Bloomington Orthopedic & Spine Center

Theraplay LLC
Patient Information:

First Name: Last Name:
Preferred Name: Middle Name:
Age: SSN: Gender:  Male OO Female O Other (O

Billing Address:

City: State: Zip Code:

Appointment reminders: None () Email O Phone Call () Text O
) For text reminders, cell phone provider:

Cell Number: (AT&T, Verizon, T-Mobile, etc.)

Home Number: Email Address:

Would you prefer to receive electronic (email) billing statements? Yes O No O

Emergency Contact Name: Phone Number:

Relationship to Patient:

Health History:

Primary Care Doctor: Referral Doctor:

Please indicate whether you currently experience any of the following problems/symptoms:

High blood pressure O | Cancer (type?): O
Heart Circulation Disorders O | Kidney Disease O
Stroke (O | Hepatitis O
Chest pain/discomfort (O | Immune Deficiency Disease O
Fatigue/energy loss (O | Tuberculosis O
Diabetes (O | Hernia O
Headaches O | Loss of bladder/bowel O
Seizures O | Arthritis O
Dizziness O | Fibromyalgia O
Anemia (O | Osteoporosis O

Sublexed/Dislocated Joint
Slipped/Ruptured disc
Scoliosis

Painful grinding
Sprains/Strains Joints
Broken Bones

Falls

Limited range of motion
Ankle Swelling

Other:

O00O0O000OOO

Please circle the number that represents your pain level
0 = no pain, 10 = severe pain

Atworst: 0 1 2 3 4 5 6 7 8 9 10

Atbest: O 1 2 3 4 5 6 7 8 9 10

Current: O 1 2 3 4 5 6 7 8 9 10

Are your symptoms:

Constant O) Come & go O Ache O Superficial O
DullO Shooting O Sharp O Burning O
Deep O Numb O Other:
Do you wake up due to pain? No O Yes O

Is there any particular activity that aggravates your symptoms?

Mark the location(s) of your pain

with an X
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If yes, # of times/night:




Have you had any testing and/or imaging relating to your current problem(s)?

CT Scan O MRI O EMG/Nerve Conduction Test () X-Ray O
Other:
If yes, when and where?
Have you had physical therapy treatment this year? Yes O No O
If yes, please indicate type of treatment and duration:
Have you had surgery? Yes (O If yes, what type and when? No O
For women, are you pregnant? Yes O No O

Overall Well-Being And Functioning:

During the past 4 weeks, how much of the time have your physical health or emotional problems
interfered with your social activities (e.g., visiting friends, spending time with family, etc.)? (Circle one)

All the time

During the last 4 weeks, have you felt nervous? (Circle one)

All the time

Most of the time

Most of the time

A good bit of time

A good bit of time

Some of the time

Some of the time

A little bit of the time

A little bit of the time

None of the time

None of the time

During the last 4 weeks, have you felt so down that nothing could cheer you up? (Circle one)

All the time

During the last 4 weeks, have you felt calm and peaceful? (Circle one)

All the time

Most of the time

Most of the time

A good bit of time

A good bit of time

Some of the time

Some of the time

A little bit of the time

A little bit of the time

During the last 4 weeks, have you felt downhearted and blue? (Circle one)

All the time

Most of the time

A good bit of time

Some of the time

A little bit of the time

None of the time

None of the time

None of the time

During the last 4 weeks, have you been a happy person? (Circle one)
All the time | Most of the time | A good bit of time

Some of the time | A little bit of the time | None of the time

How easy or difficult will it be for you to get to physical therapy appointments? (Circle one)

Very easy Somewhat easy Somewhat difficult Very difficult
Are you concerned about the cost of physical therapy? Yes O No O
Do work, school, family, caregiving, or other responsibilities make it difficult to attend appointments?
Never O Sometimes O Often O

Do you anticipate any difficulties completing your home exercise program? If so, please let us know about
them- we may be able to make a plan to work around your needs:




NO SHOW AND LATE CANCELLATION POLICY
Appointments not cancelled 24 hours prior to scheduled appointment time and no show appointments will be
assessed a fee of $25.00. These charges are the patient’s responsibility and will be billed directly to them. Following 2
no shows/late cancellations, any further appointments will be removed from the schedule. | acknowledge | am aware
of the no show and late cancellation policy and will be responsible for any fees assessed for this policy.

Signature of patient or legal guardian: Date:

ASSIGNMENT AND RELEASE
I, assigned Theraplay LLC, all medical benefits, if any, otherwise payable to me for services rendered. | understand
that | am financially responsible for all charges whether or not paid by insurance. In the event that my account is
referred to a collection agency or an attorney, | further agree to pay all reasonable costs incurred to collect any
amounts that are due and owing for services rendered by Provider including, without limitation, reasonable attorney’s
fees.

| hereby authorize Theraplay LLC, to release all information necessary to secure the payment of benefits. | authorize
the use of this signature on all my insurance submission whether manual or electronic.

Signature of patient or legal guardian: Date:

NOTICE OF PRIVACY PRACTICE:

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

e Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be

involved in that treatment directly and indirectly

e Obtain payment from third-party payers

e Conduct normal healthcare operations such as quality assessments and physician certifications
| have received, read and understand (or have been given the option) your Notice of Privacy Practices containing a
more complete description of the uses and disclosures of my health information. | understand that this organization
has the right to change its Notice of Privacy Practices from time to time and that | may contact this organization at any
time to obtain a current copy of the Notice of Privacy Practices.

Signature of patient or legal guardian: Date:

If you would like a copy of Theraplay’s Notice of Privacy Practice, please indicate so here: ()

CONSENT TO TREAT
| hereby request and consent to Theraplay LLC to perform rehabilitative treatment and care as prescribed by my
physician and/or recommended by my physical therapist. | understand and am informed that, as with any health care
treatments, the practice of physical therapy may have some risks. | understand that | have the right to ask about these
risks, and have any questions answered about my condition, prior to treatment. | authorize the physical therapist to
perform any additional or different treatment they deem necessary should, during treatment, a condition be
discovered which was not known previously. | have caregully read and fully understand this informed consent form,
and have had the opportunity to discuss my condition with the treating physical therapist. | consent and authorize
Theraplay LLC (including students in training) to administer treatment under the direction and supervision of the
Physical Therapist.

By signing below, | acknowledge the above consent and indicate my agreement with the prescribed physical therapy
program discussed with my physical therapist.

Signature of patient or legal guardian: Date:




BILLING AND COLLECTIONS POLICY

Insurance

We participate in most insurnace plans, including Medicare. If you are not insured by a plan we do business
with, payment in full is expected at each visit. If you are insured by a plan we do business with, but don’t
have an up-to-date insurance card, payment in full for each visit is required until we can verify your
coverage. Knowing your insurance benefits is your responsibility. Please contact your insurance company
with any questions you may have regarding your coverage.

Copayments, Coinsurance, and Deductible
These should all be established and verified prior to beginning the PT program. All copayments, coinsurance,
and deductible must be paid at the time of service. This arrangement is part of your contract with your
insurance company. For plans with a high deductible, you should expect to pay the following rate at each
appointment, for your respective plan:

e $80.00 (United HealthCare, UMR, & Golden Rule)

e $85.00 (Cigna, NALC, & APWU)

e S50 for any other insurances

Non-Covered Services

Please be aware that some and perhaps all of the services you receive may be non-covered or not
considered reasonable or necessary by Medicare or other insurers. You must pay in full at the time of service
(Self-pay and Supplies).

Proof of Insurance

All patients must complete our patient information form before starting any physical therapy. We must
obtain a copy of your driver’s license and current valid insurance to provide proof of insurance. Failure to
provide us with the correct insurance information in a timely manner means you may be responsible for the
balance of a claim.

Claims Submission

We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your
insurance company may need you to supply certain information directly. It is your responsibility to comply
with their request. Please be aware that the balance of your claim is your responsibility, whether or not you
insurance company pays your claim. Your insurance benefit is a contract between you and your insurance
company; we are not party to that contract.

Coverage Changes

If your insurance changes, please notify us before your next visit so we can make the appropriate change to
hellp you receive your maximum benefits. If your insurance company does not pay your claim in 45 days,
the balance will be automatically billed to you.




Nonpayment

If your account is over 60 days past due, you will receive a letter stating that you have 20-30 days to pay your
account in full. Partial payments will not be accepted unless otherwise negotiated. Please be aware that if a
balance remains unpaid, we may refer your account to a collection agency.

Missed Appointments

Our policy is to charge for missed appointments not cancelled within a reasonable amount of time. These
charges will be your responsibility and billed directly to you. Please see our full no show and late cancellation
policy if you have further questions.

Self Pay Option

The cash-based billing model is used to simplify the patient experience. We want to provide the best
services or treatment to address health and wellness needs, at an affordable rate. Rather than billing for
each service provided, our self-pay rates are based on the time spent with you:

Evaluations Standard Treatment
30 minutes or less S175 30 minutes or less $100
31 — 44 minutes $200 31 — 44 minutes $125
45 — 59 minutes $225 45 — 59 minutes $150
1 hour or more $250 1 hour or more $175

Our practice is committed to providing the best treatment to our patients. Our prices are representative of
the customary charges for our area, and are subject to change.

Thank you for understanding our payment policy. Please let us know if you have any questions or concerns.

Signature of patient or legal guardian: Date:
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