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CONSENT FOR TREATMENT

I, the undersigned, do hereby agree and give my consent for Riptide Physical Therapy to furnish medical care and treatment to _____________________________________________as considered necessary and proper in diagnosing and/or treating of 
                   (Print Patient Name)
his/her/my condition.

Patient/Guardian/Responsible Party_____________________________________Date ______________

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION

I hereby assign all medical benefits to which I am entitled, including Medicare, Medicaid, private insurance, and third party payers, to Riptide Physical Therapy. A photocopy of this assignment is to be considered as valid as the original. I hereby authorize said assignee to release all information necessary, including medical records, to secure payment.

Patient/Guardian/Responsible Party_______________________________________________ Date ___________________

HIPAA DESIGNATION
I (print name)__________________________________, DOB ___________________, designate the following person(s) to be 
                               (Print Patient Name)
able to speak with the staff at Riptide Physical Therapy on my behalf about my medical condtion

or the status of my account.  I release Riptide Physical Therapy and its staff from any claim of confidentiality in connection with the release of this information.

Name of Designated Person:__________________________________________________________________

Relationship:__________________________________Phone #:_____________________________________

Name of Designated Person__________________________________________________________________

Relationship:__________________________________Phone #:____________________________________

__ I do NOT wish to designate anyone at this time.

Patient Signature_______________________________________________________Date________________
RIPTIDE FINANCIAL / OFFICE  POLICY

**********************************************
Although we check your insurance benefits as a courtesy, you are responsible to contact your insurance company to verify physical therapy eligibility and benefit information.  Patient responsibility is determined as per the Insurance Explanation of Benefits, and we as contracted providers are legally obligated to collect any and all amounts stipulated by the insurance company to be the patient’s financial obligation.  We are not responsible for any incorrect information given by your insurance company and we will not become involved in any disputes between you and your insurance company regarding any aspect of your care at our facility.  If your insurance has not paid within 60 days of the initial claim submission, any balance due will be your immediate responsibility and it will be up to you to get reimbursed from them.  REGARDLESS OF ANY INSURANCE INVOLVEMENT YOU AS THE PATIENT ARE ULTIMATELY RESPONSIBLE FOR FULL PAYMENT FOR ALL SERVICES RENDERED.

Copays and/or coinsurance are to be paid at each visit prior to being seen OR at the beginning of the week for ALL visits scheduled for that week.  If you come for your appointment and are not prepared to pay your copay/co-insurance, your appointment will be rescheduled. 

We accept cash, Visa, Mastercard, Discover, and personal checks.  Any checks returned due to insufficient funds will NOT be re-deposited and checks will no longer be an acceptable form of payment.  Your account will be charged an NSF fee of $35 (in addition to the amount the check was written for), and we report to the local district attorney’s offices checks that are not paid within 2 weeks of being returned to our office.

If you are meeting a deductible, you must sign a financial agreement regarding the payment of any monies taken from our submitted claims to satisfy that deductible. That agreement will be in effect from the initial visit until we get written notification from the insurance company that the deductible has been met.

Any outstanding balance is payable in full no later than 30 days after the initial statement date and a $5 billing fee will be charged every time a statement is released.
Accounts with outstanding balances over 90 days after the initial statement date will be turned over to our collection agency and future care will not be allowed until any balance due is paid in full to the collection agency and we receive written notification from them of such.

If you need to cancel an appointment, please call our office 24 hours prior to reschedule.  Three (3) consecutive cancellations may be grounds for discharge.   If you fail to make your scheduled appointment and do not contact our office, you will be charged a $25 fee which must be paid prior to scheduling any further appointments.  If you ‘no-show’ more than once, it is grounds for discharge.
WITH MY SIGNATURE, I FULLY UNDERSTAND AND AGREE TO COMPLY WITH ALL

INFORMATION AS SET FORTH IN THIS DOCUMENT.

____________________________________________              _____________
Patient/Guardian/Responsible Party                                                                Date
____________________________________________________               ________________

Facility Representative/Witness                                                                        Date

Riptide Physical Therapy

249 South Main Street, Suite 1

Barnegat, NJ 08005
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Name:____________________________________________________   Referring Physician:______________________________

Family Physician: __________________________________________   Date of Injury/Onset:_____________________________

Date of 1st Doctor Visit for this Injury/Episode:  ________________  Last Date Worked Due to this Injury: ____________
___
Height________________________Weight______________________
Have you had Home Health Care

YES       NO                 Last Date of Home Health Care:________________
Is an Attorney Involved in this Case?  
YES
NO 

Have you had Surgery for this injury?   
YES
NO

          

Type of Surgery:_________________________________________       Date of Surgery:__________________________________

Are You Currently Taking Any Prescription or Non-Prescription Medications?   
YES
NO


Anti-inflammatories  ____      Muscle Relaxers  ____      Pain Medication  _____


List Medications: _____________________________________________________________________________________

Are You Allergic to any Medications?
YES
NO
List Medications: ______________________________________
Have you had any of the following Medical or Rehabilitative Services for this Injury/Episode?





YES
NO





YES
NO

Chiropractor



___
___

CT Scan



___
___

EMG/NCV



___
___

General Practitioner

___
___

Massage Therapy



___
___

MRI



___
___

Myelogram



___
___

Neurologist


___
___

Occupational Therapy


___
___

Orthopedist


___
___

Physical Therapy



___
___

Podiatrist



___
___

Emergency Room Care


___
___

X-Rays



___
___

Other:_____________________________________________________________________________________________________
If any X-Rays, MRIs or CT Scans were done for this episode, please indicate where:_____________________________________
Have you ever had ANY of the following?





YES
NO





YES
NO

Asthma, Bronchitis, or Emphysema

___ 
___

Severe or Frequent Headaches
___
___

Shortness of Breath/Chest Pain

___
___

Vision or Hearing Difficulties
___
___

Coronary Heart Disease or Angina

___
___

Numbness or Tingling

___
___

Do you have a Pacemaker?


___
___

Dizziness or Fainting

___
___

High Blood Pressure   


___
___

Bowel or Bladder Problems

___
___

Heart Attack or Surgery


___
___

Weakness


___
___

Stroke/TIA



___
___

Weight Loss/Energy Loss

___
___

Congestive Heart Disease  


___
___

Hernia



___
___

Blood Clot/Emboli



___
___

Varicose Veins


___
___

Epilepsy/Seizures



___
___

Allergies



___
___

Thyroid Disease or Goiter


___
___

Any Pins or Metal Implants 

___
___

Anemia




___
___

Joint Replacement Surgery

___
___

Infectious Diseases



___
___

Neck Injury/Surgery

___
___

Diabetes




___
___

Shoulder Injury/Surgery 

___
___

Cancer or Chemotherapy/Radiation

___
___

Elbow/Hand Injury/Surgery

___
___

Arthritis




___
___

Back Injury/Surgery

___
___

Osteoporosis



___
___

Knee Injury/Surgery

___
___

Gout




___
___

Leg/Ankle/Foot Injury/Surgery
___
___

Sleeping Problems/Difficulties

___
___

Are You Pregnant?


___
___

Emotional/Psychological Problems

___
___

Do You use Tobacco?

___
___

List any other information that would assist us in your care:  _________________________________________________________

Are you aware of your diagnosis and prognosis as explained by your doctor?    YES      NO     Based on your awareness, What are your rehabilitation expectations/goals while in this program?  

_____________________________________________________________________________________________________________
Patient/Guardian Signature:  _________________________________________________________   Date:  _________________
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