REGISTRATION HarBOR PHYSICAL THERAPY

(PLEASE PRINT) & SprorTs MEDICINE

1204 WEST SIXTH STREET, SUITE 101
SAN PEDRO, CALIFORBMIA 90732

PATIENT INFORMATION

Today'sDate _ DOIDOA Homea Phone Cell Phona
Marme Soc. Seo. §
Last Mama First Mame Initial
Address —
City 2 State Zip
Sex (M [IF Age_ Birthdate | Singla Married | Widowed []Separated [ Divorced
Patient Employed by Occupation
Business Addrass Zip Code _ Business Phone

Whom may we thank for referring you?

In casa of emergency, who should be notified? Phone

PRIMARY INSURANCE — RESPONSIBLE PARTY

Person Responsible for Account

Last Mame First Mame Initial
Relation 1o Patiant Birthdate __Soc. Sec. #_
Addrass (if different from patient's) h Phone
City ___ State : Zip
Responsible Party Employed by Occupation
Buginess Addrass ) Business Phone -
Insurance Company =
Caontract # ) Group # Subsoriber # _

ADDITIONAL INSURANCE

Is patient covarad by additional insurance Yes [ Mo

Subscriber Mame i Relation o Patient Birthdate

Address (if different from patient's) ) Phone

City State Zip

Subscriber Employed by - Business Phone

Insurance Company __ Soc. Sac. #

Contract # Group # _ Subscriber #

ASSIGNMENT AND RELEASE

|, the undersigned, cerify that | (or my dependent) have insurance coverage with

Mame of Insurance Company(les)

and assign directly to Harbor Physical Therapy & Sports Medicine all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all information

necessary to secure the payment of benefits. | authorize the use of this signature on all insurance submissions,

Responsible Party Signature Relationship Date



HARBOR PHYSICAL THERAPY & SPORTS MEDICINE

PATIENT NAME:

DATE:

AGE: PRIVATE M.D.:

REFERRING M.D.:

MEDICAL HISTORY: HAVE YOU HAD OR DO YOU HAVE ANY OF THE FOLLOWING:

YES NO YES NO
FRACTURES RESPIRATORY ILLNESS
DIABETES ALLERGIES
HEAD TRAUMA/ HIGH ELOOD PRESSURE
CONVULSIONS
VASCULAR KIDNEY DISEASE
DISEASE
STROKE RHEUMATIC DISEASE
METAL IMFLANTS DENTURES
PACEMAKER HEART ATTACK
BLOOD DISEASE CANCER(S)
HERMIAS BOWEL/BLADDER
PROBLEMS
CHANGE IN BODY
WEIGHT
WOMEN:
ARE YOU CURRENTLY PREGNANT? i N
PAST SURGERIES:
CURRENT MEDICATION(S):
ARE YOU USING A BRACE OR SUPPORT? Y N

PATIENT SIGNATURE:




HARBOR PHYSICAL THERAPY & SPORTS MEDICINE
1294 WEST 6TH STREET, SUITE 101
SAN PEDRO CALIFORNIA 90732

WELCOME TO HARBOR PHYSICAL THERAPY & SPORTS MEDICINE. OUR GOAL IS
TO PROVIDE EACH PATIENT WITH THE BEST POSSIBLE CARE THROUGHOUT THEIR
COURSE OF THERAFY. PLEASE TAKE A FEW MOMENTS TO FAMILIARIZE
YOURSELF WITH THESE POLICIES. PLEASE FEEL FREE TO DISCUSS ANY
QUESTIONS WITH OUR OFFICE STAFF.

I. PLEASE BRING YOUR PHYSICIAN PRESCRIPTION/REFERRAL, INSURANCE
CARD(S) AND OR CLAIM FORM AT THE TIME OF YOUR INITIAL VISIT. ALL
PATIENTS (INCLUDING WORKER'S COMPENSATION) ARE REQUIRED TO
PROVIDE US WITH COMPLETE INSURANCE INFORMATION AS WELL AS AN
UPDATED PRESCRIPTION/REFERRAL FOR CONTINUED TREATMENT

EXTENDING PAST THE DURATION AND/OR NUMBER OF VISITS ALLOWED ON
THE CURRENT PRESCRIPTION/REFERRAL.

2. WE ASK THAT YOU SCHEDULE YOUR APPOINTMENTS A WEEK IN ADVANCE,
(PROVIDED WE HAVE NECESSARY DOCUMENTATION TO DO 8S0), PLEASE
CALL IF YOU MUST CANCEL YOUR APPOINTMENT SO THAT WE MAY
ACCOMIDATE OTHER PATIENTS IF NEED BE. PATIENT’'S WITH MORNING
APPOINTMENTS ARE REQUIRED TO CANCEL BY 4:00PM THE PREVIOUS DAY,
THOSE WITH AFTERNOON APPOINTMENTS ARE REQUIRED TO CANCEL BY
10:00AM THE SAME DAY. FAILURE TO DO SO WILL RESULT IN A MISSED
APPOINTMENT CHARGE OF 335.00 BILLED DIRECTLY TO YOU AND
COLLECTABLE ON YOUR NEXT SCHEDULED APPOINTMENT. (WE DO NOT
BILL PRIVATE INSURANCE COMPANIES FOR MISSED APPOINTMENTS).

3. YOUR INSURANCE COMPANY(S) ARE BILLED IN A TIMELY MANNER.
THEREFORE, WE ASK THAT YOU SUBMIT PAYMENT TO US FOR ANY
COFPAY, DEDUCTIBLE, CO-INSURANCE AND/OR NON COVERED CHARGES.
DEEMED PAYABLE BY YOUR INSURANCE COMPANY EOB(S) IN THE SAME
MANNER. PAYMENT 15 ACCEPTED BY CHECK, CASH AND VISA/MASTERCARD.
A 825,00 FEE WILL BE CHARGED FOR RETURNED CHECKS.

4. WHILE WE DO HAVE A CONTRACTED AGREEMENT WITH INSURANCE
COMPFANIES, YOU ARE ULTIMATELY RESPONSIBLE TO SEE THAT WE ARE_PAID
CORRECTLY AND ON TIME., YOU ARE RESPONSIBLE FOR ANY AND ALL
CHARGES NOT COVERED BY YOUR INSURANCE COMPANY(S) UNLESS
OTHERWISE STATED ON YOUR INSURANCE EOB(S). ALL ACCOUNTS
SUBMITTED FOR COLLECTIONS WILL BE SUBJECTED TO A 35% FINANCE
CHARGE AT THE TIME OF SUBMISSION.

5. FOR LIABILITY PURPOSES ALL CHILDREN MUST REMAIN IN THE WAITING
ROOM UNLESS THEY ARE RECEIVING PHYSICAL THERAPY TREATMENT.

RESPONSIBLE PARTY SIGNATURE  WITNESS DATE






