FINANCIAL ARRANGEMENTS AND HEALTH INSURANCE

PANTHER PHYSICAL THERAPY, P.C.

We will gladly discuss your proposed treatment plan and process your health insurance claim for you.  You must realize, however, that:

1. Your health insurance is a contract between you and/or your employer and the insurance company.  We are not a party to that contract.

2. Our fees are generally considered to fall within the acceptable range by most insurance companies and, therefore, are usually covered up to the maximum allowance determined by each insurance company.  Our fees are considered usual, customary and reasonable by most insurance companies.

Note: This statement does not apply to insurance companies that reimburse based on an arbitrary “schedule” of fees, which bears no relationship to the current standards and costs of care in this area.

3.   Not all services are a covered benefit in all health insurance contracts.  Some insurance companies identify certain services they will not cover.

4.   Most health insurance policies have deductibles and/or co-payment arrangements, which generally means that you, the patient, will have some payment responsibility.

We must emphasize that, as physical therapy providers, our relationship is with you, not your insurance company.  We will attempt to verify your health insurance coverage and to notify you of any deductibles, co-payments or limitations.  This information is preliminary and subject to change based on actual claims processing.  We encourage you to contact your health insurance company if you have any questions or concerns about your coverage.  While the filing of health insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered.  We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.

If you have any questions regarding the above or any uncertainty regarding insurance coverage, please do not hesitate to ask.  We are here to help you.

Patient Acknowledgement: I have read and acknowledge the receipt of the above information.

Signed:  






Date:  



Revised May 2008

BILLING AND PAYMENT PROCEDURES

The undersigned consents to and authorizes physical therapy treatments for the patient named below, and in consideration for such treatments agrees to pay Panther Physical Therapy, P.C. for the physical therapy services and supplies provided.

Panther Physical Therapy, P.C. will render regular statements to the undersigned or to such party as may be designated (e.g., your workers comp, auto, or health insurance company) showing the amount due as of the date of the statements.  The amount shown in each statement shall be presumed to be correct unless an objection is made in writing within ten (10) days of the billing date.  Payment of each statement shall be due upon receipt of the statement date unless other arrangements are made in advance.  Any amounts remaining unpaid more than thirty (30) days past its due date become subject to a finance charge in an amount equal to 2% of the overdue amount per month.  Any accounts that have unpaid amounts after ninety (90) days will be sent to a collection agency and, as set forth below, an additional fee will be payable.
In the event it becomes necessary for Panther Physical Therapy, P.C. to utilize the services of collection professionals to collect any unpaid amounts owed to Panther Physical Therapy, P.C., the undersigned agrees to pay all costs of collection including without limitation fees of collection agencies, attorneys' fees, court costs and any other costs of collecting amounts owed.  This agreement shall be binding on the heirs and assigns of the undersigned.  A copy of this or any authorization herein shall be as valid as an original.
ASSIGNMENT OF BENEFITS AND INSURANCE PROCEEDS

I authorize payment of medical benefits to Panther Physical Therapy, P.C. for services rendered (if applicable).  Panther Physical Therapy, P.C. will make reasonable efforts to collect health insurance proceeds if applicable by completing insurance forms when requested.  Completion of such forms and/or the acceptance of assignment of insurance benefits do not relieve the undersigned of the obligation to pay the full amount owed for physical therapy.  If payment is not made within ninety (90) days of the day of billing date by the insurance company, or if partial payment is made, the undersigned agrees to make an immediate payment for the outstanding balance.

RELEASE OF INFORMATION

I authorize Panther Physical Therapy, P.C. to disclose complete information to my insurance company or any individual having just cause to request such information concerning my program of physical therapy.  I release Panther Physical Therapy, P.C. from all legal responsibility and/or liability that may arise from this authorization.

By signing below, you acknowledge and agree to all of the foregoing billing and payment procedures, assignments of benefits and insurance proceeds and release of information.

Patient Name:  





Signed:  






Witness:  






Revised May 2008

MEDICAL HISTORY QUESTIONNAIRE
NAME
 ____________________________________________________  AGE:  ___________ DATE: _______________________

WEIGHT: ______________   HEIGHT: ______________   MARITAL STATUS: ______________   GENDER: ________________
WHY ARE YOU HERE TODAY? _______________________________________________________________________________

HOW AND WHEN DID SYMPTOMS/PAIN BEGIN? _______________________________________________________________

____________________________________________________________________________________________________________

OTHER TREATMENT (PT, CHIROPRACTIC, ETC): _______________________________________________________________

DATE OF LAST PHYSICAL: ________________  TESTS(XRAY, MRI, BONE SCAN, ETC): _____________________________

ALLERGIES:
_____________________________________________________________________________________________


ARE YOU ALLERGIC TO LATEX (CIRCLE ONE):

YES / NO

SURGERIES (in the last 5 yrs): __________________________________________________________________________________

____________________________________________________________________________________________________________
Have you or any immediate family member been told you have?  Please circle YES or NO.


SELF   
FAMILY


SELF
FAMILY


Cancer
YES / NO      YES / NO



Diabetes
YES / NO 
 YES / NO



High Blood Pressure
YES / NO      YES / NO


Heart Disease

YES / NO 
 YES / NO



Angina/Chest Pain
YES / NO      YES / NO


Stroke
YES / NO 
 YES / NO



Osteoporosis
YES / NO      YES / NO


Tuberculosis

YES / NO 
 YES / NO



Arthritis
YES / NO      YES / NO


Thyroid condition
YES / NO 
 YES / NO


Do you have a history of:


Allergies/Asthma
YES / NO
Headaches
YES / NO
Bronchitis
 YES / NO

Kidney Disease
YES / NO

Rheumatic fever
YES / NO
Ulcers

 YES / NO



Seizures
YES / NO

Hepatitis
YES / NO






In the past 3 months have you had or do you experience:







A change in your health
YES / NO

Nausea


YES / NO

Fever/chills/sweats
YES / NO

Unexplained weight change
YES / NO

Numbness/tingling
YES / NO

Changes in appetite

YES / NO

Difficulty swallowing
YES / NO

Changes in bowel

YES / NO

Shortness of breath
YES / NO

Changes in bladder function
YES / NO

Dizziness
YES / NO

Upper respiratory infection
YES / NO

Urinary tract infection
YES / NO


Are you currently:



How are you sleeping at night? (circle one)

Pregnant
YES / NO


Fine
Moderate difficulty
Only with medication

Depressed
YES / NO

Do you or have you smoked tobacco? YES / NO

Under stress
YES / NO


If yes: 

# packs/day
________

Have a pacemaker
YES / NO





# years

________  Last use: ________

I currently have difficulty with: (check all that apply)

 FORMCHECKBOX 
Driving
 FORMCHECKBOX 
Getting up from a chair
 FORMCHECKBOX 
Walking
 FORMCHECKBOX 
Bending at the waist

In case of emergency, please contact:







 @




OR       _________________________________________________​____@ ________________________




HOW DID YOU HEAR ABOUT PANTHER PHYSICAL THERAPY?

Patient Name











· I am a returning patient

· Doctor

· Employer

· Former Patient (Name)








· Mailing

· Health Club

· Insurance Company/Case Manager (Name)





· Magazine

· Television

· Newspaper

· Radio

· School

· Sign on Building

· Yellow Pages

· Panther’s Website

· Other











