[image: image1.jpg]® Personal
H A N S E N ® Professional

PHYSICAL THERAPY e Experienced Physical Therapy

50 E. Minnesota St. Ste. 2, Rapid City, SD 57701  Phone (605) 342-3110 o Fax (605) 342-3120 ® www.hansenphysicaltherapy.com





[image: image2.emf]Last Name:                                                 First Name:                                        

Home Phone:                                           Work Phone:                                       

Gender:

Patient Status:           Single    Married          Divorced        Partner

Date of Birth:                                          

Primary Medical Insurance 

Patient Information

Social Security Number:

Date of Birth:          Male

       Widowed 

 Female

    Legally Separated

E-mail Address: 

City, State & Zip 

Middle Name:

Street Address:                                                                    

 Cell Phone:

Employer/School Name:                                                      Phone:

Responsible 

Party

Person responsible for the bill (only if different than Patient):  Last:                                                 First:                                                         M:

Address of Person Responsible: City, State & Zip:

Employer of Person Responsible: Relationship to Patient:

Social Security Number: Phone:

Policy Holder's Date of Birth: Policy Holder's Date of Birth:

How did you hear about us?

Address:                                                               Job Description:                                          Are you a student?

Policy Holder's Address: Policy Holder's Address:

Policy Holder's Social Security #: Policy Holder's Social Security #:

Policy Holder's Relationship to Patient: Policy Holder's Relationship to Patient:

Physician 

Referring Physician Primary Care Physician 

Primary Care Physician:

Insurance Information

Secondary Medical Insurance 

Insurance Co. Name: Insurance Co. Name:

Policy Holder's Name: Policy Holder's Name:

Policy ID Number: Policy ID Number:

Referring Physician:

Clinic: Clinic:

Injury or 

Pain 

Date of Injury/Onset of pain:

What body part is affected (involved)?

Where were you when the injury pain occurred?


I hereby assign all medical benefits to which I am entitled, including Medicare, private insurance and any other health plan to Hansen Physical Therapy, Inc.  I further authorize assignee to obtain my plan provisions under ERISA and to act as authorized representative on my behalf on insurance claims.  This order will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as the original.  I authorize the use of this signature on all my insurance and/or employee health benefits claim submission.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I hereby authorize said assignee to release all information, including medical record copies, necessary to secure payment and to complete disability forms presented to me.  In response to any reasonable request of cooperation, I agree to cooperate with Hansen Physical Therapy in any attempts by Hansen Physical Therapy to pursue such claim, choose action or right against my insurers and/or employees health care plan. Late fees will be applied at the rate of 1.5% per month (18% APR) on past due accounts.  If your account is sent to collections due to nonpayment, a 29% service fee will be added to your account which you will be responsible for paying. 
Signature of Patient





       Date

Authorization for the Use and Disclosure of Protected Health Information

As required by the Health Insurance Portability and Accountability Act of 1996 Hansen Physical Therapy, Inc. may not use or disclose your health information except as provided in our Notice of Privacy Practices without your authorization.  Your signature on this form indicates that you are giving permission for the uses and disclosures described herein.  You may revoke this authorization at any time by signing and dating the revocation form and returning it to our office. 
I                                                      , (print patient name or name of minor child) hereby authorize and request the use and disclosure of all the health information that pertains to me.  I authorize and request Hansen Physical Therapy, Inc. to make these disclosures of my health information.  I authorize and request the following persons to receive these disclosures of my health information and elect not to provide statement of purpose for the use of the disclosure to the following persons (please print):



                                              Name                                                                                           Relationship      

   
Name
Relationship

              


Name
Relationship

I understand that information disclosed pursuant to this authorization may be re-disclosed to additional parties and no longer be protected. I understand that this authorization will automatically expire on December 31, 2018, but that I may revoke this authorization at any time by signing the revocation form and returning it to Hansen Physical Therapy, Inc.  I further understand that any such revocation does not apply to the extent that persons authorized to use or disclose my health information have already acted in reliance on this authorization.  I understand that I am under no obligation to sign this authorization.  I further understand that my ability to obtain treatment will not depend in any way on whether I sign this authorization or not. 

I received a copy of Hansen Physical Therapy, Inc. Privacy Notice. 

Signature of Patient 

Date

Or Parent of a Minor Child 



Minor Consent Form

As the Parent/Guardian to 
, a minor I am authorizing the following.

Please initial in the provided blanks to those that you are authorizing. 
1.                           I authorize 
, a minor, to be seen without a parent or guardian present.

2.  
               I authorize 
                                                                          , a minor, to been seen and treated at Hansen  Physical Therapy when accompanied only by the following adult, friend, child care provider etc.
                                              Name
Relationship




                                              Name





          Relationship

Signature of Parent or Guardian                                                                                                 Date
Only complete this form if you wish to revoke the Authorization for Use and Disclosure of Protected Health Information or Minor Consent.


Patient Name 
  Patient Date of Birth


Signature of Patient or Parent or Guardian
 Today’s Date 
Original
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