[image: image1.emf]     

Homestead Physical Therapy, PC



1575 N. 4th St. Suite 101
Laramie, WY  82072




       





*Patient: _____________________________________ *Date of Birth: ____/____/_____

                    Last                                      First                                  M.

*Address:______________________________________________________________
                       Street                                                                       City                           State                    Zip

*Phone: *Mobile: ______________Home_________________*Work: ________________
*SS#: _________________________________ *Email: __________________________
                   **REQUIRED FOR TRICARE PATIENTS
Employer: ___________________________   Occupation/Title: _____________________
Who referred you: _________________________________________________________
*This information is required


INSURANCE:

Relationship to Insured:    Self (  )  Spouse (  )  Child (  )  Other (  )  

Primary Insurance _________________________________
*Insured Name: ___________________________Date of Birth: __/__/__Male ( ) Female ( )
                                               **IF DIFFERENT THAN PATIENT
Employer_______________________________     Phone______________________

*SS#___________________ Insurance ID#__________________ Group #____________
           *REQUIRED FOR TRICARE PATIENTS
Secondary Insurance_________________________________
Relationship to Insured: Self (  )  Spouse (  )  Child (  )  Other (  )  

Insured Name: ______________________ Date of Birth: ____/____/____Male ( ) Female ( )

SS#____________________ Insurance ID#________________ Policy Group #__________

*This information is required


Homestead Physical Therapy, PC

1575 N. 4th St. Suite 101, PO Box 1146

Laramie, WY  82073



Medical History
Reason for this visit: _____________________________________________________________
Is your injury the result of an accident?    YES    NO        Type of accident:    AUTO     WORK     OTHER

If you answered “Yes”, what was the date of the accident/injury? ____________________________
Who is your doctor for this problem/who referred you to physical therapy? ______________________
Date of last doctor visit for this problem:______________Who is your primary doctor? _____________
Do you have a THERAPY prescription?     YES   NO         Date of prescription ____________________
Have you had physical therapy before?     YES    NO   When? ____________ For what?_______________
____ Diabetes     ____ Varicose veins      ____ Epilepsy or seizure      ____ Asthma           ___ Bruise easily    

____ Headaches    ____ Migraines   ____ Arthritis   ____ Back pain   ____ Joint swelling      
____ Osteoporosis      ____ Allergies __________________________________________________
_____ Heart, lung or circulatory problems     Type   _______________________________________
____ High blood pressure        Are you taking medication for this?     Y / N  
             Type  ________________________   Well controlled?      Y / N

____ Surgery and dates ___________________________________________________________
____ Been in an accident, with or without injuries and date  __________________________________
____ Numbness or tingling   Where __________________________________________________

____ Stabbing pains anywhere?  Where?  _______________________________________________
____ Sensitive to touch or pressure in any area?   Where?   ___________________________________
____ Previous Broken bones _______________________________________________________    
 ____Tension or soreness in specific area_______________________________________________  
Do you have any other medical conditions?______________________________________________
What medications are you presently taking?______________________________________________
                                              
                 
Homestead Physical Therapy, PC

1575 N. 4th St. Suite 101, PO Box 1146

Laramie, WY  82073
A. Questions for Women
Are you pregnant?   Y  /  N       
When are you due? ___________________   

Number of children and ages 
_____________________________________________________________________


B. Emergency Contact Information
Person to notify in case of an emergency ________________________________________
Address_______________________________________________________________
Phone_____________________________________ 
Relationship__________________________________


C. Privacy Practice

_____ I acknowledge that I have reviewed a copy of the Notice of Privacy Practices. *packet at end
 With this consent, Homestead Physical Therapy may . . . (Please initial preferred options)

______call me at home
           _____ email me
______call me at work 
           _____Other   __________________________
______call me on cell             

      D.  If someone else is the responsible party for what insurance does not cover, please fill in the following information:
Responsible party:  ________________________________ 
Address________________________________________________

City: ___________________________ State: ____________ Zip___________________ 

Phone: ____________________________  

Employer: ____________________________________  Phone: ____________________


Homestead physical therapy, P.C.

Scheduling and cancellation policy

Our intent is to provide you the best physical therapy and the fastest recovery possible.  This requires that you attend your appointments regularly.  Without this, mutually agreed-to plans and goals will be difficult to achieve.

To make sure that no problems arise from the interruption of your therapy, please know that if you miss three consecutive scheduled appointments due to cancellations or failing to appear, your therapy will be put on hold until you see your physician again.  

If an appointment needs to be cancelled, please call at least 24 hours ahead.  If it is after hours, please leave a complete message on the answering machine, including the best time to call you back to reschedule.  If the number of rescheduled appointments is having an impact on your recovery, your goals and treatment plan will be reviewed with you by your therapist. The patient will be charged $30 for any appointment that is not cancelled within the 24 hour timeframe; this charge will NOT be billed to the insurance, but will be the patient’s responsibility. The full amount must be paid prior to the next scheduled appointment. 
Thank you for choosing us for your physical therapy needs.  We want to fulfill our obligation to both you and your physician.

By signing below you are acknowledging that a fee will be charged for appointments not cancelled ahead of time. 

Signature_________________________________  Date_______________________


Per Wyoming State Statute, please note the following:

· Your therapist(s) licensure through the State of Wyoming and pertinent diploma(s) are posted in the clinic.

· Coverage for physical therapy services may not be available through governmental or worker’s compensation programs unless prescribed by a physician, physician’s assistant, or nurse practitioner *

· Your insurance may not cover the service *

* Will be reviewed prior to your first therapy care
Homestead physical therapy, P.C.

Advance Notice of Denial

This is to inform you that, in most cases, your insurance may not provide coverage for certain supplies or equipment recommended for your treatment. In this case, we would ask you to provide payment for these items at the time of service. 

We keep a chart of the items you take home, and you will not be charged until you agree, initial, and date under the “Patient Initials” section in the chart. If the item(s) are on loan and they are not returned in a timely fashion, a charge will be applied to your account.

I, __________________, have been notified by Homestead Physical Therapy 

      (Printed Name)

that my insurance is likely to deny coverage for supplies or equipment that is written in the chart above.  If payment is denied, I agree to be personally and fully responsible for payment. 

Signed by _____________________________________ on _________________




 (Authorized Signature)                                    (Date)


     ______________________________________on_________________



                 (Witness Signature)                                                (Date)
Homestead physical therapy, P.C.

Assignment of Benefits and Consent to Treatment

(Please initial each line)
___  I authorize the payment of benefits to Homestead Physical Therapy, PC, Inc. as described on the HCFA 1500 claim form, in either electronic transmission format or traditional letter format.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  
____I understand that I am financially responsible for all charges, late fees, and any interest that may accrue on my balance whether or not paid by said insurance, (and any possible finance charges).  If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection.  I hereby authorize said assignee to release all information necessary to secure payment.  
_____ I hereby give consent to be treated by the therapist(s) at Homestead Physical Therapy.
Please print your name _______________________________________ 

Signature  _____________________________________________     Date  _____________________________

(Authorized person or insured)

FOR PARENTS (GUARDIANS) SIGNING FOR A MINOR:
_____I hereby give consent for my child to be treated by the therapist(s) at Homestead Physical Therapy.
_____  I understand that I am financially responsible for all charges, late fees, and any interest that may accrue on my minor child’s balance whether or not paid by said insurance, (and any possible finance charges).  If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection.  I hereby authorize said assignee to release all information necessary to secure payment.
Please print your name ______________________________________ 

Name of Minor Child _______________________________________
Signature ____________________________________________   Date:  ______________________________
(Authorized person or insured)

PO BOX 1146 


                                                Phone (307 745-5434                Laramie, WY  82073




                Fax      (307 745-5484
Ever been to Physical Therapy??

Helpful Hints and Guidelines

If you are coming in for your first appointment, or you are no stranger to Physical Therapy, it’s not like any other doctor visit you’ve ever been to!

Homestead Physical Therapy is a very comfortable, relaxed atmosphere.  We want you to know that your well-being and recovery are our first priorities.  We want to make your experience here as positive as possible.  Here are a few things that will help you on your way to getting back to life!

#1.   Is There Paperwork?
          Sadly, yes.  Not as much as being admitted to the hospital or buying a house, but a couple of pages that we have to have….federal rules and all.  We have what you need right on our website!  Fill it out as much as possible.  If you aren’t sure or have questions, we will be happy to help you! If you don’t have internet access, or would rather just fill it out at our office, you are more than welcome to!  For those who fill the paperwork out at the clinic, please try your hardest to be at least 15 minutes early.  We need to copy your insurance card and get you fully set up in our system.  This takes a few minutes.  BE SURE TO BRING YOUR INSURANCE CARD(S)!  If you have Medicare, make sure that if you have supplemental insurance that you bring both cards with you.  If you have Tricare or Triwest, please make sure you have both yours and your sponsor’s SSN numbers with you or know both.  

#2.  Should I Bring My X-Rays or Prescription?
          ABSOLUTELY!  Anything and everything that will help us help you is GREAT!  We sometimes get a referral from your physician, but, most insurance companies require a copy of your prescription from your attending physician.  If you have a prescription PLEASE BRING IT WITH YOU!   Do you need to bring your X-Rays or MRI results? Again, anything that can help us help you…bring it.  You can usually get an electronic copy on CD.  Our therapists can read the results and see the pictures so they can know where to focus, and where not to!  We greatly appreciate you bringing any and all paperwork and pictures that you get from the attending physician.

#3.   How Should I Dress?
           Whether it’s not your first rodeo, or it’s your initial examination, FEAR NOT!  And please, dress appropriately.  By this we mean comfortably.  This is PHYSICAL Therapy.  We will be examining how your body moves, what we can do to help your body move better, and possibly showing you exercises to help you along.  Do you go to the gym in your work boots?  Do you go swimming in your jeans?  Hopefully not!  If you are here for physical therapy after knee surgery, we will need to have access to your knees.  To look at the scars to be certain that the therapy we are giving you is the right therapy.  Back or shoulder surgery?  Try wearing a shirt we can lift up and take a look at your back.  SHOES ARE VERY IMPORTANT!  Please try and wear athletic shoes for your appointments.  If you are coming from work, please bring athletic shoes with you.  We have shorts here, but we don’t have shoes!  Oddly, it’s the biggest issue we get with patients who are here for lower extremity physical therapy.  If you are coming for upper body therapy, please wear loose fitting tops to allow full movement.  If you’ve had surgery, please wear something that will give us access to the scars and allow us to SEE how everything moves.

#4.  What About Appointments?
           With Physical Therapy, most often you will find that the attending physician or surgeon will ask for 2X  / 6 weeks.  This means that your prescription requires that you come in two times per week for 6 weeks.  We will schedule all of your appointments at your initial examination.  We completely understand the hustle and bustle world and how busy you can be.  We always try and work around your schedule and times that you are available.  The best way to do that is for you to bring your schedule book with you!  That way we don’t interfere with any previous appointments you may have.  If you need to change, move or cancel an appointment for any reason PLEASE CALL US IN ADVANCE!!  We need to make sure your prescription is filled and that you are getting all the therapy you need to recover!  We will need to reschedule any missed appointment as soon as possible.

PO BOX 1146 
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