Authorization for Release of Information and Payment Requerst

I hereby authorize Phoenix Therapy and Rehabilitation. Inc. Provider 68-6752 and/or Family Wellness
Center. Inc. the use of disclosure of my individually identifiable health information as described below.
I understand that this authorization is voluntary. | understand that if the organization auvthorized to
reccive the information is not an attorney requesting information in writing. health plan or health care
provider the released information may no longer be protected by federal privacy requlations. 1f
Automobile Accident related. this form conforms to Florida **Mo Fault™” Auto Insurance law (Chapter 71-
252 f.5.). | also avthorize my physicians. hospitals. nursing facilities and other medical agencies to
release to Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness Center. Inc.. any portion of
my medical records or copies thereof which may be requested by Phoenix Therapy and Rehabilitation,
Inc. and/or Family Wellness Center. Inc. | certify that the information given by me in applying for
payment under Title XVII of the Social Security Act is correct. | request that payment of authorized
benefits be made on my behalf . 1 also avthorize the release of records that may be required by other
payment sources.

Patient Name: Signed

Witness: Signed

Petsons/Organizations providing the information:

Phoenix Therapy and Rehabilitation, Inc. and/or Family Wellness Center. Inc.

16211 South Military Trail. Svite 290. Delray Beach. florida 33184

Information to be released:
The complete history in possession of Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness

Center, Inc. concerning my illness and/or treatment.




Patient Care Insurance Agreement

In Convsideration of your undertaking to care for me. | agree to the following:

1. Inthe event any insurance company. obligated by contractual agreement to make payment to

me or to you for the charges made for your services, refuses to make such payment upon demand
by you. or does not make payment within sixty days of your billing. 1 will become personally
responsible for the amount. 1 will have thirty days to clear that account. If the account is not
cleared in thirty days. 1 hereby auvthorize you to collect any outstanding amount on my credit
card listed below.

Any insurance checlus that may be forwarded to me for servicers received at Phoenix Therapy and
Rehabilitation. Inc. and/or Family Wellness Center. Inc. and not paid for. will be endorsed by
me and turned over to Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness Center.
Inc. within five working days of receipt. for payment on my account. If 1 do not clear this
portion of my account within five days. | hereby authorize you to collect the full amount of my
account on the credit card listed below.

finy balance that is on my account will be paid for and cleared within 30 days of notification of
amount. If a balance remains within thirty days. 1 hereby avthorize you to collect that amount
in full on the credit card listed below.

Name on Card Credit Card Type: MasterCard Visa

Card Number Expiration Date___ /|

Signature Witness Signature
Witness Name

Consent For Treatment

l. . hereby personally. or through my physician, request treatment by Phoenix

Therapy and Rehabilitation. Inc. and/or Family Wellness Center. Inc. | have had an explanation of the
proposed plan of treatment and 1 do hereby consent to such treatment by doctors. nurses. therapists or
assistants as may be reasonably prescribed by my phuysiscan and/or may be indicated by prudent
medical practice by my illness. injury or condition. This consent avthorization is required by Medicare
and some insurance companies prior to the to the initiation of treatment and is intended as a waiver of
liability for such treatment. Patient rights and responvsibilities have been explained to me. and |
undetrstand these rights as explained. Signature Date__ /| |

Assignment of Benefits

To insurance and third parties: 1. the undersigned. do hereby auvthorize and aszign payment directly to
Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness Center. Inc.. the insurance benefits
herein specified and otherwise payable to me. 1 understand that | am financially responsible to
Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness Center. Inc.. for the charges not

covered by this avthorization. | further authorize the release of any information required for payments

of services rendered. Signature PDate ___/___/




Phoenix Therapy and Rehabilitation, Inc.

fFamily Wellness Center, Inc.
Hardship Agreement

Date-

By my signature below | am requesting that Phoenix Therapy
and Rehabilitation, Inc ¢va Advanced Therapy Center of
Delray Beach and/or Family Wellness Center. Inc.. reduce
their normal and customary fees charged s0 as to allow me
to reccive the therapy that | require. My financial
circumstances are such that if | were to pay the customary
fecs charged. then | would be forced. due to economic
reasons, to refuse the care that my condition necessitates.

| recognize that any agreement made to assist me is purely
confidential and that my fee arrangement would be
different than that which is standard in the office.

If my insurance company policy demands full payment of
the deductible or co-pays. | agree that it is my responsibility
to notify my insurance carrier that due to economic hardship
I am only making partial payment.

Printed Patient’s Name

Signature

Witness Signature



Health History

Name:

Today’s Date

Please select all choices. whether present or past. that apply to the patient:

__Abdominal __Bulimia

Pain

__Hay fFever

__Kidney Discase

__Prostate
Discase

__Rllergies __GCancer

__Headaches

__Thyroid
Discase

_ _Rapid Heart
Rate

__Colitis

__Angina

__Heart Attacks

__liver Disease

__HIV/AIDS

__Anorexnia __Gonvulsions

__Heart Disease

__lung Disease

__Scoliosis

__Rottic __Diabetes

Ancurysm

__Blood Pressure Problem

STD

__Acthritis __Dislocated

Joints

__Rheumatic Fever

__Painful
Urination

__Sickle Cell
Anemia

__Asthma __Dizziness

__lrregular Bowel

__Osteopororis

__Tuberculoris

__Blood Disorder | __Emphysema

__lrregular Menstrual

__Pacemaker

__Breast Soreness | _ Epilepsy

__Stroke

Pms

__Detfibrillator

__Sinus Trouble __Dirsc Disorder

__Vaginal Discharge

__Polio

__Joint
Replacement

__Ulcer __Fainting

Medications 1.

__lrritable Colon

Reason

__Profuse Mensers

__Pregnant (

Reason

Reason

1,

Reason

Reason

6.

Reason

Patient Exercises: __Moderately: __Occarsionally: __Rarely : _ _Regularly : __Never.

Patient Smokes: __2+packs/day :

2 packs/day: __1 pack/day:

0-1/2 pack/day: __flever

Patient Uses Alcohol: __Excessively: __Moderately: _ Occarsionally: __Rarely: __flever.

fAllergics: __
Past Surgical History: 1. Date:__/__/

Type:

latex: __lotions: __Rubbing Alcohol: __No Known Allergies.

Remaining Complaints:

Complications or Remaining Complaints:
Accidents/Falls 1. Date:

#2 Date:__/ |

Complications or

Complications or Remaining Complaints:
#2. Date: :
Type:

Complications or Remaining Complaints:
Signature




last

Phoenix Therapy and Rehabilitation, Inc.

fFamily Wellness CGenter, Inc.
16244 South Military Trail. Delray Beach.

fFlorida 334841

Personal Information

Street Address

s mi s Sexn

Zip Code

Home Phone (

¢ Social Security Number

: State

: Office Phone (

Cell Phone: (

)-

: Student?__ Married?

: e-mail

Date of Birth

@

: Occupation

Driver license Number

Primary Insurance Co.

Type (HMO. PPO. Auto. Worker Comp)

Insurance Co. #2

: State of lssue

financial Information

Effective Date___ /| |/

: ID#

: Type

Covered by VA or Black lung Benefits?

Insurance/other)

Address

: lawyer Info (If Applicable) Name

Phone Number (

)-

: City

¢ Who's Financially Resp. (Sclf/Wife's




Claim Information

Avto Accident? s Work Related? s Other? ¢ No Injury (skip section)

Claim lumber ¢ Date of Injury ¢

Date of 1" visit for this injury ¢ Date of Similar Symptoms:

fire you employed? : Company name

If injured. work related? ¢ I Yes, authorization number

State where accident occurred : Hospitalized?

If applicable. dates you are vnabletowork ___/__ | through of present,

Referral Information

Referring Physician Name Type of Doctor :

Other Referral Source Name

Phone Number of Referral Source (_ )-

Your Doctor’s Street Address

State : Zip Code

Referral Board Consent

Upon your referral of others to this office for treatment. with your approval. we will post your

name in order to say “Thanks*". You therefore. if signed. hereby agree to accept all
conditions set forth in this limited consent and relearse. I, the undersigned. hereby give
Phoenix Therapy and Rehabilitation. Inc. and/or Family Wellness Center. Inc. to post my
name on the Referral Board in acknowledgment for the referral of new patients. The
permission granted here excludes any health care related data. and is strictly limited to the
use of my name in acknowledgment of referring a new patient to the practice. By signing this
limited consent and release form, | the undersigned. represent that 1 am over 18 yeatrs of age.
(If under 18, a parent’s signature is required.) Sign (optional)







