/)

PHYSICAL THERAPY
(212) 761-6304

REGISTRATION FORM

BRILL PHYSICAL THERAPY
1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

Date:

1. Patient Name:

2. Address

3. City: State: Zip:
4. Date of Birth: Sodal Security #:

5. Work #: Cell#: Homet#:
6. Email:

7. Marita Status 'Married ISingle  'Widowed IDivorced

8. Student: !Yes INo

9. Gende:[] Made []Femde

10. Employer Name:

11.Employe Address:

12.City:

State: Zip:

13.How did you find out aboutBrill Physgcal Therapy?
IFriend 'Promotiond Material  'Wakin 'Webgte

Name of referring Phydcian:
Address:

(required for PT)

City:

State: Zip: Td #

14.Date of IlInessAccident:
15. Purpo of visit (DX):

16. Have you seen another physcal therapist thisyear?Y / N If so, howmany visits were used?

Staff Only
17.Primary Insurance Company: Tel #
18. Policy Holder: ISelf  ISpous/Partne  !Guardian
19.D.O.B SS# Tel #
20.Policy # Group#
Date: lIn Network  !Out of Network
Eff dae:
Dedudible: Ded Met?. Out of podket:
Bendfits: % Co Inaur % Co-payment/Fee: Vigts pe year:
Precert/Auth required: Phone#
Name of insurance rep:
Verified By: Date:
First appointment: Time: Therapist:

Notes:




BRILL PHYSICAL THERAPY

b 1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
BRILL 2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

PHYSICALTHERAPY
(212) 761-6304

General Patient I nformation

Name:

Occupdion:

Off work because of current episode  Yes/ No Since: [

History of Present Complaint

Describerelevant symptoms:

Present since [ Improving/ unchanging / worsening

Commenced as aresult of: or no appaent reason
Wha makesiit:

Better:

Worse:

Previoustreatments:

X-Rays: Yes/No MRI: Yes/No Results:

Medical Health Questionnaire

Circle any of thefollowing symptoms tha you have experienced in the past month:

Loss Of Appdite Headaches Shortness of Breath Fever
Nausea Vomiting Changein Bowel/Bladde  Chills
Swelling Sweats BruisingBleeding Weakness
Lightheadedness Rash Dizziness Vertigo
Numbness Anxiety Weightloss

Circle any of thefollowing tha you have:
Pacemaker

Diabetes

Cancer or history of Malignancy

Osteopoross

Recent or mgjor surgey: Yes/No  Date: [ Details:

Accidents: Yes/ No Date: [ Details;

Unexplained weightloss: Yes/ No



b BRILL PHYSICAL THERAPY
1585 Broadway, 8" Floor, New York, NY, 10036 (212) 761-6304
BRILL 11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
PHYSICAL THERAPY 2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

(212) 761-6304

PATIENT AGREEMENT FORM

Thank you for electing Brill Physical Therapy. In order to facilitate your treatment here we ask that you read and sign this
agreement and authorization.
- A scheduled appointment must be cancelled at least 24 hoursin advance, otherwise the full treatment fee of
$150 will be assessed.
- Feesdueto Brill Physical Therapy for co-payment, deductible, cancellation fees and treatment fees not
covered by pre-approved medical insurance plan are to be paid prior to treatment.
- We accept advance payments for all co-payments in accordance with treatment plan.
- Wewill bill your insurance carrier as a convenience to you, however if your carrier reimburses you, you
agree to inform us of the receipt and pay us promptly.
- If your careis not covered by insurance, you agree to be responsible for payment of all feesin full.

Signature of Patient Date

CONSENT FOR MEDICAL TREATMENT

| hereby authorize and request Brill Physical Therapy to provide such medical care and administer procedures and
treatments as in the judgment of the physical therapists in attendance and deemed necessary and advisable.

Signature of Patient Date

AUTHORIZATION FOR RELEASE OF INFORMATION FOR INSURANCE BENEFITS

| hereby authorize and direct Brill Physical Therapy, having treated me, to release to government agencies, insurance
carriers, or others, who are financially liable for my care, all information needed to substantiate payment for my care and to
permit representatives thereof to examine and make copies of all records relating to such care and treatment.

Insurance Company Signature of Patient Date

ASSIGNMENT OF BENEFITS

| hereby assign, transfer and set over to Brill Physical Therapy and the Therapist responsible for my treatment sufficient
monies and/or benefits to which | may be entitled from government agencies, insurance carriers or others who are
financially liable for medical care to cover the costs of the care and treatment rendered to myself or my dependent in said
facility. | understand that | am financially responsible for the charges not covered by my insurance. A Photostatted copy
of this authorization shall be considered as effective and valid as the original. When signed by a Medicare recipient thisis
alifetime care authorization. This authorization may be revoked by either myself or the above named carrier at anytime in
writing.

Insurance Company Signature of Patient Date



A BRILL PHYSICAL THERAPY

11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

PHYSICAL THERAPY
(212) 761-6304

PRIVACY AUTHORIZATION

This authorizationisrequired by the privacy regulationsrecently promulgated by the United States
Department of Health and Human Services.

Y our protected health information induding individudly identifiable information, such as names,
dates, phondfax numbers, email address, demographic daa, phoographs x-rays, and study modds
may beused or disclosed for the purmpos(s) of:

L ectures/presentations
Publications

Research;

Practice Marketing; and/or
Other (specify):

K K K K K

Thisinformation will be disclosed by thefollowing people: Brill Physcal Therapy Staff
Theinformation will be disclosed to thefollowing people/entities: Thos listed above

Y ou have theright to revokethis Authorization at any time in writing. However, your revocation will
not be effective to the extent tha this Authornzation has been relied on.

Theinformation used or disclosed per this Autharization may be subject to re-disclosure by the
recipient(s), andthis, nolonge protected by the privacy rules.

Patient Signdure Witness Signaure

Patient Name Witnhess Name

Date Date



BRILL PHYSICAL THERAPY

b 11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
BRILL 2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

PHYSICALTHERAPY
(212) 761-6304

PRIVACY CONSENT

Thisform isrequired by the new patient privacy regulationsrecently issued by the United States
Depatment of Health and Human Services. Prior to commencdng your physcal therapy treatment, you
mud review, sign, and dae thisform.

Y our protected health information (i.e., indvidudly identifiable information such as names, daes,
phonéfax numbers, email addresses and demographic daa) may beused in connection with your
treatment, payment of your accountor health care opeaations(i.e., peformance reviews, certification,
accreditation and licensure).

Y ou have theright to review our office® privacy notice prior to signing this Congent, a copy of which
was given to you with this Conent.

Y ou have theright to request restrictionson the use of your protected health information. However,
we are notrequired to, and may not, hona your request.

We may amend the attached privacy notice at any time. If we do, we will provideyouwith a copy of
the changes and the changes may not beimplemented prior to the effective date of therevised notice.

Y ou may revokethis consent at any timein writing. However, such arevocation will notbe effective
to the extent tha any action has been taken in reliance on this Conent.

Thank youfor your coopeation. Please let usknow if you have any questions

Patient® Signaure Witness Signaure

Patient Name Witness Name

Date Date



lA BRILL PHYSICAL THERAPY

BRILL 11 Madison Avenue, Level 1B, New York, NY 10010 (212) 538-6646
PHYS'(;Q;%“” 1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
2000 Westchester Avenue, Purchase, NY 10577 (212) 761-6304

Notice of Advice:
| have been informed of thepossibility tha physcal therapy treatment may notbe covered by

my health care inaurer withoutthereferra of aphysician, dentist, podiatrist, or nurse
practitiona, but may be a covered expensg, if treatment was rendered pursuant to such referral.

Treatment will begin on:

Date
Patient Name:
Address:
Il havereceived a copy
Signaure: Date:
Theapist Name: Margaret W. Brill, P.T. License# 0119521

Address: 11 Madison Avenue Level 1B New York, NY 10010

Theapist Signaure: Date:




BRILL PHYSICAL THERAPY

b 1585 Broadway, 8" Floor, New York, NY 10036 (212) 761-6304
11 Madison Avenue, Level 1B, New York, NY 10010 (212) 325-0961
BRILL

PHYSICALTHERAPY
(212) 761-6304

Please be advised tha payment is dueat thetime of service for each Physca Theapy session. If you
do notwish to pay each time, youmay pay for the sessionsin advance or have your credit card
information onfile.

If youwould liketo have your Credit Card onfile please fill outtheinformation bdow:

We accept Visa, MagerCard, Discover & American Express

Credit Card #: EXP Date;

Cardholder® Name:

(Please Print)

As acourtesy, our office submits claims to your insurance carrier on your bendf. Should your
insurance company reimburse you directly, you agree to depost the check(s) and authorize Brill
Physcal Therapy to automatically chargethis credit card onfile the exact anount(s) tha wasissued
for each date of service.

| have agreed to theterms listed aboveand | autharize Brill Physcal Therapy to chargemy fee(s) to
theCredit Card | have listed abovefor all future sessionsunless stated otherwise.

Signaure: Date:

OR

If youchoo to make an advanced payment by check please make check payable to:
BRILL PHYSICAL THERAPY



