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The Art and Science of Rehabilitation...

313 E. 8™ Ave. ¢ Eugene, OR 97401 ¢ p. 541.4864.0693 * f. 541.343.6206

www.becomebodywise.net

Maximize Your Potential... Become Bod\/wise!




PATIENT REGISTRATION

*USE BLACK INK ONLY*
	PATIENT INFORMATION

NAME:___________________________________________________________________        DATE OF BIRTH:________________________         SEX:     M       F

ADDRESS:__________________________________________________________MAILING ADDRESS(if different):________________________________________________

CITY:________________________________________ ST:_______ZIP:_______________ SSN:________________________________ DL#_____________________________

PHONE #’S:           HOME:______________________________________   WORK:___________________________________  CELL: :___________________________________
EMPLOYER:____________________________________________________________________________________________________________________________________

REFERRING PHYSICIAN:_____________________________________________________  PHYSICIAN OFFICE PHONE:_____________________________________________

HOW DID YOU HEAR ABOUT US? __________________________________________________________________________________________________________________
EMERGENCY CONTACT/RELATIONSHIP & PHONE: ____________________________________________________________________________________________________
RESPONSIBLE PARTY INFORMATION(IF PATIENT IS UNDER 18 YEARS OLD)
GUARANTOR NAME:___________________________________________________________________   DATE OF BIRTH: ________________________        SEX:     M       F

ADDRESS/MAILING ADDRESS (if different from above):________________________________________________________________________________________________

CITY:________________________________________ ST:_______ZIP:_______________ SSN:________________________________ DL#_____________________________

PHONE #’S:           HOME:______________________________________   WORK:___________________________________  CELL:____________________________________
EMPLOYER NAME:______________________________________________________________   EMPLOYER NUMBER:_____________________________________________

	PRIMARY HEALTH INSURANCE INFORMATION

NAME OF INSURANCE COMPANY:________________________________________________________________     INSURANCE PHONE: ______________________________
SUBSCRIBER NAME:___________________________________________________________________________    DATE OF BIRTH:__________________________________
SUBSCRIBER ID #:_____________________________________________________________________________   POLICY/GROUP #:_________________________________

	SECONDARY HEALTH INSURANCE INFORMATION

NAME OF INSURANCE COMPANY:________________________________________________________________     INSURANCE PHONE: ______________________________

SUBSCRIBER NAME:___________________________________________________________________________    DATE OF BIRTH:__________________________________

SUBSCRIBER ID #:_____________________________________________________________________________   POLICY/GROUP #:________________________________

	MVA/WORKERS COMPENSATION INSURANCE INFORMATION

NAME OF MVA/WORKER’S COMP INSURANCE:________________________________________________________________________________________________________
EMPLOYER:__________________________________________________________________________________    EMPLOYER PH:___________________________________

ADJUSTER:______________________________________________________________________________________ PHONE # & EXT:________________________________

DATE OF INJURY:________________________________________________________________ CLAIM #:_______________________________________________________

CLAIMS MAILING ADDRESS:_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________


Automated Data Systems Inc. (ADSI) provides billing services for Bodywise Physical Therapy.  Please review the statements below then sign and date where specified.

       *I authorize assignment of insurance benefits to Bodywise Physical Therapy.  

       *I authorize Automated Data Systems Inc. (ADSI) to furnish any and all insurance information necessary to process all claims.

_________________________________________________________________________________       _______________________________

 Patient Signature/Guarantor Signature (if applicable)

          
                                        Date

Financial Agreement/Assignment of Benefits and Release of Medical Records

I certify that I have insurance coverage with: (Please list the name of the insurance carrier in order of coverage.)
MVA/Workers Compensation Insurance:_________________







______________
Primary Health Insurance:





Secondary Health Insurance:       



      

As courtesy to our patients, our billing office ADSI will file insurance claims to those carriers you have listed.  In order for our billing office to file claims on your behalf it is important that you provide us with complete and accurate information to create and file a claim on your behalf.  
Please initial after reading the following pages.

_________ (initial) It is my responsibility as the entity covered by your insurance carrier to become familiar with and understand your insurance benefits completely.  Please be advised that the representatives of Bodywise Physical Therapy cannot define your insurance plan benefits, or any coverage that may or may not be available to you. Our billing office files the claim to your insurance, they do not adjudicate or process insurance claims.  If you have questions regarding your coverage and/or claims filed we advise you to contact your insurance plan.

__________ (initial) I, patient, understand and agree that I am responsible for and guarantee payment in full to Bodywise Physical Therapy for services and supplies whether or not those services and supplies are covered by my Medical Insurance, Workers Comp or Motor Vehicle claim. 
__________ (initial)  Medicare/Medicaid Clients  I, patient, understand I will be held financially responsible if I request services that I have been informed are not covered by Medicare/Medicaid Insurance plan.
__________ (initial) I, patient, understand that any co-pays, deductible and coinsurance dollars not yet satisfied, will be due on the date of each service prior to treatment.  The representatives of Bodywise Physical Therapy will make every attempt to obtain this information accurately from your insurance carrier prior to your admission for treatment.  If a parent or separate entity other than myself is represented as the Guarantor/ Responsible Party of my account, and has not accompanied me to my appointment, I understand that I am still required to pay any deposits deemed due by Bodywise Physical Therapy on the date of my service.  Any patients that are not prepared to make a deposit toward their ESTIMATED uninsured balance may be rescheduled upon the discretion of the therapist responsible for that day’s treatment.  Please note that any payments made on the date of services are considered a DEPOSIT toward your ESTIMATED patient balance.  Patient balance still may be due upon receipt of response from your insurance carrier.  Patient will then receive a monthly statement as defined in the following paragraph.

__________ (initial) I, patient, understand that Bodywise Physical Therapy processes patient billings on a monthly basis.  All unprocessed/unpaid insurance claims will be transferred to patient balances.  Payment in full for balances on patient statement is due upon receipt of statement.  Any payment for balance due not received within 30 days of date of the statement will be considered past due.
There will be a 5% service charge ($5.00 minimum) applied to all patient balances over 30days.


FOR WORKERS COMP PATIENTS ONLY REGARDING NO SHOWS & LATE CANCEL APPOINTMENTS:
 I, patient understand that Bodywise Physical Therapy has a strict no show & late cancellation policy.  Under Workers Compensation Laws, Providers are legally unable to charge me for no shows or late cancellations.  Due to this factor, I will be given one chance.  If I violate this policy, representatives of Bodywise Physical Therapy reserve the right to discharge me from their care.  Bodywise Physical Therapy takes the care and services they provide as well as their policies very seriously as they hope their patients do.  __________ (initial)  
NO SHOWS & LATE CANCEL APPOINTMENTS FOR ALL PATIENTS EXCLUDING WORKERS COMP:
I, patient understand that Bodywise Physical Therapy has a 24-hour business day policy for cancellations and missed appointments.  If I fail to arrive for my scheduled appointment or do not provide the 24-hour business day notice for cancellation of my appointment, Bodywise Physical Therapy will charge my account $50.00.  In addition, if I arrive 30 minutes late, my appointment will be rescheduled and I will be charged $50.00.  Upon the 3rd violation of this policy the representatives of Bodywise Physical Therapy reserve the right to charge my account the full fee of a 45 minute appointment and/or discharge me from their care.  Payment for a missed appointment is due upon my next visit.    __________ (initial)  

SIGNATURES: With my signature below, I, patient understand, agree and accept all conditions as noted in this document, Bodywise Physical Therapy Financial Agreement, Assignments of Benefits Authorization and Release of Medical Records.
· I request any payments on my behalf be made to and sent directly to Bodywise Physical Therapy at PO BOX 50730, Eugene, OR 97405.

· I authorize ADSI and their representatives to furnish any and all information necessary to process insurance claims on my behalf.  

· I can at any time request a copy of this document.  I, patient understand that Bodywise Physical Therapy must retain the original and any photo static copy of this document shall be considered effective and as valid as the original.

· In the event that my patient account be referred to an outside professional collection agency or attorney for collection, I agree to pay any and all attorney fees, as well as any and all collection agency expenses associated with the collection of my account whether suit is filed or not.
· I, patient, hereby authorize Bodywise Physical Therapy to request/and or receive any and all medical records from my previous physician(s) regarding the treatment I am undergoing at Bodywise Physical Therapy. 
____________________________________     _______          ____________________________________      _______
 Patient Signature (age 18 and over)
      Date

 Guarantor Signature

                     Date

____________________________________
               ____________________________________

 Printed Patient Name



                Printed Guarantor Name
ALL PATIENTS: 
I have received, reviewed, understand and signed the Privacy Practices Document.

____________












      Initials

I decline to review and sign the Privacy Practices Document.

____________









      Initials


Thank you for choosing Bodywise Physical Therapy.  We appreciate your cooperation in reviewing and
completing this document.  Please do not hesitate to contact one of our
representatives should you have any questions or concerns.


Non-Covered Supplies and Equipment

The following list is about the cost of supplies and equipment that may be issued to you during your treatment.  All payments for supplies are collected at the time they are given out.  Motor Vehicle and Workers Comp patients may be held responsible for any supplies/equipment given if insurance does not cover. Please review the following and sign at the bottom. If you have any questions, please ask us.

**Please note all prices subject to change**

Any Co-insurance %, co-pay or deductible unmet will be collected at the time of service.

Athletic Tape – $5.00

Balance Disc – $30.00

Bandit (arm or knee) – $25.00

Door Strap – $5.00

Exercise Ball – (prices range by size)



53 cm – $25.00



65 cm – $30.00



75 cm – $42.00

Exercise Tubing with Handles – $15.00

Foam Roller (white) – $20.00

Foam Roller (black) – $25.00

Foam Roller ½ – $15.00

Heel Lifts (prices range by size)

5 mm-9 mm – $5.00 each


      
12 mm – $8.00 each

Hot/Cold Packs – $20.00

Iontophoresis Self-Administered Patches – $55.00 per box

Kinesio Taping (in office use, after initial taping) – $1.00 per foot 

Kinesio Tape (individual roll) – $18.00 per individual roll

Lumbar Support – $30.00

Pink Felt Roll – $40.00

Seat Wedge – $45.00

Shoe Postings – $5.00 per shoe 

Stabilizers – $120.00

Thera-band Tubing – $1.00 per foot

Travel Time for Gym Appointments – $30.00 to $50.00 (price depends on gym location)
By signing this form you agree and understand the above.

__________________________________________
________________

Signature





Date

__________________________________________

Print Name
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