PATIENT REGISTRATION

Dateof FirstVisit: __/__ /_ DateofnextMDvisit___/__/_ DatelastseenbyreferringMD:__/__ /_
Patient Last name First Middle

Responsible Party (if not patient): Relationship:

Patient Social Security No. - - Referring Physician

Patient Address,

City State Zip Code

Home Phone( ) Work Phone( ) ext.

Cell Phone( ) Email address

DateofBirth___/__/ Gender:[ ]Male[ ]Female  Marital Status:[ ]Single[ ]Married[ ]Divorced] ]Widowed
Patient Employer: Employer Address:

Pt. Employer Phone #: Work Status: { }Full time { }Parttime { }N/A

Have you had Home Health physical therapy thisyear? ()Y ()N If so, where?

Treatment Consent & Authorization

Ambulatory Care Authorization
1, (patient or responsible party), hereby voluntarily authorize Brewer Physical Therapy to
perform outpatient evaluation(s) and/or procedure(s) and to administer such outpatient therapy treatment(s) that in the opinion of the
physician and consulting allied health provider is/are necessary or appropriate. It has been explained to me that medical
treatment/therapy is not an exact science and no guarantee has been made as to the result of any treatment or care administered.

Signature Date / /
(Patient)

Signature Date / /
(Other/Responsible Party)

Reason patient cannot sign

Authorization to Release Information
I, the undersigned, hereby authorize Brewer Physical Therapy to release medical record information by means of telephone,
reproduction, or facsimile transmission, relative to any outpatient therapy, treatment(s), or evaluation(s) to referring physician for status
of treatment, family physician providing follow-up care, third party payer(s) to substantiate medical necessity and charge verification,
and/or case manager(s) for determining medical necessity or utilization review.

This authorization shall be valid during the course of treatment and shall expire 365 days after discharge.

Signature Date / /
(Patient)

Signature Date / /
(Other/Responsible Party)
Reason patient cannot sign:
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Comprehensive
hands-on care for
a better quality of life

Payment Policy

PRIMARY INSURANCE — We will bill your primary insurance as a courtesy to you. We assume payment of

insurance benefits is not forthcoming on charges older than sixty days. Charges outstanding for more than sixty days will be due from you
regardless of the type of insurance involved. Any remaining balance after your co-pay and your primary coverage has paid, including items
classified as “above usual and customary”, is due from you upon receipt of the explanation of benefits from your primary insurance carrier.
You will be responsible for any item not paid in full by your insurance carrier. Prior to beginning treatment, we will verify your insurance
benefits. While we will take all reasonable action to provide accurate therapy benefit information for your specific plan, be aware that
verification of benefits is not a guarantee of payment from your insurance carrier.

MEDICARE - We will bill Medicare for you. In most cases, Medicare will pay 80% of allowable charges. We will bill your secondary
insurance for you, if you have one, or the balance will be billed to you.

SELF-PAY - Please pay the balance in full at the time of service or upon the receipt of a monthly statement or notice. In the event

you are unable to pay the balance in full, we are willing to make reasonable payment arrangements. Please be advised that Brewer Physical
Therapy is not a credit grantor, and therefore, failure to maintain these arrangements may result in the placement of your account with a
collection agency or attorney for collection. Credit cards (Discover, Care Credit, Mastercard and Visa) are accepted for payment on account.

CARE-CREDIT — We accept Care-Credit for payment and also have applications available in our office for you to complete.

WORKER'S COMP — We will bill your Worker’s Comp. carrier for your charges. Please note that you will remain financially
responsible for all your charges if the carrier denies coverage.

LEGAL SUIT — We will accept a legal letter of protection if you meet each of the following criteria:

1. Do not qualify for benefits under any insurance policy (medical or auto), and

2. Are indigent and cannot pay for charges due using cash, credit card, and

3. Are awaiting settlement and subsequent payment of damages from a related legal case, and
4. Return our lien, signed by both you and your attorney.



BREWER PHYSICAL THERAPY
OURI NANC®CIOAL CY

Thaynwkfuccrhoo 87 ewwery sTltada g p b e ad aphe o v Weaerceo mmittgtoetdr e at men't
beisnugc c e sPslfeualis.cee rishtparydefnda b rilslonsiap@ao g dur eatTnhderotl | O&i ng
stat efmemitnaRaolivaltiweeh e gy brueaddi gnit amtyr eat ment .
Alplat imuretosmp ¢ @itnegd o r analtn sonf ahed De eti mMaher api st .
Thraoft hbeitl Nhyadauwieal wa g q uaitrheed mé e r vWed en.obtio ucrp ay s ,
deducoti hpbaggsiunsudanaepea FULRAYMENT®URTTI MBFSERVI.CE

Wema ka@atspol paytetnhte mBer vvoaem.g hobopawi t hth,eocckr edi t
carAc.onvemptei®uE ASRFAYr ogalammswveaptyome ecdaide /lciato d
file.

| y oauruen i n saufrleedds;ee q uaitrheedmB er vi c e .

Regarding Insurance or Other Third Party Liability Claims:

Wewi dd caepsi gnfimmesniubanetEhikdasl.apo@®@ e s ponwshedtyltbeurn g ucampamny
anotihdemdptayp 8 oWec anhiggtodounsucampantyh e ralpil laind yyesgsi v g our

i nsurahoeMatiinsru.p ahicasy ntbred cweoeaumydo U nsucampaeMegrnecatp ar t y

t ohadnt rlajcotuunsucampaoegsptatyi meeéwi ddnyyacatAlclpgapeadeducdridl es
duper it or eatinmehaet erhtadunsucaneclagrigtegso,u e spontsgibviel iceoyrect ed
i nformati on.

Regarding HMO/PPO plans or other Indemnity Insurance:

Wewi V é rb ef ryepfrittgao i f r iseé va pWed et eymipme bahé@éakea® hb a soertdh e

i nforgavtéadbny ounsucamp&ometwenegsuotlieif @ rhearmotaltyaismocessed.
Wh etnhd cscyuowsi b ot iKeidepai. n dhsad md ani eng@ Hrdeay pr oaé ¢ e me

ser miboscec uil dleal a sovead p e D c eostslianygomi, b ¢ e s p ofnarhuenipcha danc e .

Usual and Customary Rates

OQupr adtsioenanittptreodv t tbeertsgt e af maupra t iaewecsh awlg@ s s mantdust dmar y
ouarr e a.

Previous Therapy

litgoues pontsa dotivilififyplya a & t etnhdecrld 5 Wit @rceeH ovnedak ail h hpeays ¢ a 6
t hmasg f fyeocptat bahance.

Adult Patients
Aduplatt iagmeg sp ofndruhd yemeetnitmmB er vi c e .

Minor Patients

Thadualctc o mp amiyriaomiglhpea r € ngrusar o £ anmeisnarrge s pofndrupd yemée& ot .
Uunacc o np annuiresdne r gternecaytvimtedt € nw e ldetsash@de pnacut h draimzpepdr ov e d
crepdidtn s a/ Maosmparytieyd s b heactki mBer vi ce.

Missed appointments

Unl easceall edldhto urasd v amupre | ii scoyh afr gnée sappdoi nattnieead f8 2 31 ea s e
heluperywhiethtyeae picrhep dplp®d nt ment s .

Interest

Wer es € hreieg oh air gie é h damho wrilt2 %e r o \biwdieh afecar e bifld e .n g

Thaynkfuaurnd er sa @hn chialAg@ | @t plamtdE now oluagqeesboconsdhaveblde
FinaBRol iitryd e rasntadg mtadbenfkisnaBRal aty:

X __Date _

Si gnaPatBReBpoﬁ’a'rbLTe



BREWER

PHYSICAI.L THERAPY

Comprehensive
hands-on care for
a better quality of life

Appointment  Cancellation  Policy

We are committed to exceptional customer serviceand clinical careto expedite the healing and recovery
process.To accomplish this, it is extremely important that you attend eachof your scheduled
appointments. We value your appointment time and this time slot is specifically setaside for you.

Failure to keepyour scheduledappointments at Brewer Physical Therapy (BPT) hinders our ability to
provide the best careto our patients. So,to limit missed appointments, we haveimplemented afi N-0
Show/Late CancellatonF e e . 0

We ask that you show us consideration by calling at least 24 hours prior to your appointment if you are
unable to attend. This will allow us the opportunity to offer that appointment to another patient. Please
call BPT at: (318) 222-8892 .

T Werequire 24 hours advancenotice of appointment cancellation

1 In the event of alate cancellation or "no-show," your account will be assessed $25 cancellation/
$50 no-show fee

1 Three cancellations or no-showsduring the course of therapy requires your therapist to discharge
you from therapy. In the eventthat you are discharged from our care, your referring provider or
casemanager will be notified of the reasonfor discharge from physical therapy.

T Workers' Compensation patients are not chargedfor cancellations or no-shows, however we are
required to notify the patient's Physician, CaseManager and Employer of non-compliance with
therapy

At Brewer Physical Therapy, failure to give the 24 hours notice necessaryprior to cancellation, will result
in afn N-8how/ Late Cancellation F e eThi®fee cannot be billed to your insurance company and will be
your direct responsibility.

The No-Show/ Late Cancellation Fee is as follows:

Physical Therapy Appointment No Show/ Late Cancellation Fee-
$25 cancellation/ $50 no show fee to be paid at time of next visit

| understand Brewer Physical T h e r aapppidtraent cancellation policy and understand my
responsibility to plan appointments accordingly and notify BPT appropriately if | have difficulty fulfilling
my scheduled appointments.

Patient Signature Date

Witness Signature Date
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PQRS Measure 131, Pain Assessment

Patient 1D #: Survey Date: / /

Please mark all of the areas where you are experiencing pain on the body part diagram below:
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Please review all the qualities in the list below that describe your pain and circle the intensity for each one
selected:

Throbbing Severe Moderate Mild
Shooting Severe Moderate Mild
Stabbing Severe Moderate Mild
Sharp Severe Moderate Mild
Cramping Severe Moderate Mild
Gnawing Severe Moderate Mild
Hot / Burning Severe Moderate Mild
Aching Severe Moderate Mild
Heavy Severe Moderate Mild
Tender Severe Moderate Mild
Splitting Severe Moderate Mild
Tiring / Exhausting Severe Moderate Mild
Sickening Severe Moderate Mild
Fearful Severe Moderate Mild
Punishing / Cruel Severe Moderate Mild

Produced and © by Focus On Therapeutic Qutcomes, Inc., 2011




PQORS MEASURE 154: FALL RISK ASSESSMENT

Patient ID: Survey Date:

1. Are you wheelchair bound, nhon-ambulatory? O Yes O No
2. Have you fallen in the last year? O Yes [ No
3. Did you sustain an injury from the fall? O Yes O No
4. Have you had two or more falls in the past year? [ Yes 0 No

5. Do you have any of the following in your home? Please select all that apply to you.
1 Clutter where you walk
L Exposed electrical cords
O Furniture or other sharp edged items in the normal pathways through your house
I Poor lighting
[ Raised doorway thresholds
U Slippery floors
[ Steps and stairways
[1 Throw rugs

6. How many medications do you currently take?
[ None
01
02
Ul 3o0r4
O 5or more

7. Were you taking any of the following medications at the time of your fall(s)? Please select all that apply.
Any central nervous system, psychotropic medications
Sedative, hypnotics (sleeping medications)
Antidepressants (especially tricyclics)
Antisychotics/neuroleptics

Benzodiazapines (“nerve pills”)

Cardiovascular drugs

Diurectics

Antiarythmics

Cardiac glycosides

Diabetes medication

OodooOoooood

8. If you were taking any of the above at the time of your fall(s), are you still taking the medications?
O Yes
I No



