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Date
 
/
/
Name:__________________________
DOB:       /      /
Gender:     male  
female
Address:_______________________  City/State:_______________ Zip code:_______  SS#:___________________

Phone #’s: home:____________  cell:____________  work:____________ Employer:________________________
Spouse/Parent’s name/Emergency Contact:_____________________________ Phone #:_____________________

How did you hear about us?  physician    yellow pages    internet    insurance co.    friend     other:


Referring physician:________________________    Primary physician:____________________________

Date of injury:     /     /

                           Date of 1st doctor visit for injury:     /     /

Is this injury due to automobile accident?   YES    NO         Were you hurt at work?    YES     NO
Is there an attorney involved with your injury?   YES   NO  If yes, name and ph #:__________________________

Primary insurance:__________________            Subscriber Name & DOB:________________________________                              
Secondary insurance:_________________          Subscriber Name & DOB:________________________________
List prescription/non-prescription drugs:



List surgeries:

Anti-inflamatories:__________________________________________
_________________________________________________

Muscle Relaxers:____________________________________________
_________________________________________________

Pain Medication:____________________________________________
_________________________________________________
Review of Systems:  Do have or ever had problems in the following areas?
Fever, weight gain/loss?
Yes
no

Respiratory conditions?
Yes
no

Headaches, migraines?
Yes
no

Seizures?


Yes
no

Diabetes?


Yes
no

High blood pressure?

Yes 
no
Kidney problems?

Yes
no

Anemia?


Yes
no



Bleeding condition?

Yes
no

Rheumatoid arthritis?

Yes
no

Fibromyalgia?


Yes
no

Allergies? (please list)

Yes
no

Do you have ANY implants(pacemaker, defibrillator, total joints, ect.) and/or  PRECAUTIONS/CONTRAININDICATIONS prescribed by your physician or you would like us to know.

Designated Individuals Authorization Form

I hereby authorize one or all of the designated parties below to request and receive the release of any protected health information regarding my treatment, payment, or administrative operations related to treatment and payment. I understand that the identity of designated parties must be verified before the release of any information.
Authroized designees:

Name:____________________________________________ Relation:







Name:____________________________________________ Relation:







Name:____________________________________________ Relation:







Patient Name:






Patient Signature:
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Holly Springs Physical Therapy, LLC Payment Policy

Patient Name:















Date:







Part of our mission at Holly Springs Physical Therapy is to provide comprehensive, cost effective physical therapy to all our patients.  As a courtesy to our patients, we participate in many health insurance plans, Medicare and workers’ compensation. Please take a few moments to review the following policies. We accept credit, debit, cash and checks.

SELF PAY: If you are a self pay patient with no insurance coverage, you are expected to pay in full each visit. 

INSURANCE:   Please provide us with your insurance card for verification.  Our office will file your insurance, provided you supply the proper information. Insurance reimbursement is a contract between you and your insurance company.  You are responsible for timely payment of your account. Co-payments are to be paid at the time of service.  If your insurance company has not paid in full in 45 days, the full balance will be your responsibility to pay within 30 days.

MEDICARE:  We are a Medicare provider; you are responsible for your co-payment and any non-covered services or supplies at the time of service. If you have a Medicare supplemental insurance no payment is due at the time of service. 

WORKERS COMPENSATION:  All workers compensation claims must be verified in writing by the employer. If you have been to see another physician for the same complaint, an authorization for a change in physician must be verified on our form, or your companies form.  Verbal or telephone verifications are not acceptable. 

LITIGATION ACCOUNTS WITH ATTORNEY:  If you have health insurance, we expect you to file a claim for all professional services you receive.  If you were in an automobile accident, and have “Medical Pay” automobile insurance, we expect you to file a claim for all professional services rendered. Holly Springs Physical Therapy WILL NOT HOLD CLAIM LITIGATION ACCOUNTS FOR SETTLEMENT.  You must make arrangements with the office manager for payments of these accounts or come to a written agreement about holding claim accounts with us.

I have read this document and understand it. I acknowledge that I have received the Notice of Privacy Practices and Patient Information Acknowledge Form from Holly Springs Physical Therapy , LLC and also consent to the use and disclosure of my health information for purposes of treatment, payment, and healthcare operations. 

Patient responsible for account:___________________________________ 
Date:____________ion drugs?       _________________________________________________________________

































