A Step Ahead Physical Therapy, LLC


Personal/Billing Information

All information given is personal and confidential.
                                                                             Please fill out form completely      

Date: ___________________

Last Name: ___________________________   First Name: __________________________  MI: _______

Maiden Name:  ________________________                                                   Home #:
 _______________________   

     








Cell #:
 ____________________________

Male [],  Female [],   Single [],   Married [],   Divorced [],  Widowed  []       
Fax #:
 _____________________________

 EMAIL Address: 
__________________________
Birth Date ____/____/_______  Age: _____________

Home Address –Street:  _____________________________________________________________

City: _______________________________   Zip: _______________________

Religion: ____________________________________
Insurance Policy Number ____________________________

Insured’s Name _____________________________________

Insurance Company ___________________________________

Insurance Company Contact Info:  Address _______________________________________________________________________





   Phone ______________________________________________

Secondary Insurance Company _____________________________________  Policy Number ______________________________

Insurance Company Contact Info:  Address _______________________________________________________________________





   Phone ______________________________________________

Employer: _____________________________________   [] Full time
           [] Part time 

Work Address –Street:  _____________________________________________________________

City: _______________________________   Zip: _______________________ 
Business phone number: __________________________
Emergency contact: ____________________________________   Phone#__________________ Phone#__________________

 [] Male   [] Female                                               

Relationship to patient: _____________________________________

Address: _____________________________________ APT: _______________

City:  ______________________ State:  _____________  Zip:  ______________

Referring Physician: __________________________     Date of Last Referring Physician Visit _________________  

Surgery/Injury Date: _________________________      Nature of Accident:  ____________________________

Diagnosis: __________________________________
Office/Financial Policy

A Step Ahead Physical Therapy is dedicated to providing the best possible care for you in a warm comfortable environment.  With this in mind, we have provided you with our policies to eliminate any confusion.  It is our goal to keep your insurance and other healthcare requests as simple as possible and to make sure your healthcare experience is delivered with the thoroughness and superior quality you deserve.

Referrals

The State of Georgia requires some form of referral/consultation from or with another licensed healthcare practitioner prior to treatment.  If this is not arranged or received prior to your visit, then only a consultation/evaluation will be performed during the initial visit.  Treatment will begin post referral/consultation.

Scheduling

A Step Ahead Physical Therapy typically schedules a full hour for each patient.  NO other patients are scheduled with that therapist at that time.  This insures you are receiving the best care and getting the most out of your rehabilitation.

Canceled/ Missed Appointments

If you must cancel an appointment, we ask you to call at least 24hrs before your scheduled appointment time.  Any missed appointments, late cancel or no show/no call will result in a $50 charge.  Please Keep your scheduled appointments.
Insurance Coverage

We accept most insurance plans however, we are contracted with Blue Cross Blue Shield PPO/PAR.  All other insurance plans are considered out of network.  We will call and get a breakdown of benefits for you and help answer any questions you may have about your insurance plan.  You will be responsible for any part not covered by your insurance.

We do accept Medicare.  If you do not have a secondary insurance plan you will be responsible for the 20% not covered by Medicare.  If you have a secondary insurance, we will file that for you as well.  You will be responsible for any part not covered by your Medicare and secondary insurance.

There are no guarantees to the accuracy of the verification process or any payment amounts received from your insurance company.  The final indicator of your coverage is the check and or the Explanation of Benefits (EOB).  Therefore: it is your responsibility to monitor the accuracy of the EOB you receive. 

________(initial)
Cash

If you do not have insurance or your insurance has a high deductible you may choose to be a “Cash Patient.”  For patients that pay at time of service, we offer a cash discounted rate.  We will not file or take any insurance information.  However, if you choose to file your own insurance we will provide the proper receipts and documentation to be submitted to your insurance carrier.

Returned Checks

There is a $25 fee for every returned check.  After 2 returned checks we will ask that all future payments be made with cash.

Change of Information

It is important that you keep us updated with any changes in address, phone numbers, and insurances. Any changes will directly affect claims and the ability for us to contact you.

Please read the guidelines, check the appropriate box, sign and date.

( )
Commercial Health Insurance – we will verify your coverage prior to your visit and file your claims.  You are responsible for your co-pays, deductibles 

Or any balances not covered by your insurance.

( )
Medicare – this office files claims

( )
Cash – available to all patients, all fees paid at the time of service



(Cash, Check, Visa or MasterCard)

( )
Workers Compensation – if you have notified your employer and have a claim number and it has been pre-verified by this office to bill the insurance carrier, there should be no charge to you.

If at any time you have any questions, please call our office at (770) 998-6636.  It is our pleasure to help you.

Acceptance

I accept the financial policy of A Step Ahead Physical Therapy.

______________________________________________   _______________________

Signature






Date

A STEP AHEAD PHYSICAL THERAPY, LLC

AUTHORIZATION OF PAYMENT OF BENEFITS TO PROVIDER

I authorize payment of medical benefits to A Step Ahead Physical Therapy for the provision of physical therapy services.  I understand that I am fully responsible for all fees that are not covered by my insurance except those prohibited by my insurance carrier. 

Name: ________________________________  Date:___________________

           AUTHORIZED  SIGNATURE

Release of Medical Information 

I authorize the release of any medical or other information necessary to process medical claims and as necessary between healthcare providers including but not limited to Athletic Trainers involved in my care. I also request payment of government benefits to A Step Ahead Physical Therapy who accepts assignments.

Name: ________________________________  Date:___________________

           Authorized Signature

If over 18 but still under a parent or guardian care/insurance,  please list the parent(s) or guardian(s) you allow to release information to:
____________________________________________ relationship  _____________________________

____________________________________________ relationship  _____________________________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTIVES 
I acknowledge that I have been given a copy of and have had the opportunity to read the Notice of Privacy Practices.  In addition, I acknowledge that by signing below I am providing consent for the use of my PHI in the manner described in the Notice of Privacy Practices.

Name: ________________________________  Date:___________________

           Authorized Signature
Notice of Privacy Practices

Effective Jan 21, 2004

Updated Aug 1, 2007
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN OBTAIN ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures   Your protected health information (PHI) will be used for the purposes of treatment, payment and health care operations.  Please see examples of each below:

Treatment:  Sharing of medical information between healthcare providers that are involved in your care (i.e. your physician, other therapists, etc)

Payment:   Sending of billing information through to your insurance company

Health Care Operations:  Periodic quality assurance monitoring

Other Special Uses:  Use your PHI to contact you for an appointment reminder or to inform you of other health-related services.

In addition to the above uses, your PHI may be utilized or disclosed for the following circumstances:

· with a family member or friend involved in your care if you do not object

· in an emergency situation when you may not be able to express yourself

· when required by law by court order or subpoena

· when required by law to report to health oversight agencies

· when necessary to comply with Worker’s Compensation, U.S. Military, or similar programs that provide benefits for your work-related injury or illness

· when necessary to prevent or lessen a serious threat to the health or safety of another person or the public

For all other uses not mentioned above, you will be asked for your written authorization.  

Patient Privacy Rights

Restrictions: You have the right to request restrictions on how your PHI is used, however, we are not required to agree with your request. If we do agree, we must abide by your request. 

Confidential:  You have the right to request communications in a confidential manner such as providing an alternate address or phone number

Access to Medical Information:  You have the right to inspect or have a copy of your medical information.  A reasonable fee for copying and postage may be charged.

Ammendments: If you disagree with any of your PHI, you have the right to request in writing an amendment be made.  If a mutual agreement can not be made, then the request is not required to be granted.  In this case, your written statement of disagreement will become part of your record.  Also, any part of your medical record that was created by other entities or providers may not be amended by this provider.

Accounting of Disclosures: You have the right to request an accounting of the disclosures made except for those that were made with your specific authorization or for treatment, payment, or health care operations.

Complaints

At any time that you feel that your privacy rights have been violated, you may register a complaint in writing to Brad Freemyer, PT @ 930 Woodstock Road, Suite 310, Roswell, GA 30075.  In no circumstances will you be penalized or receive retaliation for any complaint.  If you are not satisfied with the response to your complaint, you may complain directly to the U.S. Secretary of Health and Human Services or the Georgia State Board of Physical Therapy. 

Our Duty to Protect Your Privacy 

We are required to comply with the federal health information privacy regulations by maintaining the privacy of your PHI. These rules require us to provide you with this document, our Notice of Privacy Practices and to follow the terms listed. We reserve the right to update this notice.  If we do update this notice at any time in the future, you will receive a revised notice when you next seek treatment from us. 

