} Patient Name; o Gender:
' § Date of Birth: _Social Security: -
121 Mailing Address: . , Marital Status: MO
: g City: State: Zin Cade:
‘ % Home Phone: Cell Phone:
151 Referring Doctor: | ;
Employer: Work Phone:
i E Insured Name: 58. 8 - -
"‘.’% Date of Birth: ' , Reiéa.tiansﬁi;}fmpaé:ierxt;
: g Mailing Address: ’ o V ER—
K City: State: Zip Code:
' ;% Employer: NS Work Phone:
12  Home Phone: ~ Cell Phone: o
; insurance Co: Co-Pay
§ Address; o o Phone:
: g City: State: _ 2@;&1'{2{}@‘39: ,
2 “Policy #: - o Group#:
121 workRelated?  ves - No - Chim# o
§ ' Miustar‘»‘& Names: ’ ‘ I :
' Adjuster's #: Date of injury:
, Insured Name: « 554 -
g Date of Birth: Relationship to patient: -
12 Insurance Co: e Co-Pay
N f% Address: ?haﬁe; :
' % ‘ City: _ Stater_ Zip Code:
g Policy #: Group #:
Insurance Assignment and Medical Records Release:
CF L the undersigned, do hereby duthorize my Insurance carrier{s) to pay directly 1o ProRehab Physical Therapy, the insurance benefits) #any, a&érwﬁse
ﬁ; payable to me for services rendered, | undlerstand that 1 any financially responsible for any charges not covered by said i:ismﬁa%v.:a carviar{s), including co-
. 'g pay and/or deductible amounts. 1, the undersigned, sgree to ;ﬁgwii attorney fees, court costs, filing fees, ineluding charges or commissions that way be
£ laesessed o me by any collection agency ratained 1o pursue such matters, | further agree to pay interest in the amount of 1.5% per month on aoy balance
§ over 90 days. 1 do hereby give my permission o ProRehab Physical Therapy to fz.a_mishimy insurance i?a’rrier{&}’aﬂy avd alf iﬁfmmaiﬁm pertaining 1o my
i medical records, : ' ' -
; Signature: ‘m;e:
E V How did you hear about ProRehab ‘Pbygécfai ?hara;}y? ‘
] '% Telephone Book - aaé{:t;z,{ ‘ Fcrmer‘?atient
, 5] Internet/Website Family/Friend Staff Member L




Pmﬁehab | | o
&~ Physxﬁai Therapy . ~ Phone: (435)613-1500

 Bookeliff Medical Plaza | | ; © Fax: (435)613-1501
- 590 East 100 North Suite #1 .
?rme, Utah MSQE

Name: Lo NN '»f}s:;ié:"‘_

Referring Physician:
Reason for visit:

What pafifnf the body is ingé@é? {please circle all iﬁa&afppzyj,

Am o R L | Anke R L [ Had R L | Back
Finger___ R L | Feot R L | Wrst R L | Neck
Knee - . R L | teg R L | Ebow R L | Pelvis
Shoulder R L | Toe: R L |Hp R L Other:

How Sewvere is you paé&? (Pieaseﬁ Circle} 1 2. 3 s«i; 5 8 7 8» g 10 ;

Fm‘ the: f&liemng, carcie ws orno, i wﬁ, pieas& ;mmwcta & brief axpianatmn

Did you havasurgafy? \‘?ES NG ' ,*~ Sur;gefy“fym* ' - | . Date:
lsitduetoinjury?  YES  NO  Dateofimury ' ;
' ifYEﬁ please expiam o
is the injury work reiatad? YES  NO o

i ‘?‘Efx g}!easa explain:
Bue 1o motor veh;e e aac%dant? YES  NO ’

if "f’%&? g}ie&se exp!am

Are you currently receiving Home Health Services? ¥VE$; NO
I YES, from where? } =
{}a you have a pace mai{er‘»’ K YES NO
Please list all medications ya& are wmnﬁy taldng below: L - : o
. MEDICATION | - Dose perday L mMEepicaTion | Dose per day
1 T R T
2, 18
3. 9.
4, 110,
5. il
&, 112,

PATIENT SIGNATURE: | oA




ProRehab

Phys:mai The:rapy " Phone: (435)613-1500
" Bookdliff Medical Plaza ~ Fax: (435)613-1501
590 East 100 North Suite #1 ‘ ‘

Price, Utah 84501
PAYMENT AGREEMENT

I/'We agree to gay all {;hargc@ and fees mmrred hemm as shawa hy the. smtem@m% gfsmmpt%y upon
‘presentment thereof, unless credit arrangements are agreed up{m in wmmg Chargg% shown by
statements are deemed to be correct and reasonable unless gfo@%i&é in writing within ?;hmy days of
hzlimg date. If this account becomes delinquent, I/'We agree to pay interest on the unpaid balance
at the rate of 1.5% per month (18% per annum), fﬁfi’g further agree to pay all court costs,
attorney's fees and collection agency commissions incurred in wtlﬁ:stmg this account; whether
“or not suit is ﬁied, and understand that mffemaﬁ agmey mmmwmns ng&: }}e as mzw& as
50% of the pw&mpaé meance 0wmg " : : ‘ :

|

PATIENT: o paTE

GUARANTOR: | . DATE

%:% ﬁﬁﬁ&% - | s;fmf “%w

;?e't“i‘rcé%v‘fffé;ﬁwﬁ%eri President ~ Michael Gagon, Vice President




© ProRehab R |
- Physical Therapy ' Phone: @356131500

- Bookcliff Medical Plaza " "Fax: (435)613-1501
- 590 East 100 North Suite #1 - S |
Price, Utah 84501 ‘
- HIPAA Compliance Form

I, the undersigned, do hereby acknowledge that I was made aware of the NOTICE OF PRIVACY
PRACTICES by ProRehab Physical Therapy and, having read said documents, confirm my total
compliance with thern. Iunderstand that the practices established by HIPAA are for the protection of
personal medical records in compliance with current law. I recognize that ProRehab Physical Therapy
teserves the right to change their privacy practices and terms per discretion, provided that said changes are
permitted by law. I further understand that ProRehab Physical Therapy has the right to disclose any.or all
information provided by me, the patient, in any event that complies with the privacy practices previously
mentioned. IS S Do

Signed n N Lol Date






