	            Therapeutic

          Inspirations




144 East 44th Street

New York, New York 10017

Phone: (212) 490 – 3800 ** Fax (212) 490 – 6657

Registration Form:




Name (Last, First, M.I.): 
Date of Birth:



    Social Security Number
Street Address: 
City:




State:
                    Zip Code:
Home Phone:



   Work Phone:
Cell Phone:                                             Email:
Marital Status (circle one):  Single   Married Divorced Widowed

SEX: [] Male [] Female

Emergency Contact: 
Telephone:                                                         Relationship:
Referred by (Physician’s name):
Is this a Worker’s Compensation or No-Fault claim (circle one)? If so, please fill-in below if NOT complete next section ONLY:

Claim/Case #                                                  Date of accident:
Insurance Co. Name:
Adjuster Name and Phone #:                                            Fax#: 

Insurance Plan Name:
I.D.#:                                                                       Group #:
Insured’s Name:                                                   Date of birth:
Secondary Insurance Plan Name:


 I.D.#:





        Group#: 
Insured’s Name:



        Date of birth:
I, 




 hereby authorize my insurance plan or its agents to pay the claim directly to Therapeutic Inspirations, P.C. for services rendered.  I permit a copy of this authorization to be used in place of the original.  I authorize release of pertinent information to all my insurance company (s). I understand that I am ultimately responsible for my bill.

BILLING

Therapy bills will be mailed to you and/or your insurance company. Insurance coverage for Physical therapy varies with each insurance carrier. Therefore, it is your responsibility to check with your insurance company regarding the extent of your therapy coverage. We unable to estimate the total amount of your therapy bill. Your bill will vary according to the treatment rendered and may vary from session to session.

Patient’s Signature: 





Date: 
	Therapeutic Inspirations



144 East 44th Street

New York, New York 10017

Phone: (212) 490 – 3800 ** Fax (212) 490 – 6657

Date_____/______/_______ 

Name ___________________________________________ DOB_______/________/___________

Referring MD___________________________ Phone number _______________________
MR#________________ Date of RX ___/____/___   

 Precautions from RX ________________________________________________________________ _

Where is your pain/injury? _____________________________________________________________

How did the pain/injury occur?_________________________________________________
When did you first notice the pain or functional problem due to this condition?
 (First approximate dates) First episode________________ most recent episode______________

Is your pain            getting better?               getting worse?              staying the same?

What makes your pain better _____________________________________________________________

Are your currently working?

Yes 
           No 
Current employer:​​​​​​​​​​​​​​​______________________________________________________________________

What critical work duties have been affected by your condition?
______________________________________________________________________________

Please list any diagnostic tests you have taken for this condition.  (MRI, X-RAYS, CAT scans)

____________________________________________________________________________________________________________________________________________________________

Please list any treatments that you have received for this condition and the outcome.

____________________________________________________________________________________________________________________________________________________________

Have you ever been diagnosed with follow (please check off)

	Arthritis
	Diabetes
	Head Disease

	Cancer
	Seizure
	Stroke

	Asthma
	Osteoporosis
	High blood pressure 

	
	
	


List any prior surgeries: ____________________________________________________________________________________________________________________________________________________________

List all current medications: (include dose and reason it was prescribed)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Signature_____________________________________ Date ______/_______/_______
	Therapeutic Inspirations



144 East 44th Street

New York, New York 10017

Phone: (212) 490 – 3800 ** Fax (212) 490 – 6657

Assignment of Benefits:

Financial Responsibility:

I understand that insurance billing is a service provided as a courtesy and that I am at all times financially responsible to Therapeutic Inspirations, P.C. for any charges not covered by my health care benefits.  It is my responsibility to notify Therapeutic Inspirations, P.C. of any changes in my health coverage.  In some cases exact insurance benefits cannot be determined until the insurance company receives the claim.  I am responsible for the entire bill or balance of the bill as determined by Therapeutic Inspirations, P.C. and/or my health care insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form that I am accepting financial responsibility as explained above for all payment for medical services and/or supplies received.

Assignment of Benefits:

I authorize direct remittance of payment of all insurance benefits, including Medicare, if I am a Medicare beneficiary, to Therapeutic Inspirations, P.C. for all covered medical services and supplies provided to me during all courses of treatment and care provided by Therapeutic Inspirations, P.C. and/or it’s affiliated entities or otherwise at it’s direction.  I understand and agree this Assignment of Benefits will have continuing effect for so long as I am being treated or cared by Therapeutic Inspirations, P.C., and will constitute a continuing authorization, maintained on file with Therapeutic Inspirations, P.C., which will authorize and allow for direct payment to Therapeutic Inspirations, P.C. of all applicable and eligible insurance benefits for all subsequent and continuing treatment, services, supplies and/or care provided to me by Therapeutic Inspirations, P.C.

Authorization to Release Information:

I authorize the release of any medical or any other information to the Health Care Financing Administration, my insurance carrier(s), or other entity necessary to determine insurance benefits or the benefits payable for related medical services and/or supplies provided to me by Therapeutic Inspirations, P.C.  A copy of this authorization will be sent to the Health Care Financing Administration, my insurance carrier(s), or other medical entity, if requested.  The original authorization will be kept on file by Therapeutic Inspirations, P.C.
Patient’s Name (print): 
Date of birth: 
Patient’s Signature: 
Date Signed: 
	Therapeutic Inspirations



144 East 44th Street

New York, New York 10017

Phone: (212) 490 – 3800 ** Fax (212) 490 – 6657
HIPAA Privacy Practices Acknowledgement
Acknowledgment Form:

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

Patient’s Name: 
Date of birth: 
Patient’s Signature: 
Date
	Therapeutic Inspirations



144 East 44th Street

New York, New York 10017

Phone: (212) 490 – 3800 ** Fax (212) 490 – 6657
Dear Patient,

In order to provide the best care and service to all our patients, we ask that you notify us 24 hours in advance to cancel and/or reschedule you appointment.

Please be aware that failure to notify us may result in a missed appointment fee of $50.00. After 3 missed appointments (failure to call or show): you may be placed on an option to schedule only same day appointments. Chronic lateness for scheduled appointments greater then 20 minutes may be considered a missed appointment.

We value our patient therapist relationships and will do everything we can to accommodate you. Your communication and compliancy are very much appreciated and will help us and you achieve a positive outcome.

Thank you

Therapeutic Inspirations

Patient’s Signature:






Date:
