Nosek & Associates Physical Therapy, Inc. / Nosek Physical Therapy, Inc.

26941 Cabot Road, Suite 125
Laguna Hills, CA 92653

PATIENT INFORMATION

NAME (FIRST LAST) DATE EMAIL
STREET ADDRESS HOME PHONE CELL PHONE
Ty STATE zIp

SSN SEX  M/F

DATE OF BIRTH AGE DL #

REFERRING MD PCP/DOCTOR

DATE OF INJURY CAUSE OF INJURY/DIAGNOSIS

EMPLOYER NAME OCCUPATION

STREET ADDRESS WORK PHONE

aTy STATE ZIP

PRIMARY INSURANCE

SECONDARY INSURANCE

NAME OF INSURANCE

NAME OF INSURANCE

MAILING ADDRESS

MAILING ADDRESS

Ty Ty

STATE zIp STATE zIp

PHONE PHONE

ID# GROUP# ID# GROUP#
INSURED INFORMATION (RESPONSIBLE PARTY)

NAME NAME

SSN SSN

DATE OF BIRTH

DATE OF BIRTH

STREET ADDRESS STREET ADDRESS

cITy cITyY

STATE zip STATE zIp

EMPLOYER EMPLOYER

RELATION TO PATIENT RELATION TO PATIENT
Signature Date

Nosek & Associates Physical Therapy, Inc. / Nosek Physical Therapy, Inc.

949) 273-6766 Fax (949) 273-6765




MEDICAL HISTORY AND PHYSICAL CONDITION

NAME: DATE:

CHIEF COMPLAINT:

Do you now have or have you in the past, had any of the following conditions:

Allergies yesd nol Heart Disease
Autoimmune Disease yvesd nod Hernia

Balance Problems yvesld noQ High Blood Pressure
Cancer yvesld noll HIV / AIDS

Circulatory Problems yvesd noQ Kidney Problems
Diabetes yesd nold Nervous Disorder
Dizzy Spells yesd no(Ql Pregnancy

Headaches yvesld noUd Seizures

Hearing Problems yesd nol Sensitive to heat / cold
Heart Attack yesd noQd Vision Problems

if yes on any of the above, please explain and give approximate dates of occurrences:

yes U
yes 4
yes O
yes U
yes
yes 4
yes U
yes
yes U
yes U

Please list any other conditions:

Have you had treatment for this / these problems before? Yes O No U
If yes, where and when were you treated?

nod
no
no
no Q
no U
nod
nod
no 4
no
no U

Have you had surgery related to this / these problems? Yes 4 No O
If yes, what type of surgery did you have and when was the surgery?

Do you currently have any metal implants? Yes 01 No U
Do you currently have a pacemaker? Yes U No O
Do you have any communicable diseases? Yes U No U

List any medications you are currently taking:
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Phone: 949-273-6766, Fax: 949-273-6765

Financial Policy Agreement and Patient Responsibility Form:

Itis the Patient’s Responsibility:

® To know their insurance policy, provisions and limitations. Patients must be aware of their
benefit coverage including which healthcare providers are contracted with their plan,
covered and non-covered benefits, authorization requirements(including
preauthorization), and cost share information such as deductibles, coinsurance, and
co-payments.

® To know his/her medical coverage including provisions specific to physical therapy and is the
responsibility of the patient to contact his/her carrier directly for details.

® To obtain a referral from their Primary Care Physician (PCP) and/or obtain authorization
for treatment from their insurance carrier prior to receiving services. Any non-covered
services/denied claims are the financial responsibility of the patient.

® To pay their deductible, co-payment or co-insurance contribution at the time of service.

® To pay any Medicare deductible and co-insurance amounts not covered by supplemental
insurance. Be aware that supplemental insurances may carry a deductible responsibility.

® To promptly pay any patient responsibility indicated by their insurance carrier and bring any
insurance payment directly sent to the subscriber for third party endorsement to Nosek and
Associates Physical Therapy/Nosek Physical Therapy.

® To facilitate any claims payment by contacting their insurance carrier when claims have not been
paid/denied/deemed not medically necessary. Patients will be held responsible for payment of
denied claims and/or claims denied as not medically necessary.

® To notify Nosek & Associates Physical Therapy prior to initiation of treatment if any condition is
the result of an accident or work-related injury.

® To authorize the release of any pertinent information to my: insurance company, adjuster, attorney
involved in the case

® To know that all durable medical equipment and supplies purchased at Nosek & Associates
Physical Therapy are non-returnable and classified as “final sale.”

® To know that any massage therapy services are not billable to the patient’s insurance company.

® To know that massage packages/certificates purchased are non-refundable yet are transferable to
another person upon the written request of the massage client who paid for the certificate.

e To give 24-hour notice of any appointment cancellation. Failure to do so will result in a $25
charge for each cancellation as well as a $25 charge for “no-shows.”

It is Nosek & Associates Physical Therapy’s Responsibility:

® To provide quality medical care within the scope of physical therapy practice.

e Make efforts to provide a courtesy benefit/eligibility check from the patient’s insurance company
for the purpose of obtaining an estimate of the patient’s financial responsibility. Any information
quoted by the insurance company(via a customer service representative or online provider portal)
to Nosek & Associates Physical Therapy is not a guarantee of claims payment by the insurance
company for services rendered and is ultimately the financial responsibility of the patient.
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® Tofile insurance claims as a courtesy to patients. A 60-day period will be extended for pending
insurance payment, after which time the patient may be held responsible for the account balance
for care provided including accrued late fees.

® Furnish a copy of patient medical records if requested by a patient. Written consent will be signed
by the patient acknowledging the request for records release. A copy fee of $0.25/page will be
assessed plus a clerical fee of $20 and paid by the patient prior to release of records. In addition,
patient requests to mail records will have additional postage fees added to the total charge of the
copy service,

Financial Policy Acknowledgmen

I have read and understand the above financial policy. | understand that, regardless of my insurance claims
status, (including claims in the appeal process), or absence of insurance coverage, | am ultimately responsible
for the balance on my account for any services rendered. | understand that any payment which is delinquent
(following 30 days from the request), may result in a 1.5% per month assessment on the remaining balance,
and that | am fully responsible for any legal/collection or attorney’s fees, there will be a total maximum fee of
$50 charged to my account should it be sent to collections if it becomes necessary to resolve the outstanding
balance. | understand that [ will be charged a $25 fee for each returned check.

Patient Name Printed Patient/Responsible Party Signature Date
LInf i i nt of Benefits:

I authorize the release of medical information necessary for filing health insurance claims for me by Nosek &
Associates Physical Therapy. | also authorize my insurance carrier(s) to make payment directly to Nosek &
Associates Physical Therapy. | authorize Nosek & Associates Physical Therapy to release all information
necessary to secure the payment of benefits, that a photocopy of this is valid as the original, and that my
signature on this form constitutes assignment of benefits to Nosek & Associates Physical Therapy.

I consent to have this healthcare provider provide the treatment and care prescribed by my physician(s). |
understand this consent may be revoked by me at any time.

Patient Name Printed Patient/Responsible Party Signature Date



