We Are So Happy To Have You.......And We Would Love To

Thank Who Sent You! We are truly looking forward to working with you.
Please take a few moments to answer the following question.

Patients Name: Date:

Diagnosis: Referring Physican Name:

Primary Care Physican:

Services being utilized: (Please Circle All That Apply)

Physical Therapy Occupational Therapy Speech Therapy

How did you hear about our facility? (Place an X on which applies)
My physician gave me a list of choices and asked for my preference.
My physician’s assistant told me to come here.

My physician’s assistant gave me a list of choices and asked for my
preference.

My case manager told me to come here. (If so, who: )

My physician’s nurse told me to come here. (If so, who was the
nurse: )

My physician’s nurse gave me a list of choices and asked for my
preference. ( If so, who was the nurse: )

The receptionist at my physician’s office suggested that I come here.( If so,
who was the receptionist: )

The receptionist at my physician’s office called and arranged my therapy.( If
so0, who was the receptionist: )

This facility was listed as a part of my insurance plan.

My physician told me to come here.

Other: A friend recommended this facility (If so, Who? )
Newspaper Ad Radio Yellow Pages _ White Pages

Agency and any others not listed above please explain on the line below.



300 Sunset Circle * Moultrie, Georgia 31768 * Telephone: (229) 985-2080 ¢ Fax: (229) 890-3397

Date:

Patient Name:

I verify that I am currently not receiving any services from a home health agency:

Example:
Nursing
Home Health Aide
Laboratory Services at Home
Any Other Services Provided Under a Home Health Plan

L agree to notify Regional Therapy Services, Inc. immediately if T begin receiving any
services from a home health agency during the course of my therapy treatment.

If T begin to receive home health services and I do not notify Regional Therapy Services
Inc. of this change, I will be responsible for payment of any continued services provided
by Regional Therapy Services, Inc.
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Patient or Responsible Party Signature

Date



PATIENT INFORMATION AND CONSE

Last Name:

First:

Middle Initial:

Address:

City:

State:

Zip:

Home Phone:

‘Work Phone:

Male 0 Female o

Date of Birth: Age: Marital Status: S M D W (circle one)
Social Security Number: Occupation:
Employer: Address:
City: State: Zip:
Company-Agency/Case Worker-Case Manager:
EMERGENCY CONTACT INFORMATION
Name: Phone: Relationship:
Address: City: State: Zip:
SOC Date: Date of Onset: Primary Care Physician:

Referring Physician:

Diagnosis:

Physician UPIN#:

WORK RELATED: Yes 0 No 0 AUTO ACCIDENT: Yes 0 No o OTHER LIABILITY INSURANCE: Yes o No o

PRIMARY INSURANCE: SECONDARY INSURANCE:
Payer: Payer:
Payer Address: Payer Address:

Insured Name:

Insured Name:

Relationship of Patient to Insured:

Relationship of Patient to Insured:

Self Spouse Self Spouse
Child Other Child Other
Group ID#: Group ID#:

ID#:

ID#:

The Physical, Occupational and Speech Therapy Program has been prescribed by your physician. Your signature gives us permission to implement this
treatment. T authorize the staff at Regional Therapy Services to discuss protected health information with caregivers involved in treatment of the above listed
patient. I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act, other applicable federal and state
acts, or other insurance policies is correct. I authorize to release to any insurance company or their agent, any information needed for this or a related claim.
I request payment of authorized benefits be made on my behalf directly to Regional Therapy Services, Inc. for any past or future services rendered to me.
We will verify insurance coverage upon evaluation, however, this is not a guarantee of payment. You are responsible for reviewing your insurance plan and
knowing your coverage limitations for therapy services.

Signature Date

This provider of Medical Services is an equal opportunity employer and does not di

creed, color, sex, national origin, age or handicap.

Relationship (if signer is not patient)

practices on the basis of race,

inits pr

or

Y



CONTACT INFORMATION AND HOW TO REPORT A PRIVACY RIGHTS VIOLATION.

If you have questions and/or would like additional information regarding the uses and disclosures
of your Health Information, you may contact our Privacy Officer at:

Address: 300 Sunset Circle Moultrie, Ga. 31768
Attn: Privacy Officer

Telephone: 229-985-2080

Fax: 229-890-3397

If you believe that your privacy rights have been violated or that we have violated our own privacy
practices, you may file a complaint with us. You may also file a complaint with the Secretary of the U.S.
Department of Health and Human Services at 200 Independence Avenue, S.W., Washington, D.C. 20201.
Complaints filed directly with the Secretary must be made in writing, name us, describe the acts or
omissions in violation of the Privacy Rules or our privacy practices, and must be filed within 180 days of
the time you knew or should have known of the violation. Complaints submitted directly to us must be in
writing and to the attention of our Privacy Officer. There will be no retaliation for filing a complaint.

The Effective Date of this Privacy Notice is April 13, 2003.

BY SIGNING BELOW, Il HEREBY ACKNOWLEDGE REVIEW OF THIS PRIVACY NOTICE.

Printed Name of Patient Date

Signature of Patient or Patient's Representative

Printed Name of Patient's Representative (if applicable)

Representative's Relationship to Patient (if applicable)

To be completed by Regional Therapy Services, Inc.:

After a good faith attempt to obtain an Acknowledgment of receipt, the patient or representative refused
or was unable to sign the Privacy Notice for the following reason(s)

Signature of Regional Therapy Services, Inc. Representative Date

PRIVACY NOTICE
992741 v3 (10/7/02) Page 5 of 5



- Regional

300 Sunset Circle « Moultrie, Georgia 31768 « Telephone (229) 985-2080 « Fax (229) 890-

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

PATIENT NAME:

DATE OF BIRTH:

SOCIAL SECURITY NUMBER:

INFORMATION RELEASED FROM:

INFORMATION RELEASED TO:

LIST ANY TESTS PERFORMED IN THE LAST YEAR (EX: MRI, X-RAY, ETC.):

PURPOSE FOR RELEASE:

RELATIONSHIP TO PATIENT:

Signature of Patient or Date Signature of Agency Date
Representative of Patient

Physical Therayy « Occupational Therapy « Speech Therapy



300-B Sunset Circle  Moultrie, Georgia 31768 ¢ Telephone: (912) 985-0486 ¢ Fax (912) 890-3397

Appointment Cancellation Policy

If a patient is unable to attend a scheduled appointment, they must contact the office
prior to appointment time to cancel. A new appointment should be made at that time
for the patient to return for therapy.

If the appointment is missed without prior cancellation on 2 consecutive appointments,
the patient could be terminated from our therapy program. The same appointment
time may not be available after 2 consecutive missed appointments without prior

cancellation.

Patient or Responsible Party Signature

Date



Social Services Questionnaire Form

Regional Therapy Services, Inc. has social services available for all patients in need of
these services during their course of therapy. The following questionnaire may be
reviewed by a social worker, vocational adjustment specialist, or psychologist to
determine these needs.

O Ido not wish for my information to be reviewed by social services.

Signature Date

O Ido wish for my information to be reviewed by social services

If yes, please complete the following:
Please check and give a brief explanation of issues that may hinder reaching treatment
goals.

e Family

e Environmental/Safety

e Financial

e Mental Health

e Social

e Transportation

e Legal/Pt. rights/Abuse

e Other health problems

e Educational

Signature Date

For Office Use:







