BONITA SPRINGS SPORTS &
PHYSICAL THERAPY CENTER, INC.

REGISTRATION FORM
PLEASE PRINT

—
FIRST: LAST: MIDDLE INITIAL.:

LOCAL ADDRESS: UNIT/APT#

CITY: STATE: ZIP:

PHONE: CELL:

DATE OF BIRTH: SEX: MALE / FEMALE

EMAIL: MARITAL STATUS: M / W / S / D
EMERGENCY CONTACT; PHONE:

NORTHERN ADDRESS: PHONE:

CITY: STATE: ZIP:
DOCTORS NAME: Dr. PHONE #:

SURGERY OR INJURY DATE:

HAVE YOU HAD ANY PHYSICAL THERAPY SOMEWHERE ELSE THIS YEAR? YES / NO
HAVE YOU HAD ANY HOME HEALTH THIS YEAR? YES / NO
**IF YES, WHEN WERE YOU DISCHARGED?***
HOME HEALTH COMPANY :

UNFORTUNATELY, WE ARE NO LONGER ABLE TO ACCEPT "AUTO INSURANCE CLAIMS" (
IS THIS VISIT RELATED TO A MOTOR VEHICLE ACCIDENT? YES / NO

2014 PIP Law Revision)

HOW DID YOU HEAR ABOUT US?




Patient Consent, HIPAA Acknowledgement,
Authorization & Financial Responsibility
Bonita Springs Sports & Physical Therapy Center, Inc.

1, Consent for Treatment

I'voluntarily consent to receive a physical therapy evaluation and follow-up treatment (if or as indicated) provided
or supervised by a licensed physical therapist in accordance with applicable federal and Florida law.

2. HIPAA Acknowledgement

l'acknowledge that I have received or been offered a copy of the Notice of Privacy Practices and understand how
my protected health information (PHI) may be used and disclosed as permitted by law.

3. Authorization to Release Information. Please check boxes that apply.
I'authorize the clinic to disclose the minimum necessary protected health information for:
. O Treatment

. O Payment

. O Health Care Operations
. U] Referring Physician

. [ Insurance Company

. O Attorney (if applicable)
Other:

4. Communication Authorization
lauthorize the clinic to leave voicemail messages regarding:

. U Appointments / Reminders
. O Billing
. [ Test Results

Preferred Phone Number:
Authorized Person (if any):

Relationship:

5. Assignment of Benefits

I'assign my insurance benefits to Bonita Springs Sports & Physical Therapy Center, Inc. for services rendered and
authorize payment directly to the provider.

6. Financial Responsibility

Tunderstand that I am financially responsible for all applicable copayments, deductibles, coinsurance, non-covered

services, and any balance remaining after insurance payment. Delinquent accounts may be referred to a collection
agency in accordance with applicable law and clinic policy.

7. Revocation

lunderstand that I may revoke this authorization in writing at any time, except to the extent that action has
already been taken in reliance on it.

Patient Name: Date:

Patient Signature:

This form combines Consent for Treatment, HIPAA Acknowledgement, Authorization to Release Information,
Communication Preferences, Assignment of Benefits, and Financial Responsibility into a single document.



CURRENT MEDICATION LIST

Medicare requires us to maintain a complete and up-to-date record of all medications you are currently taking.
Please include Prescription medications, Over-the-counter (OTC) medications, Herbal supplements, Vitamins and

minerals, Dietary or nutritional supplements, or any other medications or health products you take regularly.
Thank you for your cooperation!

PATIENT NAME:
DATE OF BIRTH:

Please provide the following information for each item listed.

DRUG NAME DOSAGE FREQUENCY ROUTE(oral, Inject, Patch, Etc) REASON YOU TAKE THIS DRUG

Please consult with your physician(s) or pharmacist to ensure that all prescription medications, over-the-counter
medications, vitamins, herbal products, and dietary supplements you are taking are safe to use together. Do not start,
stop, or change any medication or supplement without first discussing it with your healthcare provider.



BONITA SPRINGS SPORTS & PHYSICAL THERAPY CENTER, INC.
26201 S. TAMIAMI TRAIL
BONITA SPRINGS, FLORIDA 34134

(239) 498-0558

CREDIT CARD PAYMENT AUTHORIZATION

CREDIT CARD INFORMATION

CARD TYPE: o MASTERCARD 0O VISA 0 DISCOVER o AMEX

CARDHOLDER NAME (AS SHOWN ON CARD):
CARD NUMBER:

EXPIRATION DATE (MM/YY):
Cw (SEg;CURITY CODE):

CARDHOLDER ZIPCODE (FROM CREDIT CARD BILLING ADDRESS):

) | , AUTHORIZE
BONITA SPRINGS SPORTS & PHYSICAL THERAPY CENTER TO CHARGE MY CREDIT

CARD ABOVE FOR MY COPAYMENTS, COINSURANCES, DEDUCTIBLES AND ANY
OTHER BALANCES ON MY ACCOUNT (SUCH AS: NO SHOW FEE, MASSAGE
PACKAGE, ETC.). IUNDERSTAND THAT MY INFORMATION WILL BE SAVED ON FILE
FOR FUTURE TRANSACTIONS ON MY ACCOUNT AND THAT THERE WILL BE A 3%

PROCESSING FEE THAT APPLIES TO ANY USE OF CARD PROCCESSES THROUGH THE
CARD TERMINAL.

CUSTOMER SIGNATURE DATE



