	Cardiac Pacemaker
	⃝ Yes ⃝ No
	High Cholesterol
	⃝ Yes ⃝ No
	Speech Problems
	⃝ Yes ⃝ No

	Chemical Dependency
	⃝ Yes ⃝ No
	High/Low blood pressure
	⃝ Yes ⃝ No
	Strokes
	⃝ Yes ⃝ No

	Circulation Problems
	⃝ Yes ⃝ No
	HIV/AIDS
	⃝ Yes ⃝ No
	Thyroid Disease
	⃝ Yes ⃝ No

	Currently Pregnant
	⃝ Yes ⃝ No
	Incontinence
	⃝ Yes ⃝ No
	Tuberculosis
	⃝ Yes ⃝ No

	Depression
	⃝ Yes ⃝ No
	Kidney Problems
	⃝ Yes ⃝ No
	Vision Problems
	⃝ Yes ⃝ No

	Diabetes
	⃝ Yes ⃝ No
	Metal Implants
	⃝ Yes ⃝ No
	
	



Describe any other conditions
If "Yes" to Any of the above, please explain and give approximate dates/Describe any other Conditions
[image: ]
Fall History
[image: ]

Injury as a result of a fall in the past year? ⃝ Yes ⃝                                                       No 
Two or more falls in the last year?    ⃝ Yes   ⃝ No	If yes, when?                                                 
Patient at risk for falls?  ⃝ Yes   ⃝ No
Hand Dominance ⃝ Right ⃝Left
Surgical History
[image: ]
Body Region:	Surgery Type:	Date:	,	,  	

Body Region:	Surgery Type:	Date:	,	,  	

Body Region:	Surgery Type:	Date:	,	,  	

Body Region:	Surgery Type:	Date:	,	,  	

Current Medications
[image: ]
Drug:	Dosage:	Frequency:	Route:	Reason Taking:  	

Drug:	Dosage:	Frequency:	Route:	Reason Taking:  	

Drug:	Dosage:	Frequency:	Route:	Reason Taking:  	

Drug:	Dosage:	Frequency:	Route:	Reason Taking:  	
[image: ]
· Currently not taking any medications

CURRENT COMPLAINT/ PAIN QUESTIONNAIRE:
Describe the problem for which you seek physical therapy: 	

Have you ever had this problem before:	Yes	No

What did you do for the problem: 	

Did it get better: Yes	No

Where is your pain / problem the worst ?


Injury /problem occurred on :	Surgery on :	Hospitalized :   	


How did your injury /problem happen (brief description):



Because of this injury /problem, I am having difficulty with the following : (check all that apply)

 Lost sleep	 Self care ( grooming, toileting, bathing, dressing)	 Walking	 Sitting	 Standing

 Activities of Daily Living( cooking, cleaning, household chores)    Reaching  Lifting    Carrying  Pushing
 Pulling
 Bending/Squatting  Community Access ( ramps, elevator, uneven terrain) What do you do for Work:  	
Status :	Full Time	Part time	Unemployed	Disabled	Retired	Student

Job Duties / Description:   	

Are you currently missing work or have missed work because of injury/problem? 
Dates missed


Pain is the greatest with what activities?


It feels better when I, ( least symptoms): 	

Please mark the faces that best represent the intensity range of your pain. Mark the lowest of the range AND the
highest  of the range
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What are your goals for Physical Therapy: 	
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 	FINANCIAL POLICY	
Thank you for choosing National Physical Therapy!

We are committed to your entire experience here being successful! You have a financial responsibility that obligates you to ensure full payment of your bill. All patients must complete and sign the entire patient registration packet before they see the physical therapist. National Physical Therapy has designed this financial policy to prevent any surprises at the end of the patient’s care. Please read it, ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon request.

Doctor Referrals: You are responsible for obtaining the appropriate referral from your physician prior to your appointment. It is your responsibility to  make sure we have a valid and current copy of your referral in the office at the time of your appointment.

Prescriptions: Some Insurance companies require a valid prescription from a physician, podiatrist, physician assistant, and/or nurse practitioner for reimbursement. It is the patient’s responsibility to ensure that the prescription is up to date. Prescriptions are valid for 30 days from that date they are                                                   written.

Medicare: Medicare beneficiaries are currently allowed around $1900 of combined PT and SLP services per calendar year from January to December.
Physical Therapy services must be medically necessary and/or require the skills of a Physical Therapist. Medicare has placed a monetary cap on rehabilitation services for physical therapy beyond this allowance. If your Provider believes services are warranted beyond this monetary allowance, some diagnoses may qualify you as an exception from this cap and your therapist will let you know if your particular diagnosis is included. If your condition does not meet the criteria, you may be responsible for any therapy services provided beyond the Medicare limitation. We will do our best to notify you when you are approaching your cap. It is also your responsibility to notify us if you have received any physical therapy services in the past year.

Insurance: Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. We will bill your insurance plan for you, as long as you provide us with the correct and current information. Your contract dictates the services that are covered and the amount of payment for those services. You are ultimately responsible for payment of services provided. As a courtesy we will verify your insurance eligibility and               benefits for physical therapy. However, we strongly advise you to contact your insurance company directly to obtain this information since it is ultimately the patient’s responsibility to know and understand their insurance benefits.

Secondary Insurance: As a courtesy, we will bill your secondary insurance, but we require all the plan details at the time of service.

Co-Pays/Co-Insurance/Deductibles: It is our policy to collect co-pays at the time of service. Co-insurances will be collected after your claim has been processed by your insurance company and you will be billed for these amounts. The same applies to any deductible you may have. If you have a deductible we require a major credit card imprint and a signature acknowledging our Insurance Deductible Payment Terms. We accept cash, check & all               major credit cards (Visa, MasterCard, American Express, and Discover)

Insurance Coverage Changes: If your insurance changes, please notify us before your next visit so we can make the appropriate changes to help you receive your maximum visits and obtain referrals/authorizations for the visits. It is your responsibility to notify us of ANY insurance changes as they occur (IN WRITING), otherwise you may be billed at a private rate per treatment visit. See below.

Worker’s Compensation Claims / Self-Insured Claims: We require prior authorization for all Workers Compensation claims. You are ultimately responsible for payment of services rendered if your claim is denied. It is your responsibility to provide us with all the information necessary to pursue your claims.

Payment Issues: If financial problems arise, please contact our billing department as soon as possible. If an account becomes past due, necessary action will be taken, up to and including turning the account over to our attorney or collections service. The undersigned understands that he/she, or his/her agent, is responsible for charges incurred.

Uninsured Patients / Private Pay Option: Evaluation Fee: $125 per visit, Treatment Fee: $75 per visit. These rates are due in FULL prior to the patient’s visit before being seen.

HIPAA: National Physical Therapy is committed to protecting your privacy. There is a HIPAA information packet available to you upon request. 

I have read, understand, and agree to comply in full with the payment policy.



Signature of Patient or Responsible Party	Date
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AUTHORIZATION TO RELEASE HEALTH INFORMATION



        Date:  	




1. I hereby authorize (records holder/facility name ie. Boston Hospital/Shields MRI)

to disclose the following health information from the medical records of the patient listed below.

2. Patient Name:	DOB:  	

3. Information to be disclosed to: National Physical Therapy

4. Disclose the following information for treatment dates:	to  	
· Complete Medical Records	□	Physical Therapy
· Radiology Reports	□	Surgical Records

5. The above information is disclosed for the following purposes:	□ Medical Care

6. I understand I may revoke this authorization at any time by requesting such of the above referenced hospital/physician practice in writing, unless action has already been taken in reliance upon it, or during a contestability period under applicable  law.

7. This authorization expires in one year from the date of this authorization.

8. A photocopy of this authorization shall serve as an original, permission having been given to National Physical Therapy to do so.



 			 		 
Signature of Patient or Responsible Party		Date
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 	MEDICARE	

2022 MEDICARE REQUIREMENTS FOR OUTPATIENT PHYSICAL THERAPY

Beginning January 1, 2022, outpatient Physical Therapy and Speech Language Pathology have combined maximum allowable of $2150 per year. This means that approximately 20 visits per calendar year will be covered by Medicare. This allowable may be extended if the injury or illness  falls under the cap exception set up by Medicare.

If you exceed your Medicare allowable, you will be asked to sign an Advanced Beneficiary Notice (ABN) form. This form will explain your options for continuing your treatment.

Please initial that you have read and understand the Medicare limitations for 2022.  	


HOME HEALTH QUESTIONNAIRE

Medicare will not provide coverage for outpatient therapy services if you are currently receiving home healthcare services for any reason. If you are receiving home health services at this time, you  must report it to us. If you have received home healthcare in the last 6 months, we respectfully request a copy of the discharge paperwork for our files.

Please initial the statement which best describes your current situation regarding home healthcare:

 	 I am currently receiving home healthcare.
 	 I have not received any home healthcare in the last 6 months.
 	 I have been discharged from home healthcare in the past 6 months and will provide a copy of my discharge paperwork. I understand that Medicare must                     have this discharge date on file, in order for me to receive any outpatient Physical Therapy services from National Physical Therapy.

Home Healthcare Agency:  	 
Phone Number of Healthcare Agency:  		





Signature of Patient or Responsible Party	Date






HEALTH INSURANCE AFFIDAVIT

In order for this office to process your claim efficiently, it is necessary to obtain the following information regarding other health benefits available to you.
Any medical expenses in excess of $ 2,000.00 will not be paid under your Auto policy if those expenses will be compensated, paid or indemnified by an outside insurance carrier.
Bills submitted to your Auto Insurance carrier over the $ 2,000.00 limit must be accompanied by an Explanation of Benefits from your health carrier or a copy of this Affidavit.

SECTION ONE: (Complete this section if you have Health Ins.)

Health Insurance Company:  	

Policy Number:  	

Signature:	Date:  	

SECTION TWO: I hereby certify that I DO NOT have any accident and / or health benefits available to me through my own policy or that of a household member.

Signature:	Date:  	






Direction To Pay


I,	, hereby authorize my attorney,		, to pay the proceeds of any settlement I receive, the amount owed to National Physical Therapy Inc. for services rendered on my behalf. I understand that if National Physical Therapy Inc. has an outstanding balance owed and this is not done, I remain personally responsible for any amount due concerning my account.



Patient’s Signature:		Date:  	









NOTICE OF IRREVOCABLE LIEN AND ASSIGNMENT OF BENEFITS  AUTHORIZATION FOR RELEASE OF TREATMENT RECORDS
PROVIDER’S LEGAL & EQUITABLE LIEN-ATTORNEY’S ACCEPTANCE

Name of Practice & Provider: National Physical Therapy	

Patient Name & Address:  	

Name of Patient (PIP):	Name of Ins. Co. (PIP):  	

Date of Injury/Illness:  	

Name of Other Party (BI):	_Other Party’s Ins. Co.: 	

Name of Law Office & Attorney:  	



In consideration of the agreement of the Provider named above to provide me with injury treatment services, I hereby to the extent of my treatment bills irrevocably assign to my Provider all my rights, title and interest to, and under all applicable insurance policies, insurance coverage and indemnification reimbursement benefits for all applicable insurance policies/ companies including but not limited to: automobile PIP (Personal Injury Protection) coverage; Medical Payment Coverage and health care coverage to which I may be entitled to pay my Provider for services rendered to treat me on and after the above date in connection with my injury or illness.

I further grant to my Provider an irrevocable Equitable Lien and an Official Legal Lien as set forth in Ch 111§70A through Ch 111§70D Mass. General Laws to and in any insurance benefits that may be due me and I furthermore authorize my Provider to provide my Attorney and any applicable insurance companies involved with a full report concerning my condition and treatment, including but not limited to office notes, dates of visits and charges incurred.

I herby authorize and direct any and all applicable insurance companies to make all information to which I may be legally entitled and to make immediate payment directly to my said Provider for all benefits and sums due me that may be due him or her upon receipt by you of my Provider’s itemized statement for treatment services rendered to me.

It is further agreed that payment by any insurance company involved as herein directed to my Provider of any itemized statement shall be considered the same as if paid by the insurer directly to me.

I am aware that I remain personally responsible to my Provider for the full amount of any unpaid treatment bills and further direct any Attorney representing me to withhold from proceeds upon any final settlement or final disposition of my case an amount equal to that to pay any outstanding unpaid balance of my bills. This includes any balance due as a result of an Independent Medical Exam (IME) that discontinued my personal injury protection benefits and/or my medical payments benefits.

Patient’s Signature:		Date:  	

AGREEMENT OF ATTORNEY: I hereby agree to honor the above irrevocable Lien and Assignment and pay the Provider all sums received by me from insurers attributable to the Provider’s bills and also agree to pay the Provider any lawful balance due from the proceeds of any settlement recovery.


[image: ] (
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HOLBROOK

 
BROCKTON

 
STOUGHTON
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
 
FALL
 
RIVER
)

Attorney’s Signature:  	

Date:  	

A photocopy of this form can be accepted with the same authority as the original
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    New   Patient   Registration  

PATIENT   LAST   NAME   M.I.   FIRST   NAME     MALE      FEMALE  

MARITAL   STATUS      SINGLE      MARRIED      OTHER  DATE   OF   BIRTH  CELL PHONE #  

MAILING   ADDRESS    

EMAIL ADDRESS    

EMERGENCY   CONTACT   NAME  PHONE   NUMBER  RELATIONSHIP  

EMPLOYMENT   STATUS  HAVE   YOU   HAD ANY   PHYSICAL THERAPY   IN   THE   PAST  

   FULL   TIME      PART   TIME      FULL   TIME   STUDENT  12   MONTHS?      YES      NO  

   UNEMPLOYED      RETIRED      OTHER  IF   SO, WHERE?                          

NAME   OF   PRIMARY   CARE   DOCTOR   PHONE   NUMBER     HOW DID YOU HEAR ABOUT US?       BROCHURE        FLYER        STREET SIGN/DRIVE BY        GOOGLE        INSURANCE CO        GYM MEMBER        ATTORNEY       RETURNING PATIENT        FRIEND     I hereby give permission for National Physical Therapy to (check all that apply):    ?   Send text messages   ?   Email   ?   Call/leave a voicemail     I give permission for National Physical Therapy to discuss my health care and billing information with the following person:     Name:                   Relationship:                                                                   AUTHORIZATION   TO   PAY   PROVIDER   AND   ASSIGNMENT   OF   BENEFITS   I hereby authorize and direct my insurance carrier to issue the expense benefits allowed and payable to me under the terms  of    the insurance policy as payment for services rendered to me by National Physical Therapy. I also hereby authorize and direct   Nati onal Physical Therapy to release any and all information from my medical records, related to my condition in order to  process                claims. I verify that all the information provided is true and correct and I agree to promptly notify this clinic of  any  change to this   information   until   my   account   is   paid   in   full.   I   understand   that   my   insurance   will be   billed   as   a courtesy   and that   I   remain   fully financially   responsible   for   all   charges   that   I   incur.   INFORMED   CONSENT   FOR   PHYSICAL   THERAPY   I acknowledge  that my treatment program with National Physical Therapy will be explained to me and all of my questions will  be                   answered   to   my   full   satisfaction.   I   understand   that   the   risks   associated   with   a program   of   Physical   Therapy   will   be   outlined to   me,   and   I wish   to   proceed.   DISCHARGE/DISCONTINUATION   POLICY   Please   be   aware   that   more   than   2   consecutive   no   shows   will   result   in   discontinuation   of   therapy   services.   In   order   to   resume therapy   services   after   discontinuation,   a   new   evaluation/re - evaluation   will   be required.   By signing below, I acknowledge all of National Physical Therapys’ presented policies, consents, authorizations and  patient rights/responsibilities.       Signature   of   Patient   (or   Guardian):   Date:         ***   Please   provide   a copy   o f   a photo   ID   and your   health   insurance   card(s)   ***                                                   

