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New patient intake form
	Office Use only
	Patient account number

	Patient Information

	Patient Name: (First, MI, Last, - Sr., Jr., etc) 



	Address:
	City:
	State: 
	Zip Code:


	Home and Cell #:  _______________________
Email (imp): 
	Date of birth (mm/dd/yy)
	Status: ⁭ Single   ⁭ Married    ⁭Divorced 
  ⁭ Widowed

Sex:     ⁭M     ⁭F   ⁭ Transgender

	Original Date of Injury:
Onset date: ___/___/___
	Curent Symptom onset if different:
Date: ___/___/___
	Auto Related

⁭ Yes – State?

⁭ No
	Work Related 

⁭ Yes

⁭  No

	Do you want us to find out your out of network coverage?
___Yes  ___ No  If ___Yes, Please fill the insurance information below, if no skip it.
If your out of network coverage is only $25 then for repeat treatments for e.g. you will only be paying $70 cash pay rate.

	Primary Insurance Information

	Insurance Company Name
	ID or Claim #:
	Group# : 



	Policy Holder’s Name:
	Date of Birth (if other than self)
	Patient relationship to policy holder:

⁭ Self   ⁭ Spouse  ⁭ Dependent    ⁭ Other

	Insurance telephone #:
	Policy Holder’s Work phone:
	Policy Holder’s Employer:



	Emergency contact Information

	Contact Name:
	Phone #: 
	Relationship to patient: 

⁭Parent   ⁭Spouse   ⁭Sibling   ⁭Other

	Physician Information

	Name of Referring Physician:
	Telephone:  
	Email: 


	Address:
	City:
	State: 
	Zip Code:



	Attorney Information

	Attorney name: 


	Telephone#: 
	Fax # : 

	Address:
	City:
	State: 
	Zip Code:
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Specializing in Shoulder, Elbow, Wrist and Hand Therapy







Medical History

Patient: _______________________________  


             EVAL. DATE: _____________
Date of Injury/ Onset: ___________________
         

Have you ever had these symptoms before?         ____ Yes   ____No

Check which apply to your symptoms: 

___Work related injury, ___Recurrence of previous injury, ___Motor Vehicle accident, ___ Injury related to lifting, ____Cause unknown, ____Athletic / Recreational injury, Injury Related to falling, ___ Other: ________

Have you had related surgery: ____ Yes   ____No

Do you have, or have you had any of the following?

Medical History: _____ No Known Significant PMH To Affect Treatment
	___ Alzheimer's

___ Cardiovascular Disease 
___ Presence of pacemaker 
___ Cerebral Vascular Accident /stroke 
___ Current Infection 
___ Diabetes Mellitus Type 1 
___ Diabetes Mellitus Type 2

        ____ Hypo glycaemia 
___ Fibromyalgia
___ Fracture Or Suspected Fracture

___ High Blood Pressure 
___ Other (enter description below) _______________________________

	___ History Of Cancer
___ Pregnant
___ Immunosuppression
___ Lupus
___ Muscular Dystrophy
___ Obesity

___ Osteoarthritis / Osteoporosis
___ Parkinson's
___ Rheumatoid Arthritis
___ Headaches 
___ Metal implants
___ Dizziness / fainting
___ Surgeries __________
___ Recent fractures ____________

	___ Allergies (to aspirin/ heat/ etc.)

___ Multiple Treatment Areas

___ Poor cold tolerance 

___ Other (enter description below) _____________ 

___ Previous Therapy

___ Psycho-Social

___ Surgical History

___ Other allergies

___ Seizures

___ Litigation (see below)




Current Medications with Dosages: 
	___ Prescription ______________________________________________

___ Over The Counter ________________________________________

___ Herbals ________________________________________________

___ Vitamin/Mineral/Dietary Supplements _______________________

___ Other_________________________________________________

___ Not currently taking any medications
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Patient Attendance Policy for all Insurances
It is our policy at Hands-On-Care to give prompt, courteous service to all our patients.  In order for us to deliver service in this manner, we schedule individual appointments. We try to schedule these appointments so that they are convenient to you.  It is important for you to arrange your schedule so that you can be on time for these appointments.

If you are unable to attend or you will be late for you appointment, please notify the center in advance.  If necessary, at that time you can reschedule the missed appointment.  Failure to attend your session may hinder your recovery process.  By notifying the center in advance if you cannot keep your appointment, or if you will be late, we are able to rearrange our schedule to accommodate you as well as other patients. This amount will be in addition to the cash pay amount 

_____ 24-Hour Advance Notice Fee:  If you wish to change or cancel an appointment we require a minimum 24-hour advance notice. Anything less will result in a $50 fee charged to your account. It costs us money to make appointments available to you whether you attend or not we still accrue the expenses (for staff wages, rent, etc.). We don't charge you the actual cost for that appointment but rather a mere $50 fee. We do NOT make money with this charge; it's only to act as a deterrent from making last minute changes. Advance notice allows someone else (who needs it) time to reserve it in place of you. Please be courteous and responsible. Thank you.
_____  Late Policy "10-minutes": Being late by more than 10 minutes will require you to either reschedule or wait for the next available opening. There are no guarantees since openings due to cancellations are unpredictable. We do not allow appointment overlap because this undeservedly compromises the care of another patient.  If you arrive later than 10 mins past your scheduled appointment a $25 fee will apply. 
_____ No-shows are bad: If you fail to show for an appointment without notice all future appointments will be removed and a $50 fee as​sessed to your account. You may re-schedule appointments again on a "first come, first serve basis".
_____ Cell phones must be shut OFF or silent: We realize emergencies may arise and therefore allow you to carry your cell phone during your session, how​ever, please be courteous and set to silent mode or turn off. Thank you.

_____ Children requiring supervision are NOT allowed to attend sessions with you:  Unless your facility offers child care services, you may not bring children who require supervision with you to your appointment. If your child does not require supervision and is capable of waiting for you quietly in the waiting room then you may bring them. If any disturbance is caused to other patients or staff members you may be asked to terminate your session early and attend to your child. Also please do not bring a sick child to our clinic just because they cannot be kept at a day care. We do not want the spread of infection at our facility either just like day care. Please be courteous to others. 
_____ Courtesy Reminder: As a courtesy to you, we provide you with 1 phone calls and 1 email to remind you to schedule your appointment, after that we inform your physician or workers comp adjuster and discharge you from therapy.
___________________







__________________________________
Date:                                                                                                                                                                                              Signature



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in my treatment directly and indirectly.

· Obtain payment from third party payers.

· Conduct normal healthcare operations such as quality assessments and physician certifications.

I acknowledge that I have knowledge of your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information available online at  

http://www.hocinc.us/NOTICE%20OF%20PRIVACY%20PRACTICES1.pdf. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations. I also understand that you are not required to agree to my request restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name:                          _______________________
Relationship to Patient :           _______________________
Signature: 

         ________________________________________________________________
Date: 


           /  /    
OFFICE USE ONLY

I attempted to obtain the patients signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below:

Date:     /     /    
Initial: _________________________________________________
Reason: _______________________________________________________________________________

                                    


FINANCIAL POLICIY

Thank you for choosing Hands-On-Care as your health care provider. We are committed to your treatment being successful. The following is a statement of our financial policy which we require you to read, check initial and sign prior to treatment. 

 I DO NOT HAVE INSURANCE OR I HAVE NOT MET MY DEDUCTIBLE 
I am paying by CASH, CHECK, CREDIT CARD. I understand I will be notified of any and all charges prior to processing   Full payment is due at the time of service. 
 NON-CONTRACTED INSURANCE (Policies for which we are an Out of Network Provider under your plan) 
· Since you are out of network and are not covered at 100%, you will be responsible for $125 for the initial visit and $95 for subsequent visits. This payment is required at the time of each visit. 

· If we call for coverage and your verified out of network payment is as mentioned below, you will still pay the $95 upfront and then once we receive the payment we will write you the refund check.for the paid amount by your insurance.
· Your out of network Copay amount is $__________ per visit. If you have a Plan with Co-Ins, the verified % covered by your Insurance per visit is _________% and your % due is _________%. Your deductible amount is $__________ . This payment is due in full at the time of your visit. 

· We accept cash or check or Visa and MasterCard. There is a $25 charge for all returned checks

· You will receive a monthly statement that will show you the status of your account.
_____I have insurance and I would have you deal directly with them. I will pay out of pocket at this time. 
As a courtesy to our patients, we will verify and file your claim with your insurance company; however, we cannot guarantee payment. We strongly suggest that you read your policy manual as it pertains to occupational therapy coverage. Many insurance companies have stipulations that limit the benefit in some way, such as # of visits, supplies, deductibles, co-insurance, copays, etc. These stipulations should be noted in your policy manual. Final determination of benefits and your financial responsibility will be determined by your Insurance Carriers Payment to Hands-On-Care.

All payments are due prior to treatment. Regardless of what is required, we will collect the cash pay amount prior to the treatment. Once your out of payment is received based on your coverage you will be refunded the $$ amount paid by your insurance. Should the patient portion of your insurance policy results in your portion being lower than what you actually paid, when all visits have been processed and paid by the insurance, we will at that time refund overpayments due to you.. We cannot do this in advance, as the insurance company can make many changes during processing. In the event that your insurance coverage changes, please inform us and provide us with your new insurance info. If you do not inform us of the change in coverage immediately and the insurance denies payment due to time limits on the processing, you will be responsible for the payment and will be charged the cash pay amount for the visits not covered.


______NON-CONTRACTED INSURANCE (Policies for which we are an Out of Network Provider under your plan)
As a courtesy to our patients, we often accept assignment of benefits from your insurance company after benefits and eligibility has been established, even though we are “Out Of Network”. Under Federal Law, we must collect the patient portion established by your plan. This will be paid at the time services are rendered. Your account balance after the insurance has paid its portion is your responsibility. Balance owing will be billed after the insurance company has finished processing your claim. This can be a long time. Your insurance policy is a contract between you and your insurance company and we are not a party to that contract. If we have accepted assignment we will require you to be pre-approved on our extended payment plan, or you may provide a credit card or debit card with authorization to bill that card for your balance in the event that your insurance company has not paid within 45 days from the date services were rendered. Please be aware that some, and perhaps all, services provided may be considered non-covered services and not considered “reasonable and necessary” under the plan and/or Medicare. We are not advised of this until after billing for services.

 SUPPLIES: Payment for all supplies not covered by insurance is due at the time of service. 

 ORTHOTICS: If your rehab/ physician requires custom fabricated splints, we will furnish that for you, however, under our cash pay agreement you will be responsible for the payment of the splint. We offer a 20% discount for all our cash pay customers on custom splints only.

If you want us to bill your insurance under the out of network benefits, since you have a prescription and if your insurance does not cover the splint then you will be responsible for the payment of the splint. If billed under the insurance and not covered then we cannot offer you the 20% discount later and you will need to pay the entire cost of the splint.

At times even if you have a prescription, the insurance may require a preauthorization, which may take time and you may have to make a choice of getting the orthotic when needed and discuss it with your insurance provider later or wait for the preauthorization. Just inform us of your choices, or verify the coverage yourself before you come to therapy.
OTHER SUPPLIES: Electrodes, over the counter splints, exercise equipments; medicated patches etc are not covered in the cash pay plan. Should you need these supplies we will inform you of the additional cost incurred before providing it to you. Payment will be due at the time of service.
ITEMS NOT COVERED BY YOUR INSURANCE ARE YOUR RESPONSIBILITY. We have an agreement with you, not your insurance company, for receipt of payment. We will file your insurance for payment for your convenience, however, the final payment if your responsibility.  Please be aware of this and plan to make payments accordingly. 

 Usual and Customary Rates

Our practice is committed to providing the best treatment to our patients. We charge no more than usual and customary for our area, and frequently less. You are responsible for payment regardless of what your insurance company calls “usual and customary” rates.

 Minor Patients

The adult accompanying a minor or the parent/guardian of the minor is responsible for the patient portion (if any) due at the time services are rendered. Be aware that the parent/guardian must sign a Consent to treat Minor.

 Treatment Consent
I understand that I have been referred for rehabilitative treatment and care to a Hands-On-Care Outpatient Rehabilitation Center. Hands-On-Care has described for me my individual treatment plan. I understand that I have the right to ask and have any questions answered prior to receiving any treatment, including any risks or alternatives to the treatment plan that was prescribed by my physician and/or recommended by my therapist. By signing this agreement, I consent to have Hands-On-Care Outpatient Rehabilitation provide treatment and care as prescribed by my physician and/or recommended by my therapist.

The statements are true and complete to the best of my knowledge. I understand fully the payment policies and billing procedures of Hands-On-Care Outpatient Rehabilitation. I hereby authorize Hands-On-Care Outpatient Rehabilitation to furnish my insurance company(s), attorney, or legal representative all information which said parties might request concerning my present illness or injury. I hereby assign Hands-On-Care Outpatient Rehabilitation all money to which I am entitled for medical expenses related to the service reported herein, but not to exceed my indebtedness to Hands-On-Care Outpatient Rehabilitation. It is understood that any money received from the insurance parties over & above my indebtedness will be refunded to me when my bill is paid in full. I am financially responsible to Hands-On-Care Outpatient Rehabilitation for charges not covered by my insurance company. I certify by my signature that I have read and agree to this information.  
 I understand that I am financially responsible for payment of all charges for services rendered to me, including the balance remaining after payment of insurance benefits. I authorize payment of medical benefits to Hands-On-care. I authorize release of any medical information or records to the insurance company for the purpose of payment. I authorize release of my medical records to my doctor for continuity of care.

Thank You for reviewing our Financial/Treatment Consent Policy. Please let us know if you have any questions or concerns.

I have read the financial/treatment consent policy and I understand and agree to this policy.

___________________________________________________________

___________________________________

Signature of Patient or Financially Responsible Party/ Guardian





Date

___________________________________________________________



___________________________________

Signature of Center Representative/Witness







Date


Cash pay plan

1. Specialized Upper extremity Eval $125 

2. Follow up visits for specialized upper extremity treatments $95 / visit
Cost of splint not included

· Custom splints cost varies based on body part and type of splint

· Custom splint cost includes future modification for the injury for a max 6 months

· Custom splint cost includes straps if needed
Cost of splint does not include if the splint is broken

· Wear and tear is expected and splints break, if broken cannot be repaired and thus needs to be replaced for a separate custom splint cost

Prefabricated splints not included

· We will fit you with the right size but it is not included in the price

Supplies

· Exercises equipment if purchased from us is not included

· Wound care supplies are not included

· Cold packs/ ice cups if purchased are not included

For all prefab splints and supplies, manufactures guidelines apply.

All services provided need to paid at the time of service
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