Tolland Physical Therapy

Patient Information / Consent Form / Financial Responsibility Policy

Name: Date of Birth:

Last First

Home Address:

Street City State Zip

Mailing Address (if different from above):

Social Security Number: Home Phone: Cell;

Patient’s Employer (if minor, parent’s name and employer):

Employer’s Address:

Work Phone:

Insurance Company:

Member’s Name: Member’s DOB:

Group Number: ID Number:

Insurance Company Address:

Please give your insurance card to receptionist to copy

[ hereby authorize the above named to be treated and I agree to pay for all fees and charges in full for treatment. [
request that payment of authorized insurance/Medicare benefits be made on my behalf to Tolland Physical Therapy
for any services furnished my dependents or me. I authorize the release of all medical records to the referring
physician and to my insurance company, by mail or fax transmittal. If a Medicare claim, I authorize any holder of
medical information about me to release to Health Care Financing Administration and its agents any information
needed to determine these benefits or the benefits payable for related services.

I'will pay my co-payment at the time of each visit. [ understand that if my insurance company denies payment of my
bill for any reason that I am responsible for payment of the bill.

If I miss an appointment without canceling prior to the scheduled appointment time, I will be charged a $25.00 fee
without exception and I agree to pay these charges.

I understand that returned checks and balances older than 30 days will be subject to additional collection fees and
interest charges of 1 %% per month. If it becomes necessary to refer account to a collection agency or attorney, 1
will be responsible for reasonable cost of collection and attorney’s fees.

[ have read and fully understand the above consent for the release of medical information, insurance authorization
and financial responsibility. I agree to all of the terms outlined above.

Patient Name:

Guardian Name;

Signature: Date:

PLEASE TURN OVER AND COMPLETE SIDE 2



Tolland Physical Therapy
Patient Information / Medical History

Primary Care MD: Referring MD:
Occupation: Working at Present: Yes / No
Marital Status: S M W D Children under age 18 in Household: Yes/No

Problem for which you are now coming in for Physical Therapy:

Have you had Physical Therapy for this problem before?
Yes/No When / Where:

To the best of your knowledge, do you now have or have you ever had any of the following:

Yes No
I Heart condition / attack / Cardiac Pacemaker O 0
2. Cancer’ O O
If yes, when: Which part of body:
3. Diabetes O O
4. Stroke g a
If yes, when:
5 Surgery within the past year O O
If yes, when & what type of surgery:
6 Are you pregnant O O
7. Are you allergic to aspirin, lidocaine, or cortisone? ] O

Please list any other allergies:

8 Other medical conditions:

9 Medications:

[ certify that the above information is true to the best of my knowledge.

Patient / Parent Signature: Date:




Tolland Physical Therapy

Name: Date:

Please briefly tell us why you have come to physical therapy:

[f it is an injury, please tell us:

When it occurred:

Where it occurred:

How it.occurred:

What areas are affected:

How did you first hear of Tolland Physical Therapy?

Have you seen any of our ads and if so, in which publications?



Consent and Acknowledgment Form
[ consent to the use or disclosure of my protected health information by
TOLLAND PHYSICAL THERAPY (“TPT”) to any person or organization for the
purposes of carrying out treatment, obtaining payment, or conducting certain healthcare
operations. I understand that information regarding how TPT will use and disclose my
information can be found in TPT’s Notice of Privacy Practices. I understand that this

consent is effective for as long as TPT maintains my protected health information.

Do you wish to designate a person or persons with whom TPT may discuss your care?

1f so, please list:

By signing below, I understand and acknowledge the following;:

e I have read and understand this consent; and
o [ have aright to a copy of TPT’s Notice of Privacy Practices currently in effect.

Print Name of Individual or Personal Representative

Signature of Individual or Personal Representative Date

If signed by the individual’s representative, describe the legal authority of the

representative to act on the behalf of the individual:

Unable to obtain written consent and acknowledgment because:

Individual refused

Emergency treatment situation

Individual not able to sign due to incompetence or other medical reason
Other:

O O O O




