Thank you for choosing our office.
(Please print in BLACK INK.)  All information will be strictly confidential.

NAME____________________________________NICKNAME_______________SPOUSE ________________
ADDRESS ___________________________ CITY ___________________ST____ ZIP CODE ______________
BIRTHDATE _____/_____/_____ AGE ______ EMPLOYER __________________________________________
HOME PHONE _________________ WORK PHONE _________________ CELL PHONE _________________
WOULD YOU LIKE AN APPOINTMENT REMINDER?   YES or NO  
EMAIL or TEXT
EMAIL ADDRESS___________________________________ TEXT CARRIER___________________________
IF PATIENT IS A CHILD, PARENT OR GUARDIAN NAME ___________________________________________
CONTACT PERSON IN CASE OF AN EMERGENCY _________________________ PHONE _______________
HAVE YOU HAD PHYSICAL THERAPY THIS YEAR?  YES   or  NO

FOR MOTOR VEHICLE INJURIES:

INSURANCE NAME ____________________________________ CLAIM # _____________________________
CLAIMS ADDRESS __________________________________________________________________________





DATE OF INJURY __________________  ATTORNEY _____________________________________________
CLAIM ADJUSTER _________________________________________ PHONE __________________________

FOR WORK RELATED INJURIES:
L & I or WORKMENS’ COMP #______________________ STATE _____  DATE OF INJURY _______________

EMPLOYER AT TIME OF ACCIDENT ___________________________________________________________
CLAIM MANAGER __________________________________ ATTORNEY______________________________

I have presented all insurance information and understand that I am responsible for all charges, regardless of insurance coverage. I understand that it is my responsibility to verify my outpatient physical therapy benefits which may include: deductible amount, co-pay/co-insurance amount & yearly maximum. I request payment of authorized primary insurance, Medicare or secondary insurance benefits be made to Arias Physical Therapy/Walla Physical Therapy Center for any services furnished to me.  Balance is due in 60 days unless special arrangements have been made with this office.  A service charge will be imposed on past due accounts, computed at a rate of 1½% per month on the unpaid balance, which is an annual percentage rate of 18%.  I have reviewed the Arias Physical Therapy/Walla Walla Physical Therapy Center Privacy Policies (available upon request). 
ATTENDANCE POLICY: If you arrive 10 minutes (or more) after your appointment time, you may be asked to reschedule. Please give advance notice if you are unable to keep your appointment. We may discharge you back to your doctor if you no show or cancel 3 times.

SIGNATURE ____________________________________________ DATE _____________________________

MEDICARE LIFETIME AUTHORIZATION

Date _____________________

	PHYSICIAN/SUPPLIER

ARIAS PHYSICAL THERAPY / 

WALLA WALLA PHYSICAL THERAPY CENTER
	PATIENT’S NAME

	ADDRESS

275 W TIETAN ST
	HEALTH INS. #

	CITY ST ZIP

WALLA WALLA WA  99362
	ADDRESS

	PHONE #

(509) 522-0114
	CITY ST ZIP


I request that payment of authorized MEDICARE benefits be made either to me or on my behalf to Arias Physical Therapy Inc./Walla Walla Physical Therapy Center PS for any services furnished me by the Physical Therapist (PT) authorize any holder of medical information about me to release to the HEALTH CARE FINANCING ADMINSTRATION and its agents any information needed to determine these benefits or the benefits payable for related services.







___________________________________________







SIGNATURE (SEE #1 & #2 BELOW)
TO BE VALID THE LIFETIME AUTHORIZATION MUST BE PROPERLY SIGNED

LIFETIME AUTHORIZATION

1. The patient, if physically and mentally competent, must sign on his own behalf.  If he cannot sign for himself, a representative payee as designated by the Social Security Administration, or a legally appointed guardian may sign.  The source of the signatory’s authority should be state, e.g. Social Security appointed Representative payee, court appointed guardian, etc.

2. This form is used in lieu of the patient’s signature on the “Request for Payment” form HCFA 1500 and is, therefore, an extension of that form.  Anyone who misrepresents or falsifies essential information making Medicare claims, may, upon conviction, be subjected to fine and imprisonment under Federal Law.

