
 
 

patient Registration 

Date of First Visit: __/___/___ Date of next MD visit___/___/___ Date last seen by referring MD:___/___/___ 

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_____________________________ 

Date of Birth____/____/____ Gender:[ ]Male [ ]Female Marital Status:[ ]Single[ ]Married[ ]Divorced[ ]Widowed 

Patient Employer:____________________________ Employer Address:_____________________________________ 

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

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

Treatment Consent & Authorization 
 

Ambulatory Care Authorization 
I, ________________________________(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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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. 
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BREWER PHYSICAL THERAPY 
OUR FINANCIAL POLICY 

 
Thank you for choosing Brewer Physical Therapy as your health care provider. We are committed to your treatment 
being successful. Please understand that payment of your bill is considered a part of your treatment. The following is a 

statement of our Financial Policy which we require you read and sign prior to any treatment. 
All patients must complete our Information and Insurance form before seeing the therapist. 

 The part of the bill that you owe is always required at the time of service. We do not bill our co-pays, 
deductibles, or the part your insurance does not pay. FULL PAYMENT IS DUE AT TIME OF SERVICE. 

 We make it easy to collect payment at the time of service. You may choose to pay with cash, check or credit 

card. A convenient option is Our EASY-PAY program allows us to capture your credit card/ debit card on 
file. 

 If you are uninsured, all fees are required at the time of service. 
 

Regarding Insurance or Other Third Party Liability Claims: 

We will accept assignment of insurance benefits. The balance is your responsibility whether your insurance company or 
another third party pays or not. We cannot bill your insurance company or other liability plan unless you give us your 
insurance information. Your insurance policy is a contract between you and your insurance company. We are not a party 
to that contract. If your insurance company does not pay timely, we will contact you. All co-pays and deductibles are 
due prior to treatment. In the event that your insurance coverage changes, it is your responsibility to give us the corrected 
information. 

Regarding HMO/PPO plans or other Indemnity Insurance: 

We will verify benefits prior to your first therapy visit. We determine your patient balance at each visit based on the 

information given to us by your insurance company. Sometimes we are quoted differently than your claim is processed. 
When this occurs you will be notified. Keep in mind that some claims require 30-45 days to process after the time of 
service has occurred. If a balance is owed after processing of claims, you will be responsible for the unpaid balance. 

Usual and Customary Rates 

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for 

our area. 

Previous Therapy 

It is your responsibility to notify us if you have attended therapy elsewhere or received Home Health in the past year as 
this may affect your patient balance. 

Adult Patients 

Adult patients are responsible for full payment at time of service. 

Minor Patients 

The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full payment. For 

unaccompanied minors, non-emergency treatment will be denied unless charges have been pre-authorized to an approved 
credit plan, Visa/MasterCard, or payment by cash or check at time of service. 

Missed appointments 

Unless canceled at least 24 hours in advance, our policy is to charge for missed appointments at the rate of $25. Please 

help us serve you better by keeping scheduled appointments. 

Interest 

We reserve the right to charge interest in the amount of 12% as provide by state law for a rebilling fee. 

Thank you for understanding our Financial Policy. Please let us know if you have questions or concerns. I have read the 
Financial Policy. I understand and agree to this Financial Policy: 
 
X ____________________________________ Date ______________________________ 

Signature of Patient or Responsible Party 
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Appointment  Cancellation  Policy  

 

We are committed  to exceptional customer service and clinical  care to expedite the healing and recovery 

process. To accomplish this,  it  is extremely important  that  you attend each of your scheduled 

appointments.  We value your appointment  time  and this  time  slot is specifically set aside for  you. 
 

Failure  to keep your scheduled appointments  at Brewer Physical Therapy (BPT) hinders  our  ability  to 

provide  the best care to our  patients. So, to limit  missed appointments,  we have implemented  a ñNo- 

Show/Late  Cancellation Fee.ò 
 

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 . 
 

¶ We require  24 hours advance notice of appointment  cancellation 

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

¶ Three cancellations or no-shows during  the course of therapy requires your therapist  to discharge 

you from  therapy. In  the event that  you are discharged from  our  care, your referring  provider  or 

case manager will  be notified  of the reason for  discharge from  physical therapy. 
¶ Workers'  Compensation patients are not  charged for  cancellations or no-shows, however we are 

required  to notify  the patient's  Physician, Case Manager and Employer  of non-compliance with  

therapy 
 

At Brewer Physical Therapy, failure  to give the 24 hours notice necessary prior  to cancellation, will  result  

in  a ñNo-Show/  Late Cancellation Fee.ò This 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  
 

I  understand Brewer Physical Therapyôs appointment  cancellation policy and understand my 

responsibility  to plan appointments  accordingly and notify  BPT appropriately  if  I  have difficulty  fulfilling  

my scheduled appointments.  
 
 

________________________________________  ________________  

Patient Signature Date 
 
 

________________________________________  _________________  

Witness Signature Date  
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I understand that, under the Healthcare Portability and Accountability Act of 1996 (HIPPA), I have certain 

rights of privacy regarding my protected health information. I understand that this information can and will be 
used to: 
 

 Contact, plan and direct my treatment and follow-up among the multiple healthcare providers  

 who may be involved in that treatment directly and indirectly. 
 Obtain payment from third-party payers. 

 Conduct normal healthcare operations such as quality assessments and physician certifications. 
 

I have received, read and understand your Notice of Privacy Practices containing a more complete description 

of uses and disclosures on my health information. I understand that this organization has the right to change its 

Notice of Privacy Practices from time to time, and that I may contact this organization at any time at the 

address above to obtain a current copy of the Notice of Privacy Practices. 
 

I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment or health care operations. I also understand you are not required to agree to my 
requested restrictions, but if you do not agree then you are bound to abide by such restrictions. 
 
 
 

Patient Name: ________________________________________ 

 

Signature: ___________________________________________ Date: __________________________ 
 

Relationship to patient: _________________________________ 
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EVERY PATIENT MUST RECEIVE A COPY OF THIS FORM 

 

 
 
 
 
 
 
Notice of Patient Information Practices Effective 10/06/08 
 

This notice describes how medical information about you may be used or disclosed and how you can get access to 

information. Please review it carefully. 
 

Brewer Physical Therapy & Associates , LLCô s Legal Duty 
 

Brewer Physical Therapy & Associates, LLC (BPT) uses your personal health information (PHI) for treatment; 

obtaining payment for treatment; conducting internal administrative activities and evaluating the quality of care that 

we provide. For example BPT may use your PHI to contact you to provide appointment reminders, or information 

about treatment alternatives or other health related benefits that could be of interest to you. 
 

BPT may also use or disclose your PHI without prior authorization for public health information purposes, for 

auditing purposes, for research studies and for emergencies. We also provide information when required by law. 
 

In any situation, BPTôs policy is to obtain written authorization before disclosing your PHI. If you provide us with 

written authorization to release your information for any reason, you may later revoke that authorization to stop 

future disclosures at any time. BPT may change its policy at any time. When changes are made, a new Notice of 

Information Practices will be posted in conspicuous locations in the clinic and will be provided upon your next 

visit. You may also request an updated copy of our Notice of Information Practices at any time. 
 

Patientôs Individual Rights 
 

You have the right to review or obtain a copy of your PHI at any time. You have the right to request that we correct 

any inaccurate or incomplete information in your records. You also have the right to request a list of instances 

where we have disclosed your PHI for reasons other than treatment, payment or other related administrative 

purposes. 
 

You may also request in writing that we not use or disclose your PHI for treatment, payment, and administrative 

purposes except when specifically authorized by you, when required by law or in emergency circumstances. BPT 

will consider all such requests on a case by case basis, but the practice is not legally required to accept them. 
 

Concerns and Complaints 
 

If you are concerned that BPT may have violated your privacy rights or if you disagree with any decisions we have 

made regarding access or disclosure of your PHI. Please contact our Director of Business Operations at the address 

below. You may also send a written complaint to the US Department of Health and Human Services. For further 

Information on BPTôs health information practices or if you have a complaint please contact the following person: 

Amanda T. Brewer,  663 Jordan St., Shreveport, LA  71101. 
 

 



 
 

  



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

 

  

 

 

 

 

 

 

 

 


