BACK IN ACTION

REB@QUND

PHYSICAL THERAPY

CONTACT INFORMATION:

PATIENT NAME: SS#
ADDRESS: DOB:
CitY/STATE/ZIP: MARITAL STATUS: S M W D
EMAIL ADDRESS: SEx: M F

HoME PHONE: CELL PHONE:
EMERGENCY CONTACT/PHONE: RELATIONSHIP:

REFERRED BY: PRIMARY PHYSICIAN:
FoLLOw UP APPOINTMENT SCHEDULED WITH PHYSICIAN? YES / No
SELF- REFERRAL? YES / NoO LAST VISIT WITH PHYSICIAN?
WHY DID YOU CHOOSE REBOUND?

WHO IS THE CONTACT PERSON REGARDING PATIENT BILLING? PHONE:

INSURANCE INFORMATION:

PRIMARY INSURANCE:

PoLicy HOLDER NAME: DOB: RELATIONSHIP:
SECONDARY INSURANCE:

PoLicy HoLDER NAME: DOB: RELATIONSHIP:
TERTIARY INSURANCE:

PoLicy HOLDER NAME: DOB: RELATIONSHIP:

INJURY INFORMATION:

IS THE INJURY CAUSED FROM AN AUTO ACCIDENT? YEs/ No DATE OF ACCIDENT: / /

IS THE INJURY CAUSED FROM A WORK ACCIDENT?  YES/ No DATE OF ACCIDENT: / /

IF ANSWER IS YES, PLEASE PROVIDE A BRIEF DESCRIPTION OF YOUR ACCIDENT AND WHERE IT OCCURRED:

BY MY SIGNATURE, | AM AUTHORIZING THAT: | AM GIVING CONSENT FOR TREATMENT BY REBOUND PHYSICAL
THERAPY; | UNDERSTAND THAT A PHYSICAL THERAPY DIAGNOSIS IS NOT A MEDICAL DIAGNOSIS BY A PHYSICIAN; |
AM AUTHORIZING DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS FOR INSURANCE PAYMENT TO BE DIRECTED TO
REBOUND PHYSICAL THERAPY FOR ANY PROFESSIONAL SERVICES RENDERED; | UNDERSTAND THAT VERIFICATION OF
INSURANCE DOES NOT GUARANTEE PAYMENT AND THAT | AM ACCEPTING RESPONSIBILITY FOR PAYMENT OF ALL
SERVICES RECEIVED; | UNDERSTAND THAT POLICIES RELATED TO INSURANCE ARE BETWEEN THE INSURANCE CARRIER
AND MYSELF; AND | TAKE RESPONSIBILITY FOR ANY COSTS OR FEES ASSOCIATED BY MY FAILURE TO PAY FOR
SERVICES PROVIDED IN A TIMELY MANNER. SHOULD MY ACCOUNT DEFAULT TO AN OUTSIDE COLLECTION AGENCY, |
UNDERSTAND THAT | AM RESPONSIBLE FOR ALL REASONABLE AND CUSTOMARY FEES ASSOCIATED WITH COLLECTION
OF THE DEBT.

PATIENT/REPRESENTATIVE SIGNATURE DATE



ACKNOWLEDGEMENT OF RECEIPT OF HIPPA NoTice oF PrivacY PRACTICES

PLEASE INITIAL BY YOUR CHOICE:

| HAVE HAD AN OPPORTUNITY BUT HAVE CHOSEN NOT TO RECEIVE A COPY OF THE REBOUND’S PRIVACY
PRACTICES. (INITIAL)

| WOULD LIKE A COPY OF REBOUND'’S PRIVACY PRACTICES. (INTIAL)

APPOINTMENT REMINDER NOTICE

AS A COURTESY, YOU WILL BE PROVIDED A CALENDAR OF UPCOMING APPOINTMENTS ALONG WITH AN
AUTOMATED REMINDER OF YOUR NEXT APPOINTMENT. PLEASE NOTE THAT APPOINTMENTS MADE OR
CHANGED WITH LESS THAN 24 HOURS' NOTICE WILL NOT RECEIVE THE REMINDER NOTIFICATION. ALSO
NOTE: HOME PHONES WILL BE SET TO RECEIVE A VOICE REMINDER. CELL PHONES WILL RECEIVE A
TEXT REMINDER. SHOULD YOU NEED TO CHANGE AN APPOINT, DO NOT RESPOND TO THE TEXT, BUT
CONTACT OUR OFFICE TO RESCHEDULE.

BEST NUMBER FOR APPOINTMENT REMINDER?
IS THIS A HOME OR CELL PHONE?

| DO NOT WISH TO RECEIVE A REMINDER. (INITIALS)

ERM N TO DISCLOSE INFO ON TO THOSE INVOLVE CARE

To coMpPLY WITH HIPAA REGULATIONS, PLEASE LIST ANY PERSON(S) OTHER THAN YOUR DOCTOR OR
INSURANCE COMPANY THAT MAY BE IN CONTACT WITH OUR OFFICE REGARDING YOUR CARE. [F THEY
ARE NOT LISTED, WE WILL NOT PROVIDE ANY HEALTH OR FINANCIAL INFORMATION.

NAME: RELATIONSHIP:
NAME: RELATIONSHIP:
NAME: RELATIONSHIP:

ARRIVAL PoLicy

OUR MISSION AT REBOUND IS TO HELP YOU GET BACK TO AN ACTIVE AND HEALTHY LIFESTYLE. BEING
CONSISTENT AND COMMITTED TO YOUR THERAPY SESSIONS WILL HELP YOU TO ACHIEVE YOUR DESIRED
RESULTS. ONCE THE TREATMENT PLAN IS ESTABLISHED, ANY ALTERATIONS TO THE SCHEDULED PLAN OF
CARE SHOULD BE COMMUNICATED AND AGREED UPON WITH YOUR EVALUATING THERAPIST. ALSO NOTE
THAT SYMPTOMS WILL CHANGE AS YOU PROGRESS THROUGH YOUR THREE REHAB PHASES: PAIN
REDUCTION, EDUCATION, AND PREVENTION. PLEASE ALERT YOUR THERAPIST TO ANY SYMPTOM CHANGES
SO ADJUSTMENTS CAN BE MADE TO YOUR TREATMENT OR PLAN FREQUENCY. THE FRONT DESK STAFF WILL
ASSIST WITH CHANGING OF AN APPOINTMENT TIME SHOULD AN UNFORESEEN CONFLICT ARISE THAT
WOULD OTHERWISE PREVENT YOUR ARRIVAL. |IF FOR SOME REASON YOU DO NOT SHOW OR DO NOT
CONTACT OUR OFFICE 24 HOURS IN ADVANCE OF THE APPOINTMENT TIME, THERE WILL BE A $40.00
CHARGE FOR THE MISSED APPOINTMENT. INSURANCE DOES NOT COVER THIS CHARGE.

| UNDERSTAND THE ARRIVAL POLICY INFORMATION ABOVE. (INITIALS)

PATIENT SIGNATURE DATE



