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	HISTORY & INFORMATION


Date form completed:_______________ Person completing form:​_____________________________________________
Name: ____________________________________________________________________________________________




First



Middle




Last

Birth Date: _________________________ Age: ____________  SSN: _____________________Sex: ( Male ( Female

Address: __________________________________________________________________________________________




Street





City/State


Zip

Phone: Home _________________________ Cell: _________________________ Work:__________________________
Email:_______________________________ Preferred Way to Contact You: ( Home  ( Cell  ( Work  ( Email

Marital Status: ( Single ( Married ( Widowed ( Divorced ( Separated

Employment Status: ( Employed ( Unemployed ( Disability ( Retired 

Employer Name/Address:_____________________________________________________________________________

EMERGENCY CONTACT: _______________________________________________ PHONE: ___________________




Name/Relation

IF PATIENT IS A MINOR, PLEASE COMPLETE THE FOLLOWING:

Parent/Guardian Name/Relation: ____________________________________________ Phone: ____________________

Address: __________________________________________________________________________________________




Street





City/State


Zip

Parent/Guardian Employer: ______________________________________________ SSN: ________________________
	MEDICAL HISTORY


Primary Physician: ________________________________ Referring Physician:_________________________________
Medical Diagnosis: ___________________________________________ Date of injury/surgery: ___________________

Have you had any other treatment for this condition such as physical/occupational therapy, chiropractor, etc? __________

If yes, when and where?______________________________________________________________________________

Please list all prescription and over-the-counter medication you are taking: _____________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please list recent diagnostic studies (CAT scan, MRI, X-ray, etc), when taken, and who was the ordering physician: __________________________________________________________________________________________________

Please list all surgeries and hospitalizations; include dates and the reason for the procedure or hospital stay: ___________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Please circle all conditions that apply to you, either presently or in the past:
High Blood Pressure

Heart Attack/Chest Pain

Other Heart Disease

Stroke

Anemia

Blood Clots

Asthma

COPD

Other Lung Disease

Emphysema/Bronchitis 

Epilespy/Seizures

Dizziness/Fainting

Brain Injury 

Parkinson’s Disease

Multiple Sclerosis

Lupus/SLE

Diabetes 

Fibromyalgia

Cancer

Hepatitis

Headaches

Bulging Disc 

Gout

Osteoporosis

Rheumatoid Arthritis
Osteoarthritis

Pregnancy

Allergies

If yes to allergies, please list here: ______________________________________________________________________

Please list other pertinent history not listed:_______________________________________________________________

_________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
What concerns do you have or goals that you hope therapy will address regarding pain or functional abilities?__________

_________________________________________________________________________________________________
_________________________________________________________________________________________________
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Please rate your average discomfort/pain on the scale below:

0 _____________________________________________ 10


(no pain)




(severe pain) 
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Please rate pain on a scale from 0-10 at its best __________ 
Please rate pain on a scale from 0-10 at its worst _________

Please map your areas of discomfort on the body map:

Please mark areas of Pain with XXX
Please mark areas of Numbness/Tingling with 000
Please mark areas of Weakness with ***
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THERAPY POLICY

Appointments:

1. Therapy times are specific for each patient. Be prompt so you have your complete time in therapy.

2.
We require a 24-hour notice for cancellations.  A fee of $25 will be charged for any appointments not cancelled or rescheduled with 24-hour notice.  This is NOT a fee that can be billed to your insurance.

3.
We have the option to discontinue services if appointments are broken frequently.
4.
The scheduled appointment time includes preparation, activities, discussion and review of home assignments. Please do not extend discussion time past your scheduled visit so that we are timely with everyone. Increased time may be billed to you and increase your costs for that session.

5.
If you request an additional conference, this is also part of the therapy process and is a billable service.

6.
YOUNG CHILDREN SHOULD NEVER BE LEFT UNACCOMPANIED BY THE PARENT/CAREGIVER. Our staff are not responsible for supervising children.

Therapy:
1. Therapy is an ongoing process.

2. Daily home practice recommended by your therapist is required in order to gain improvements.

3. If progress is not observed due to poor daily practice routines, we may discontinue services.

4. When available, observation by family members is important for home carry-over programs.

5. You may request a copy of your current report for your personal records at no charge.

Regarding Insurance:
1. We require a signed financial agreement prior to treatment.

2. You are ultimately responsible for inquiring about insurance coverage and benefits. Your insurance policy is a contract between you and the insurance company, not with Blue Ridge Therapy Associates.

3. Blue Ridge Therapy Associates will file with your insurance as a courtesy to you and accept assignment of your insurance benefits. Payments from non-participating insurance companies may result in balance billing to the guarantor above any copays, co-insurance, or deductibles.
4. All applicable deductibles, co-payments & charges are your responsibility. Pay at the time of treatment unless other arrangements are requested.

5. if your insurance company has not paid your account within sixty days, the balance may be billed to you according to our signed financial payment agreement.

6. You may opt to provide us credit card information and authorize to bill that account for the balance.

7. Some of our services are not considered medically necessary under your policy and may not be covered.

8. We are committed to provide you with the best treatment. We charge usual and customary rates for our area.

9. YOU ARE RESPONSIBLE FOR PAYMENT REGARDLESS OF ANY INSURANCE COMPANY’S ARBITRARY DETERMINATION OF USUAL AND CUSTOMARY RATES.
10. If any unpaid balance becomes assigned to a collection agency, I agree to pay all collection agency fees, court costs and attorney fees.  I agree that this authorization shall be valid until rescinded in writing or replaced by an updated agreement.
Blue Ridge Therapy Associates participates with several universities for student observation and internships.

I   ( DO    ( DO NOT authorize student observations and intern directed therapy with the direct or indirect supervision of a licensed professional.

Signature




Date
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INSURANCE INFORMATION & FINANCIAL POLICY

Patient Name:






 Responsible Party:





Physician:








Fill in what applies:

Medicaid #: ___ ___ ___- ___ ___ ___ ___ ___ ___- ___ ___- ___- ___   Medicare#: ___ ___ ___- ___ ___- ___ ___ ___ ___

       Case Number



ID Number           SI

If therapy concerns a child, has the child received therapy in public schools that is billed to Medicaid?   ( Yes  ( No
	
	Primary Insurance
	Secondary Insurance

	Name/relationship to patient
	
	

	Employer


	
	

	Employer Address


	Street

City/State/Zip
	Street

City/State/Zip

	Work Phone Number
	
	

	Social Security Number
	
	

	Group Number
	
	

	Certificate Number
	
	

	Deductible & Co-pay amounts
	Deductible                                   Co-pay
	Deductible                                   Co-pay


Authorization/Release

I authorize Blue Ridge Therapy Associates, Inc. to release diagnosis, evaluation and treatment documentation to my insurance company and referring physician/health practitioner. I authorize and request my insurance benefits directly to Blue Ridge Therapy Associates, Inc. If my situation involves a divorce decree regarding minor dependents, I am responsible for any charges. I have read this financial policy. I understand and agree to this financial policy.

_____ Medicaid Patients: Starting _______,  I understand that Medicaid will pay for my ______________ evaluation and/or therapy as long as I am  eligible for Medicaid and the billed service. If I become ineligible for Medicaid or the billed service, I understand that I will be responsible for the full amount of the bill. I also understand that even if I am eligible for Medicaid and the billed service, I may still be subject to a per visit copay. 
______Private Insurance Patients: Starting _______, I understand that my insurance company may or may not pay the full amount of the bill for ______________ evaluation and/or therapy and that I am responsible for any non-covered services, deductibles, co-insurances and/or copays.

________________________________________________


Signature Responsible Party



Date

Blue Ridge Therapy Associates, Inc.
CONSENT FORM

(For Use and Disclosure of Protected Health Information for 

Treatment, Payment, or Healthcare Operations)

I understand that as part of my healthcare, Blue Ridge Therapy Associates, Inc. originates and maintains health records describing my health history, symptoms, examination and test results, diagnosis, treatment, and any plans for future care and treatment.  I also understand this information serves as:

· A basis for planning my care and treatment

· A means of communication among the many health professionals who contribute to my care

· A source of information for applying my diagnosis and surgical information to my bill

· A means by which a third party payer can verify that services billed were actually provided

· And a tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals.

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures.  I understand that I have the right to review the notice prior to signing this consent.  I understand the Practice reserves the right to change their notice and practices, and prior to implementation, will mail a copy of any revised notice to the address that I have provided if there is a need to use or disclose any protected health information.  I also understand that I have the right to restrict as to how my health information may be used or disclosed to carry out treatment, payment or healthcare operations and that the Practice is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that the Practice has already taken action in reliance thereon.

With this consent, Blue Ridge Therapy Associates, Inc. may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my clinical care, including testing results among others.

With this consent, Blue Ridge Therapy Associates, Inc. may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked Personal and Confidential.

With this consent, Blue Ridge Therapy Associates, Inc. may e-mail to me appointment reminders and patient statements.  I have the right to request that Blue Ridge Therapy Associates, Inc. restrict how it uses or discloses my PHI to carry out TPO. However, the Practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting Blue Ridge Therapy Associates, Inc. to use and disclose any of my PHI to carry out my TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, Blue Ridge Therapy Associates, Inc. may decline to provide treatment to me.

Print Patient Name:  






Date of Birth:  







Signature of Patient or Legal Guardian: 







Date: 






Dev. 2/03

Blue Ridge Therapy Associates, Inc.

NOTICE OF INFORMATION PRACTICES
This notice describes how information about you may be used and disclosed and how you can gain access to this information.  Please read it carefully.

1. Blue Ridge Therapy Associates, Inc. may use and disclose protected health information for treatment, payment and healthcare operations. Examples of these include, but are not limited to, requested preschool, or sports physicals, referral to nursing homes, foster care homes, home health agencies and/or referral to other providers for treatment.  Payment examples include but are not limited to insurance companies for claims including coordination of benefits with other insurers; collection agencies.  Healthcare operations include, but are not limited to, internal quality control and assurance including auditing of records.

2. Blue Ridge Therapy Associates, Inc. is permitted or required to use or disclose protected health information without the individual’s written consent or authorization in certain circumstances.  Two examples of such are for public health requirements or court orders.

3. Blue Ridge Therapy Associates, Inc. will not make any other use or disclosure of a patient’s protected health information without the individual’s written authorization. Such authorization may be revoked at any time.  Revocation must be written.

4. Blue Ridge Therapy Associates, Inc. will abide by the terms of this notice currently in effect at the time of the disclosure.

5. Blue Ridge Therapy Associates, Inc. reserves the right to change the terms of its notice and to make new notice provisions effective for all protected health information that it maintains.  Blue Ridge Therapy Associates, Inc. will provide each patient with a copy of any revisions of its Notice of Information Practices at the time of their next visit, or at their last known address if there is a need to use or disclose any protected health information of the patient.  Copies may also be obtained at any time at our office.

6. Any patient, guardian or personal representative has the right to object to the use of their health information for directory purposes.

7. Any patient, guardian or personal representative has the right to request to inspect and obtain copies of their medical record.

8. Any patient, guardian or personal representative has the right to request amendments be made to their medical record.

9. Any patient, guardian or personal representative has the right to request a six-year accounting of all disclosures of their medical record.  The history will be provided within 60 days of the request and a reasonable charge may be assessed for any copies after the first requested in a 12-month period.

10. Any patient, guardian or personal representative has the right to request restrictions as to how their health information may be used or disclosed to carry out treatment, payment or healthcare operations.  The Practice is not required to agree to the restrictions requested, but if the Practice does agree, the Practice must abide by those restrictions.

11. Any person/patient may file a complaint to the Practice and to the Secretary of Health and Human Services if they believe their privacy rights have been violated.  To file a complaint with the practice, please contact the Privacy Officer at the following address and/or phone number: Blue Ridge Therapy Associates, Inc., 1948 Thomson Drive, Lynchburg, VA 24501, Telephone 434-845-8765 Fax 434-845-8467. All complaints will be addressed and the results will be reported to the Privacy Officer.

12. It is the policy of Blue Ridge Therapy Associates, Inc. that no retaliatory action will be made against any individual who submits or conveys a complaint of suspected or actual non-compliance of the privacy standards.

Name of Patient:  




Signature of Patient or Legal Guardian 






Date:  
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