Longview Physical

& Sports Therapy

Patient Information Form

Patientinformation i e
Last Name First Name Ml
Address
Address2 City State Zip
Home Phone Work Phone Cell Phone
Date of Birth SSN Gender
Emergency Contact o
Last Name Relationship
First Name Phone
Employer
Name
Address
Address2 City State Zip
Problem . i e ek &
Problem Description Date of Injury Last Physician Visit
Referred By
Latest Referral Information’ Motor Vehicle Accident
~Latest Plan of Care " That occurred in:
Notes:
Primary Insurance e .
Insurance Deductible Subscriber
- Name
iD Max Benefit .
— : Relationship
Group # ) CoPay Colnsurance Date of Birth
Secondary Insurance. e '
Insurance Deductible Subscriber
v i Name
ID Max Benefit . ;
Relationship
Group # CoPay Colnsurance Date of Birth
Tertiary Insurance . I o B T
Insurance Deductible Subscriber
' ) Name
ID Max Benefit . ; -
) Relationship
Group # CoPay Colnsurance Date of Birth
| authorize release of information requested by my insurance plan for payment.
! understand that | am financially responsiblie for any balance due.
| agree to comply with the terms and conditions as outlined on the financial policy form.
I hereby acknowledge that | have been offered a copy of the LPSTS's Notice of Privacy Practices.
Date:

Signature: _



MEDICARE WAIVER STATEMENT

Date

Patient Medicare #

Medicare will only pay for services that it determines to be reasonable and necessary
under Section 1862 (a)(1) of the Medicare Law. In your case, Medicare is likely to deny
payment for physical and/or occupational therapy/supplies for the following reason(s):

[0 Medicare will not pay for physical therapy or occupational therapy services over
$1780 in 2007

O Medicare will not pay for durable medical supply items

Please read and sign the following statement:

‘| have been informed by my therapist/physician/supplier that he/she believes that, in
my case, Medicare will deny payment for the reasons identified above. Therefore, |
agree to be personally and fully responsible for payment”.

Signed

Date













