ADVANCED BENEFICIARY NOTICE
TOTAL PHYSICAL THERAPY

£933 South 66%.East Ave
Tulsa, OK 74020
Phone: (918Y495-0600
Facsimile: (913)496-2146

1. I hereby authorize and request that payment of benefits by my
primary (and secondary insurance, if any) be made directly to
Total Physical Therapy for services furnished to me or my
dependent. T understand that my insurance company ‘may only
cover a portion of the total bill. I further understand that I
may be responsible for all charges not coevered by this
assignment. In addition, I authorize Total Physical Therapy to
disclose any and all writlen information from the above-named
insurance company and/or its designated representatives for
reimbursement purposes for those services received. I hereby
release Total Physica@ Therapy, its officers, agents, employees
and any clinical staff associated with my case, from all
liability that may arise as a result of disclosure of

information to the above-named insurance company(s) or their
designated representatives.

2. 1 understand that, -unless 109% coverage has been verified, I am
responsibla for the percentage &/or deductible not covered by
My insurance company., This paymenrt is requested during each
visit. '

3. I understand that if .insurance information is not available, I
do not have insurance, or if my insurance does not reimburse,
payment is due in full at the time of service unless other
arrangements have been approved by the Centralized Billing

Dffice (CBO.)
4. T understand that there is a $25 charge for all returned

checks.

- Sigriature: - ‘Date”




Total Physmai Therapy

6633 &, 6EP E ﬁw : 74133 Photie# 918-495-0600 Faxsk 91&496-2146

PATIENT INFORMATIGN FGRM

PATIENT INFORMATION

' Date:

¥ Marital status {cirdle ong} |

Patient’s last narme: Firsk:

at ] Div jSep WA

TSP

Birthdate: _— Primary Care Physician:

Age: o

oM

‘ar

Sireet address:

' State & Zip:

Cell Phione #

Work #

1} Social Becurity # .

Emall Address:

xonebox): - ODn
C Yellow Pages

‘Choss clinic bacatise/Reférred to cinic by {plésse.chi
Ofenily  Ofderd  OCosephomefwork

Gtber iy rerbers saeh here:

-~ INSURANCE INFORMATION
(Piease grve b msurarme «€ard or Crirds to the, moeptlomst.)

Addr&ss ('If drﬁ‘erent} -

Birth data:

Home phone 1ok

)

Person responsible for bill:

Eoip no.: Policy né:

 Subscriber's name: B Subiscriba

Iﬁam-é of semndarymsm‘ance(lfapphcab[e)‘ T Subscnbel’sname

i Groupno:: Policy R

- Erspouse ‘ﬁ Ehild & Gther

R

Patient’s relationship to substpbers | E35aHF

IN CASE OF EMERGENCY

Cell phone #, Or Other
FOED B

MName of local Fnenc’. or relative (not Iwmg at sarne address): 1 Relationship to patient:

i

The above information & trie i the best of aiy’
thatTam ﬁnancvaﬂy respongiblafor any bakn
process iy s,

Patient/Guardian Signature Date

1lPage




Total Physical Therapy

533 5. 66 £ Ave. Tulss, UK 74133 Phiones 5130950600 Bt 93I8-496-2145

TOTAL PHYSTCAL THERAPY PROVACY PRACTICS
EFFECTIVE £PRTE 14, wonE

THIS HOTICE DESCRIBES HOW MEDICAL MRM&E'IGN AROUT YOU MAY SF USED AND
DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO THIS INFORMATION. PLEASE REVIESS IT
CAREFULLY,

The terms of this Notice of Privacy Practices apply to Tofal Physical Therapy. Totat Physical Therapy will shate personal beotih
Informatian of pationts as necessary o carty out Tresiment, payment, and heakh care oparations as permihed hy ke,
We are required by law fo malntsn the Filvacy of our patients’ personal health informaiion and @ provide patients wih notice

of our fegal dities and privacy practices with respect to persena! heslth mformation. We are required io abide by the terms of

are aise required o inform you that there may be 2 provision of state Iz that relatss to the privecy of your health
information that inay B¢ more stingent than 2 standard or requirement ubder the Federal Health Tnsurance Fori=bility and
fotouizbilty Ack. A copy of eny revisad Motioe of Privecy Praciices or infommtion periaining to & specific Siate lew may be
obiained sty mafing a reguest fo Tokal Physical Thermpy, 6533 South GEBE. fym Tifss, Ok 24133,

USES AND BISCLOSHRES OR YOUR PERSOANAL HEALTH INFORMATION ‘
Authorization and Consents Excephas sutined helow, wa will not disdose your personal health information for any purpese
oihar then frestmart, payment, or haakth cars oparstions tnless you have signed a form atthorizing the uss or disciosare,
Yous have the right To revake that authorziion it writing unless we have aded in relfance on the authorimtion,

USES AND DISCIOSURES FOR TREATMERT

With your agresment, we will make uses zad disciosures of your personal health information as necessary for your trestment.

Daciors mnd nurses and ather professicnals involved in your care wilt use information I your medical record and nformation
Hhat you previds abatd your sympioms and reacons 4o your ooures of freafment that msy inclirde procadures, medications,

tests, medical hisiory, i
USES AND DISCI GSURES FOR PEYMENRT
With your sgreament, we wil make uses and disrlssores of Yo personal health Iformation as necessany for
purpeses.  During the normal course of busihess operetions, we may forveard Information regarding your madical momdaes
and rgatment I your insurance company D arange payment for the serdpss provided to your. W may uss vour information
& prepare 2 bl %o sand o you! or tie parson responsible for your payment,
LISES AND DISCLOSURES FOR HEALTH CARE OPERATIONRS
WiD your agreament, we will use and disciese your parsonal health nformation as hecessaty, arxl as penmniited by [Bw, for
our health care oparations, which may indide dintral improvement, professional Ppasr review, business management,
accreditaiion, and fcenslng, stc. Far instance, we may use and discloes your parsenal health nfommafion for purpases of
improving the dindcs! treatment aad patient cive. .
INDIVIDUALS THVOLVED Ty YOUR CARE
With your written agreemeart; we may from Hme o §ma dsdoss your peysonal heaslth Information © designated family,
Triends, and cthers whe are Involved In your care orin payment of vour care i otder to fclitefs that the peson's
inmvobrament Iy caring for you or paying for your care. I you are wnavaitable. ncapeciiated, or fading an emergency medical
situation ard we determine that a Bmited disclosure may be In your best Interest. we sty share Frfted personaf healith
mitraiion with hvched indvidusls witheut your spprovel. We may also disdioss limied persoial heslth infonmationto 2
public or private entfy that is suthorized o assist in diseeter relief efiorts for that, eatlty te Iocste 2 famby memier or other
persans that rray be involved In sume aspect of caring foryou,
BUSINESS ASSOCTATES
Cerizln aspacts and companents of our sarvices are perfoemed Hrongh sonbrads with omside persans or organirations, such
2= guditing, acoveditalions, autcomes data collecions, Jegal services, ofe, Attimes it may he necessary for us io provide your
personal healy information to ong or more of these cutside persons or ongantzations who zssist us with our health care
cperations. M =il cases, we ragabre This husiness associzied to approprigtely safegtmrd the privacy of your Iformation.
APPOSHTMENTS AND SERVICES
Ve may contact you {0 provide sppolatment reminders or infarmation about your fregtment or fher beathrelkted benefis
and sepvices ifiat may be of Interest o you. You have the sight to request end we will 2ccommataie reasonable regoeses by
you to reealve communications regarding your persoral health informetion from us by alternative mieans or &b sitemztys
ipcaions.  For instance, i vou wish appointmert reminders D oot be Isf on wice mait or sent fo 2n address, we will
accomnodaie reasonabls request. You ale have the rght To refuest =t we not send your aryy figther narkeling maferials
anc we will use our best effors W honor such, You may make you regaests by sending your narse and address to Total

Physical Thempy at 6033 5, 66% £ Ave Tulsa, Gk 7413%.

2ipage




Total Physical Therapy

933 5. 66" E Ave, Tulss, 0K 74133 Phaned 018:405-0500 Faxs B405-2145

RESEARCH

disciasures of patient Information. _
OTHER USES AND DISCLOSURES
We e perrnitied end/or required by law o make certain cther uses and disclosures of your personal health information
without Yol consent or authorization for the following:
» Any pumose required by law
= Public health activities, such as required reporting of disease, infury, birth and tieath, or required
public health Fvestigations.
= K w.eE suspect child abuse or neglect; i¥ we befleve you to ba a victim of ahuse, neglect; or domestic
vinienca,
= To the Food and Drug Administration o report adverss events, product defects, or to participate
in product reeslis, ‘
= To your employer when we have provided heaith care to you st the request of your employer,
= Ta the government oversight agancy cenducting audits, investigations, of cvif ar criminal
proceedings.
Cowrt or adminisirative ardered subpoenz or cdiscovery renpest,
To law enforcement officials as required by law o report wolnds snd infurfes and crimes,
To coroners andfor funeral directors consistant with law.
If youl are & member of the mifitary: we mzy also refzase your personal health information for

natlonal secrity or intelligence activides.
~ To Workers® CompenzsHon agendies for Workers™ Compensation benefit deterrination.

EHTS THAT YOU HAVE RDING YO ERSONAL HEALTH INFORMATTOR

LI ] E %

: ACCESS TO YOUR PERSONAL HEALTH INFORMATION
You have the right to copy and Jor inspect much of the parsonat heislth nformation that we retain on your behalf. Al
requests for acoess must be made in writing and signed by you or your lega] reprecentative, You may obtain a “Patjent
Access to Health Information™ from Administrative Suparvisor. You are enfitied to one free Copy of youtr personal heslth
information. If you request additional coples yout imay be charged 2 norhinal T2e for copying and postage.
AMENDMENTS TO YOUR PERSONAL HEALTH INFORMATION
You have the rght to request, in writing that personal health infarmation that we maintsin about you be amended ar
corrected. We are not obligated to make all requested amenidrments but will give each reguest careful consideration. A
amendmant requests, must be In writing, signed by you or your legat représentztive, and must simte the reasans for the
armendment/ corection request. If an amendwment or correction request Is mada, we may natify others wio work with s if
we befieve that such nofification fs negessaty. You may ohiain an “Amendment Request Form® from the Adminisirative
Superviser or person responsible for medical records, ‘
RESTRICTIONS ON USE AND DISCLOSURE OF YOUR PERSONAL HEALTH TNFORMATION
You have the right o receive an accounting of certain disdosures made by us of your personal health nfornetion afer Apri
14, 2003." Request must be made In writing and signed by you or your lega! representative. “Accounting Request Rorms® are
avaliatile from the Administrative Supervisor or personal responsible for medica] records: The fist sccounting In any 12-
month perfed Is free; you will be charged = fes for each subsequent accounting you request within the saine 12-month period.
You will ba notified of the fee at the Hine of your request, 7 ‘
RESIICTIONS O USE AND DYSCLOSURE OF YOUR PERSONAL HEALTH INFORMATION
You have the right io request restrictions on uses and disclosures of vour personal health information for Ireafment, payment,
ar health care opatations. We are not required to agres to your resiyicion request but will attemipt to accommodate
reasonable requests when appropriete. In the event of 2 tarmination by us, we will notfy you of such termination. You also
have the right to terminate, In writing or orally, any agreed-to rastriction by sending soch termination notice to the individuat
responsible for medical records.
COMPLAINTS
I you belfeve your privacy righis have been violaied, you can file a complaint: in writing with Total Physical Therapy 6933 S,
66" E. Ave Tulsa, Gk 74133, You may also file @ complaint with the Seqretery of the U.S. Department of Mealth and Human
Servtas in Washington D.CL In writfng within 180 days of 2 violation of your right. There will bie no retaltation for iing a

complaint.

Patlent {or representstive) Stanatura.. ;

Blrage




Total Physical Therapy

6933 5. 66% E Ave. Tulsa, OK 74133 Phone# 918-495-0600 FaxE 918-496-2146

ADMISSION SCREENING FORM

We are interested not only in your physical well being, hut also in any problems
that have arisen due to your iliness and/or injury. Because our goal foryou is
improved functioning and recuperation, we offer the services of a professional
sodlal worker, vocational guidance, and support and counseling to assist you in
YOUr recovery.

Please take a moment to answer the following questions so that our social
worker can evaluate your situation and offer assistance.

Patient’s Name:

:1::Do you have transportation to our facility?
Yes, No

{2 Are you presently employed? Yes No

234 Does your illness/injury prevent you from making a living?
Yes No -

4. bo you have a spouse andfor children dependent on you?
Yes No

5. Are you retired? Yes No

6. ‘How long have you lived in this area?’

7-'Do you have family or fiiends in the area that are able to assist you when

needed?
Yes No

Bi-1F you are a student, has your ilinessfinjury interfered with your schocling?
Yes No

~S.:Would you fike to be referred o our staif sodial worker?
" Yes No

Firage




Total Physical Therapy

6933 5. 66% E Ave. Tulsa, OK 74133 Phone # 918-495-0500 Fax # 918-496-2146

PATIENT CANCELLATION AND NO-SHOW POLICY

Your scheduled appointment is a specific time when YOur therapist will
spend time with you. It is extremely important to be punctual. If you are unable to
attend, YOU MUST NOTIFY US IN ADVANCE AND RESCHEDULE TO MAKE UP THE
MISSED APPOINTMENT. Failure to attend your sassion may hinder your recovery
process as well as disrupt the schedule of your therapist.

CANCELLATION: Three consecutive cancellations will result in
termination of your therapy program. To restart your thera Py, you must return to
your physician for a new prescription and obtain additional authorization from
your Insurance provider. YOUR CANCELLATION WILL BE CLASSIFIED AS NO-SHOW
[F YOU DO NOT NOTIFY THE OFFICE AT LEAST 12 HOURS PRIOR TO YOUR
APPOINTMENT,

No ShOw: If you No-Show to any appointments, you will be charged a
$30 fee that is not billable to your insurance and Is due at the time of your

appointment. To restart your therapy, you must return your physician for a new
prescription and obtain additional authorization from your insurance provider.

IF YOU ARE COVERED BY WORKER’S COMPENSATION and fail to keep the
appointment as recommended by your physician, the appropriate parties will be
notified of your absence in writing. Typically, the notification will be to your
physician, insurance carrier, employer, and rehabilitation consuitant. Each
cancelled and no-show appointment will also be noted in your chart. Please
understand that failure to actively participate in vour rehabilitation program may
result in the impression that you are disinterested in your recovery and/or are
better and able to return to work. Failure to attend therapy may have negative
effect on your worker’s compensation coverage. Thank you.

. PatfentSigriatife:




Total Physical Therapy

6933.5; 66% EAves Tulsa, @K ?4133 Phonesz 918«495 Gﬁﬂﬁ Fax#: 915-496-2146.

T RELATIONSHIP

Signature of Patient (or Patient’s Representat]ve) Date

If you afe the representativey of & patiert, chack: thescope of your autfwnty to act ofvthe, patrent’s
behalf:

EJ Power of Atorhey
0 Executor of Legal Rep:

[ Gliardian

EI Parent

-El Surragate DétisionMaker

[ Other (P Base. specrfy) e e

Provide documentation of explaiation of youe authority fo act for the patient:

7[Page




Total Physical Therapy

6533 5. 65" E Ave. Tulsa, OK 74133 Phone# 918-495-0500 Fax$ 0184052146

___PAYMENT POLICY & BILLING PROCEDURES

1. ) Hereby suthorize and request that payment of banefiis by my primary and secontary istrance {fany] be made direcily to Totat
Physical Therapy for sanvices fumished o meor iy dependent. | understand Hhat my Instrance company ey andy sover a porfon
of the tolat Yil. { firther understand that 1 may be responsible for 28 charges not coverad by this assigrment, In addifon. | autherize
Terial Physical Therapy to distiose zny and all wiitten information fom the sbove-named Inswrance eampary andfor its designatsd
represeitatives for refiabursement purpeses fur those Services regeived. | hereby releass Total Physical Therapy, iis officers,
agents, employess and any clinica] staff assoclafed with my cass, from 2l fabiliy it ey arse as w cesult of disclosure of
information 0 e aboveramed insturance compands) or ther desionated representaifires.

2 Iunderstand thet, unless 208% eoverage has been verifisd, T am resporsible for the perceniage &/or deductible not covered oy My
insurahce Company. This payment Is requested dining earh visi -

Z.  Tundersiand that  insrance informatfan is not avallabla or I do nok have Insurance, pryment is dos in fulf unfess othar
arrgngernents have baan approved by our Centralized Biling Office {€C80)

3. Tunderstand tiat there s a $25 charge for all retumed checks,

As a courtesy to aur patients, we wilt verffy znd file your ewance, howaver; we cannet guarartes payinent. We strongly suggest that you
rezd you policy manual as i pertaing to physical Iherany rovainge. Many insurance companies have stipulafiens, sech as el & custornary
feas (CR), fmited therapy sessions, fimitad refnfbursable amounts per sessian, deductibles, co-paymerits, supplies, eic. Such stipuations

should be Indicated in your paiicy manis).

YOU ARE RESPONSIBLE FOR AMOUNTS ROT COVERED by your insurance, We have an agreement with YOU, niot your Insuizoce
company, for recelpt of payment. Please be aware of #is and plan to meke p2yments accardingly,

this does nof guarantes paymert: In the event of denial, this account will becoma

Worker's Compensafion benefits will be verified, however:
YOUR RESPONSIETLTITY,

ENT TO TREATMENT

Limderstend that I hava been referred for rehalEfeton treatmant and care fo & Total Physicel Therapy Ouipatient Refablitaton Center,
Totel Physical Therepy has desoribed for miz ry individual reatmisnt plan. T understend #iar T have the fiuft to ask and have any questions
answeered prior to recsiving any reatment, Incliing any risks or allermnatives th the Treatment plan that has been preseribed by my physician
and for recomenended by my herapist By sioning this agreement, ¥ consant to have Tota) Physical Therapy Outpatient Rehabifitaiion provide
treatment and cre as prescribed and care a5 prescribed by my physician and/or recommendstion by my therapisk.

Tha staterments are true and compieie o the best of my knowledge. I understand, Tully, the payments polley & billing procedures of Totat
physical Therapy Quipafient Rehizbifietion. I hereby exthorize Totel Fhysicat Therapy Oifpatiert Rahabfiitation o furrdsh my insurance
company(s), atiormey, or lagal represantative 2l information which said partles may request cancarsing my presant illness or Infury, T hereby
assign Total plysical Therapy Quipatient Rehabilfztion a8 money i witich I am entitled for medical : related 0 ricney recefved from
the shove-named partiss over & above my indebtedness will be refnsier 0 me when miy bill is paid in fifl, T undersiand that I am finencally
responsible to Total Physicel Therapy Outpetient Rehabilftation for charges not covered by my Insuirance company. 1 certify by my signsture
that T have resd and agrze to this information.

Totaf Physical Therapy does not discriminate against any person besed on race, oolor, natfonal origin, disability, or age in admission,
treaiment, or parlicipation in its progiams, services, or i employmerit. Por further Information aboust this policy, comact Curiis M. Hobbs,

(518) 495-6500.

g yvers

[ Signature:

Refationship to Patient (self, parent; guardian, spouse, etc):

Whitness:

8irage




Total Physical Therapy

6933 5. 66 E Ave. Tulsa, OK 74133 Phones 918-495-0600 Faxat 918-106-2145

PAST MEDICAY. HISTORY FORM
Patient Name: Date: / /
Are you presently woiking? o'Yes nNo
Date of next physician’s visit; / /
- 1. Date of injury/onset: / /

2. Have you ever had these symptoms before? 0Ves o No

3. ‘Check which apply fo your current condition: .
0 workrelsted injory o recurrence of previous injury o motor vehicle aceident

0 injury related to lifing o fnjury related to falling o athletic/recreational
o canse unknown O other; . O injury
0 Yes o1 No

471 fernale, are you pregnant?

" 55 Do yon have, or have had any of the following:

Yes N Yes Na
Diabetes o ] Hypoglycemia a a
Chest PainfAnging o u; Osteoarthritis @ o
High Blood Pressure a o Osteoporosis u| a!
Heart Disease i g .  Hemia .o o
Heart Attack ] 2 Seizures o a
Heart Palpitations . Ini ] Metal Implants n| o
Preemaker o o Dizziness/Fainiing = o
Headaches ! [ Frachires o a
Problems Kidney o ] Surgeries o o
Cancer i o Skin Abnormalities o o
Siroke o o Nengea/Vomiting o o
Bowel/Bladder Abnormalities o o Ringing in your ears fu} o
Urine Loakage ' o | Rheumatic Arthritis Ju o
Asthma/Breathing Difficulties © u| Smoking ] 2
Liver/Gailbladder Problems n} O Other u o

L e U S Mt s

Xf you answiered Yes to any of the items ahove, piease briefly explain and give the
_date, Include any sther pertinent information regarding vour past medical history. |

FlPege




Total Physical Therapy

6933 5, £6" E Ave. Tulsa, DI 74133 Phoned $18-95-0608 Fax? 518-86-2145
3‘55::’:1}0 you have any allergies? o Yes ri No

lyes, please Jist your allergics:

“ 7. Ate you presently 12king any medications? 0 Yes aNo

please list what medications and for what condition:

SIE:

Medication Dosage

—_—
- - "'
a— e R
-~ . . =
———— A — —— — — PO
o —— e - S e o el ¢ v e oy

. &' Do yon participate in any sporis, cxercse programs or activitics on a regular basis? o Yes 5 No

9. Have you had a related sursery? o¥es o No

please Hist them below

Srrgecy . __ Dae

e et e e e

e
et T AL ¢ ' et 8 & B i i e e e e e v s ¢ e e e . e - - -
e r——

- . - . . BN - . - —lﬂiPagE




Total Physical Therapy

6933 S. 66" E Ave. Tulss, 0K 74133 Phone# 913-995-0600 Faodf 5184052145

11 Please Indicate below where your symptoms are jocated

I Numbness ===
| PreaNeedes  0ceO0 :
- | Burning Pain Xooo
| Stmbbing Pain JIEEEITFE:

12 If you are having pain, please rate the Infensity of vour pain on a scale of § to 16, with G
being ne pain and 10 being the worst pain possible. Circle one.

Score:

I understand that T have been referred for rehabilitative freatment and care to Total Physical Therapy
Rehabilitation Cenfer. Iunderstand that I have the right to ask and have any questions answered prior o
receiving any freatnent; including any risks or sliernatives to the treatment plan. By signing this
agreernent, I consent to have Total Physical Therapy & Rehabilitation provide treatment and care as
prescribed by roy physician and/or recommended by my therapist, :

ngnahu'e

Wiiness: . Date:

Relationship to Patient
{parent, guardian, spouse, eic.}

’ mﬁ]Page
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