RESILIENCE

A PHYSICAL THERAPY AND PILATES STUDIO

IF YOU WILL BE USING INSURANCE BENEFITS, PLEASE CALL YOUR INSURANCE COMPANY AND
COMPLETE THIS FORM BY ASKING THE FOLLOWING QUESTIONS.
- PATIENTS ARE RESPONSIBLE FOR KNOWING THEIR BENEFIT INFORMATION -

PATIENT’S FULL NAME:

INSURANCE COMPANY: GROUP #:

PoLicY ID # (WITH ANY LETTER PREFIX):

PRIMARY INSURED (IF DIFFERENT THAN SELF):

PRIMARY INSURED DATE OF BIRTH: RELATIONSHIP TO PATIENT:

DATE OF CALL: TIME: SPOKE TO:

YOUR PROVIDER IS: JOY BEATTY, NPI # 1437539335 PHONE # 206-280-9897
1. IS THE PHYSICAL THERAPY PROVIDER COVERED ON MY PLAN? Y /N

2.Is A REFERRAL REQUIRED? Y /N

3. s PRE-AUTHORIZATION REQUIRED? Y /N

4.1S THERE A CO-PAYMENT THAT | (THE PATIENT) AM RESPONSIBLE FOR PER
TREATMENT? Y/N IFYES, HOWMUCHISIT? $

5. 1S THERE A CO-INSURANCE THAT | (THE PATIENT) AM RESPONSIBLE FOR? Y /N
IF YES, WHAT PERCENTAGE OF THE VISIT IS COVERED:
BY INSURANCE? %
BY PATIENT? %

6. |s THERE A DEDUCTIBLE? Y /N
IF YES, HOW MUCH IS THE DEDUCTIBLE? $
How MuUcCH HAS BEEN MET? $

7.1S THERE A MAXIMUM YEARLY BENEFIT FOR PHYSICAL THERAPY? Y /N



RESILIENCE

A PHYSICAL THERAPY AND PILATES STUDIO

PERSONAL INFORMATION

X-RAVS TOCATION DATE ~PHONE

O 31D O A ARO
|___Doctor ____Family ___ Friend ____Street Signs Waebsite Other:




PHYSICAL THERAPY BILLING POLICIES

in arder 1o maximize our ubility ty see und help ltienl all uf our patients, we have set the following policies.
Thank you very much for your compliunce and understonding.

LATE CANCELLATION POLICY

We have a 24 hour cancellation policy. If you caiicel within 24 hours before an appumlmcm or if you do not show at all, you
will be billed 360, payable before your next appointment can take place. [f you are late for an appointment, you will be
charged $20 per 13 minutes, up to 30 minutes. If you are later than 30 minutes for an appointment, the appointment will need
to be rescheduled and a $60 charge will be applied. Please note that insurance will not pay for late fees. If you no showrlate
cancel two limes in a row, we will no longer schedule'you.

CASH PAYMENT OR NO INSURANCE PATIENTS

i‘or patents without insurance, or patients wishing to pay in full attime of service. We offer this service ata discounted rate
The New Patient Evaluanon 1s $120 and all following treatments at $90.00 a visit. We can also set up a payment plan il
required.

INSURANCE

An wsurance policy is a contract between you and your insurance company. Payment for Physical Therapy is your
responsibeity. We do aot accept responsibility for collecting an insurance claim or negotiating a disputed claim with your
sompuny. However, as a cowrtesy to you, we will assist you us follows:

ALL INSURANCE CLAIMS

We require your insurance information prior to your (irst visit to verity your outpatient Physical Therapy benc‘ﬁts
Verification of benefits is NOT a guarantee of payment by your insurance company. We strongly encourage you to call
your insurance carrier directly so that you may better understand your responsibility, if any, for treatment costs.

Upan receipt of your insurance information, our billing service will submit your claim to your primary and secondary
msurance carriers. Payments will be made dircetly 1o us. Your portion of the bill consists of (deductibles. co-payments,
co-wsurance, fate cancel ar no-show fees and any charges applied that are not met by your insurers) Payment s du
within 10 days after receiving your statement. [f you have questions-please call us directly on 206-405-3560 fur
clarification,

NDUSTRIAL ACCIDENT (L&1) CLAIMS

We require your ciaim aurnber and employer information. For accepted claims, your bill will be paid in full by L&i or
Seli-tnsured employers. If your claim is denied or rejected, contact our billing service immediately to make other
arrangements, as you will be responsible for your bill, If you miss 2 appointments we are obligated w notify yout cla.ms
manager, and we will 0o longer pldu.. you on our schedule.

MOTOR VEHICLE ACCIDENT CLAIMS ;

Qur service will bill the responsible insurance carvier based on the information you provide to us. Any unpaid balance s
due within 10 days after you receive your statement. 1f the insurance carrier denics or excessively delays payment. you
will be required to pay for treatment at time of service.

METHODS OF PAYMENT
We accept cash, pusonai checks, money ocders, and all major credit cards. 1F you have qucshons about forms of payment,
piease ask our front desk. Checks returned tor lack of funds will incur a $25 fee.

ACCOUNTS OVER 90 DAYS OQI.D :

We will charge a Late Charge Fee of $30 for all accounts that are overdue by more than 90 days. This charge will be applied
each month until the aecount is settled or payment plan agreed. Please call if your circumstunces have changed and you may
aeed W sel up u payment plan 1o seltle your account.



FINANCIAL POLICIES

In order to maximize our ability to see and help heal all of our patients, we have set policies in place regarding fate arrivals
cancels & financial matters, and it is very important that you understand these policies.

RELEASE OF BENEFITS AND INFORMATION / ASSIGNMENT OF INTEREST
| authorizeResilience Physical Therapy and Pilatesor my insurance company to release any information required for this claim. |
consent to receive treatment as prescribed by my doctor. A copy of this authorization shall be as valid as the original.

SIGNED: DATED:

CANCELLATION / NO SHOW POLICY

Ihave read the Cancellation Policy and understand that if | do nol appear for an appointment, or if | cance! within 24 hours of an
appointment, | will be charged a $60 late cancellation fee, and | understand that this policy is rarely waived, even for iiness and is strictly
enforced. | also understand that late charges of $20 per 15 minutes will apply, and that my insurance does not cover late charges.
Charges from a Late Aniival or No Show will be paid for on my next visit and before any further treatment can take place.

INSURANCE PAYMENT

A claim will be submitted to my insurance company on my behalf. My portion of the bill is due within 30 days of invoice. In the event my
insurance company denies payment, | am fully and directly responsible for payment of my treatment.

All COPAYS and CO-INSURANCE are due at the Time of Service. Time of service Co-Insurance payments will be 75% of my Co-
insurance percentage based on the average payment made by my health insurance; | understand that | will be billed for the balance of
my Co-Insurance; or if there is a credit due me, the clinic will refund me promptly. Any care not covered by my insurance will require
payment in full at the time of service.

TERMS OF PAYMENT

| am financially responsible for any balance due, within 30 days of invoice. | have read and understand the Resilience PT and
Pilates Billing Policy. If, for any reason, my insurance company does not promptly remit payment, | understand Resilience PT
and Pilates  will not await payment but will require me to make payments on a current basis. The postponement by Resilience
PT and Pilates of collections process on any unpaid fees shall not be considered a waiver of the right to collect the entire
unpaid balance of fees owing. Retumed check fee of $25 and a monthly late charge fee of $30 appilied after 80 days.

I have read fully and understand the terms and conditions laid out above in the CANCELLATION/NO SHOW POLICY, INSURANCE
PAYMENT and TERMS OF PAYMENT policies.

SIGNED: DATED:

Thank you very much for your compliance and understanding. We truly value your patronage and improving health.



Namg: Date: PT:

PRIVACY PRACTICES -

NOTIFICATION OF PRIVACY PRACTICES: Acknowledgement of Receipt

We keep a record of the Physical Therapy services that we provide you. You have a right to see, copy, and cor_rect that
record. We will not disclose your record to others unless directed to do so by you or an authorized legal authority.
Please contact the Privacy Officer for more information.

The Notice of Privacy Practices, mandated by Federal law details your rights regarding your medical information. it ‘
requires your signature as an acknowledgment of receipt. Please Pick up our Notice at the front desk when checking in
for vour first appointment.

f'acknowledge that | have been provided with a copy of the Notice of Privacy Practices.

SIGNED; g DATED:

AUTHORIZATION TO LEAVE PERSONAL HEALTH INFORMATION
Please check all that apply:

) Please leave my appointment reminder calls at phone #

_ _ You may leave a detailed message on voicemail at home #

) You may leave a detailed message on voicemail at work #
. You may leave a detailed message on my cell phone #

- Youmay leave a detailed message with my spouse/ significant other/ family member:

Name: Relationship: Phone:
Name: Relationship: Phone: o
Name: Relationship: Phone:

F'undersland that | am responsible for notilying the clinic it any of the the contact numbers change.

SIGNED: DATED:

SIGN-IN DOCUMENTATION

———__ My name can apps=ar on the appointment sign-in sheet.

| prefer not to have my name on the appointment sign-in sheet, and agree to stop at the front desk
each appointment to request a private sign-in sheet.

SIGNED: DATED:




Medical History

Lxisting or Relevant Previous Conditions

\Hergies
Anenua

Aoiety
Arthvitis

I\slhmd ]
Autoimmune D:so:dor
Cancen ok
Cauehac Conditions
Carchac Pacemaﬁ‘w

wncuiation Problems
Currently Pregnant
Depresson

Diabetes

Chemical Dependency .

1 Qves QNo

| Oves Ono ] binzy
QYes ONo

Dizzy Speils

[Oves One

MRSA

1O ves Owe

| DYes Qo

LQYes ONo_ |
1. QQYes O No

QYes ONo

[ Qres Qo 1

Hearing Impairment

| QYes QNo

Seizures

Oves O No

Describe any other conditions

1.OYes () No

(Jves (ONo |

'_ QYps QNo _

Emphysema/Bronchitis QO Yes ONo Multiple Sclerosis ’) Yes QLT
' 4.7:6;;6\;.;'5...*.-. QO Yes O No Muscular Disease O Yes ¢ ? N
Fractures Qves ONo Osteoporosis 1 QvYes Gno
Gallbladder Problems QYes ONo Parkinsons 1 Oves o
Headaches - L QYes O No Rheumatoid Arg_vbr)_t‘_n_sk_“_' _Q_jrgs {}

Cyves

OYN N

QYes (Mo

‘4 "Yes™ 1a Any of the above, please explain and give abproximate dates/Describe any other Conditions

§ e smme v simesss b

Fall History

Iapey as a resuit of a fall in the past year?

Fwo or mare falls i

Surgical History

n the last year?

Aody Repon:
Aedy Regon
Body Rogion
Boay

Regron

Curcent Medications

Bran Dosage:
drag . Dosage:
Drog: ~ Dosage:
Diug . Dosage:

. Surgery lype:
.Surgery fype:
Surgery Type: _

. Surgery lype: _

Date:

. Frequency:
Frequency:
. Frequency:

Frequency:

Currently not taking any medications

SR ° - . - S G Y
SRR ° - T PR S S S
. B et e
_Route: _________ ReasonTaking: _ _
Route: _ — —_.._Reason Taking: _ .
_Route: _____ Reason Taking: _
Route: __________Reason Taking: _,

Hepatitis QYes O No Smoking |
High/L.ow blood pressure QYes QO Na Speech Problems |
High Cholesterol QYes ONo Strokes antne
HIV/AIDS QyYes ONo Thyroid Disease .
Incontinence QyYes ONo Tuberculosis L
| Kidney Problems QYes ONo Vision Problems
| Metal implants QYes ONo ' .



Name: Date:

Date: Onset of symploms:

Date: 1st seen physician:

Y N Have you had a prior Injury to this area? Dates:
Y N Have you had previous therapy treatment for this?

Describe:

PT Initiais:

How did your symptoms begin?

Indicate problem areas on the chart:

For diwom(on, use dark shading For liugﬂhglmhnbnuss. use dd;od'shmlno
e

Use.arrows (0 -shovs.spreading

.

.

N In the evening, do your symptoms change? ___Increase ___Decrease ;
s N Do your symptoms wake you up at night?

N Is it difficult to get to sieep? Y
Describe your symploms in the morning: )

Describe your symploms during the day: i

N Do you have problems dressing, bathing, grooming?
Y N s there anything you used to do thal you are unable to do now?

What makes your condition better?

What makes your condition worse?

What goals do you wish to achieve from physical therapy?
Y N Do you normally exercise regularly? What exercise? '

4

Do you own or have access 1o exercise equipment? What equipment?_
\' N Would you be willing to participate in a home exercise pfog(am?\

AN

Occupation:
Y N Are you warking now? ___Full Time ___ Part Time
What positions are you In while you are working: ' ___Standing

___Walking
Are any ol these positions painful?

___Sitling
_Driving

___Bending ___Lifting
___Other:

Whalt are your hobbies?

Na pain

"1t usad as a graphic rating scake, a 10 ¢m baseline is recommended.
A 10 cm baseling Is recommended lor VAS sealpe

Pain as had as it
could possibly he



