Confidential Medical History/Evaluation
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MWame: Drate of Bardhc Fy [ Age: SEM:
Addiress: Ciry: Staie: £Lipe
Otber Adidrea: Ciry: State: Zlp:
Male [ Pemale [ ; Maritnl Status: 50 MO D0 Haonee Phome: Cell Phone;
Insired Employer; Fhone: Clocupation:
Referring MD: Fhunse: Stodent: ¥ [ M [0 Schoal:
Primary Insurance Company: Secondary lnsurasce Company: Is this injury? [ Work Related or [ Auto
Emergency Conteet Person: Relationship: Pl

List any/all medications vou are cumenily nking: RS

List any prior surgeries:

Chief Complaint:

Have you had sny THagnostic ar Rehabilitative Services for this Injury?
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Dz of Ingury:

| Krays

Surgery Mnie:

(ther:
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[ wou have any of the fallowing™ )
Asthma, Bronchitis or Emphy sema
Shortseas of Breath'Chest Pain
Coronary Heart Discase

[ you have o Pacemaker

High Blood Pressar:

Heeart ArinckSurpeny

SerokeTlA

Blood ClotEmboli
Epilepsy/Seizures

PAIN SCALE RATING
Pain Scale: Rank your pain on  scale from 0 — 10,
{0-no pain < eeeee 10 *call 9117

Curremly: 10, & g {10, &l wars: S0

Divmw on the peture below whene vou feel your sympioms.
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Thyraid Trouble/Geiler
Anemin

Infections [sease
Driabees

Cancer or Chem'Radiation
ArthmisSwoellen Joints
DsteoponEis

Varico= Veins

ot

Shkeeping Dilficulties
Emotional/Psychological Problems
Bowel or Bladder Problems

T Mew '|;

SevereFrequent Headachis
Wison'Hearing Difficuliics
DMzzines or Faisiness

Afiz V0u pregnant?

FECEREREEEETE TR T

FRONT

Describe your Chief Complaint:

Smoking Diaily Woekly

Aloohal Consumption Diaily Weakly

(eher Medical Comditicns

An: you gware of your Diagnasss?! YES WO

Ame you wenre of your Prognesis? YES

W

1 Berebry aproe and give my consent to medscal trearment in ineating my phyvsical condition. 1 authorize release of any medical information needid 10
miy chaim. | umderstand that | am respoasible fior any charges that ane nod covered by my inSurance carrier. Furtbesmoene, | anderstand that | am

proceas
respansible io inform the office of any chanpes

that gccur. | suthorize release of payment dinectly 1o Pelican Sports and Rehabilitation regardless of

participation = of ca-of-perwods. Should | default on ey Ananciel responsibility and callestion action is necessary, 1 will be respossible for collection

coals that ane incurred.
PaitentTarenyCisardian Signatre:

Dhasie:

I ackmowledge that [ have seem the “MNotice of Privacy Practses.” | understand that | may ask questions abour th

“Motiee of Privacy Practices" af amy tinee,
PatbentParentGuardian Signanme:

Dhe:




Flipaial Themapr.. che Smgpeiitan v

IF YOU WERE REFERRED BY YOUR DOCTOR...

WHEN DO YOU SEE YOUR
REFERRING DOCTOR AGAIN?

PLEASE HELP US GET YOUR REASSESSMENT REPORT TO YOUR
DOCTOR ON TIME, BY ANSWERING THE FOLLOWING QUESTIONS
AND LETTIMNG US KNOW IF ANYTHING CHANGES IN THE FUTURE.

YOUR NaME:

YOUR REFERRING DOCTOR™S NAME:

DO YOU HAVE A DOCTOR'S APPOINTMENT SCHEDULED?
YES

DATE: TIME: L

NO
I WILL BE CALLING FOR AN APPOINTMENT

DCTOR™S OFFICE WILL CALL ME FOR AN
APPOINTMENT.

_ MY DOCTOR STATES [ DON'T NEED TO DOME
BACK UNLESS THERE IS A PROBLEM

PLEASE NOTIFY YOUR THERAPIST WHEN YOUR APPOINTMENT 15 SCHEDULED.OR IF YOUR
APPOINTMENT DATE OR TIME CHANGES,

THAMEK ¥ OLI!

9051 TAMIAMI TRAIL M., STE. 104 * NAFLES, FL 34108 = 239.391.4711



PELICAN SPORTS & REHAB

FINANCIAL POLICY

PSR (Pelican Sporis & Rehab) will file all insurance claims for our patients.

PSR will attempt to verify each patient’s insurance coverage, benefits, and cligibility.
We will advise each patient of the coverage determination, copay amounts, and
limitations on physical therapy coverage provided by the patient’s insurance carmer.

Patients are responsible for providing current and correct insurance information at the
first office visit. Patients are responsible for notifying PSR of any changes in their
iNSuUrance Coverage.

Patients are responsible for payment at the time of service of their office copay.

PSR will make every effort to collect from the patient’s insurance carrier. However, the
patient is ultimately responsible for all charges incurred.

Self-pay patients are welcome at PSR. Payment is expected at the time of service.

If a patient has financial difficulties, PSR will make every effort to set up a mutually
beneficial payment plan.

Il you are unable to make a scheduled appointment, please call to cancel at least 24-hours
prior to the scheduled time. We reserve the right to charge a $50 no-show fee.

A SPECIAL NOTE TO OUR MEDICARE PATIENTS:
For 2008, the Medicare annual cap for physical/speech therapy is $1810. After the $1810
cap has been met, the patient is responsible for payment a1 our self-pay rate. There are
cxceptions to this regulation but they are rare. Please lel us know if you have had other
physical or speech therapy during this calendar year.

Should you have any questions, please do not hesitate to talk to the office manager.
Your signature below indicates that you have read and understand our financial policy.

Signature - Date

H2008



PELICAN SPORTS & REHAB
CONSENT & RELEASE

I, agree to have Pelican Sports &
Rehab provide physical therapy service to me.

PSR will file all insurance claims for our patients,

PSR will verify each patient’s insurance coverage, benefits & eligibility. You will be
advised of coverage determination and copay amounts.

You are responsible for providing current & correct insurance information. You are
responsible for notifying PSR of any changes in coverage.

Patients are responsible for payment at the time of service for copay and self pay.

PSR will make every effort to collect from your insurance carrier. The patient is
ultimately responsible for all charges incurred.

Scheduled appointments should be cancelled 24 hours in advance. If you are more than
15 minutes late for treatment, your appointment will be cancelled.

If you miss two consecutive appointments without calling to cancel, all appointments will
be cancelled.

I also consent to the release of my medical records from Pelican Sports & Rehab to my
physician, insurance company and/or attorney confirmed to represent me in legal action.

Signed:

Date:

Withiessed:




PELICAN
SPORTS AND REHAB

We would like to continue providing you the best care in Flonda!

Mike is poing to be sending out intcresting and useful
healthcare information by email on a monthly basis.

We will need your email address. Please print your name & email
address below and give to Peggy. We will add you to our mailing
list, and you will hear from us shortly!

Mame

Email address

9051 North Tamiami Trail, Suite 104
Naples, Florida 34108
239-591-4711



