
PATIENT INFORMATION 

SS#_____/______/______  Your Name_________________________________________________________________________ 

Your Address_______________________________________________________________________________________________ 

City, State and Zip Code _____________________________________________________________________________________ 

Home Telephone Number______________________________________________________Work Telephone_____/______/______   

Sex (M) (F)	 Date of Bir th______/______/_______ E-Mail:  ______________________________________________________ 

Employer ’s Name____________________________________________________________________________________________ 

Employer ’s Address__________________________________________________________________________________________ 

Your Occupation ____________________________________________________________________________________________ 

Referring Physician______________________________________________________________Telephone:_____/______/______  

Referring Physician Address___________________________________________________________________________________  	

Primary Care Physician___________________________________________________________ Telephone:_____/______/______	

Primary Care Physician Address: _______________________________________________________________________________	

Marital Status	 (M)  (S)  ( W )  (D)  (Other)  		

Status- Circle one:   
(Employed- Full  Time) (Employed- Part Time) (Not-employed) (Self-Employed) (Retired) (Military)(Full-Time Student) (Part-Time Student) (Not a Student)

Person to Notify in Case of Emergency_________________________________________________Telephone _____/______/______ 	

Who May We Thank For Referring You?  __________________________________________________________________________ 

GUARANTOR INFORMATION

Is the Patient Responsible for the Bill  ( Y ) (N)  I f  no, Guarantor Name ________________________________________________ 

Guarantor Address___________________________________________________________________________________________

Work Telephone_____/______/______  Guarantor ’s SS# _____/______/______  Guarantor ’s Date of Bir th _____/______/______  	

Guarantor ’s Employer_____________________________________________________________Telephone:_____/______/______  

Guarantor ’s Business Address_____________________________________________________   Telephone:_____/______/______  

E-Mail address: _____________________________________________________________________________________________ 

INSURANCE INFORMATION- Please provide your insurance card(s) with this form, and/or complete below:

Subscriber Name________________________________________________________________Subscriber SS# _____/______/____

Subscriber Date of Bir th: ______/______/_______ 			 

Name of Insurance______________________________________________________________  CoPay Amount_________________

Address_____________________________________________________________________________________________________	

Telephone ______/______/_______Contact _______________________________________________________________________ 	

Effective Date______/______/______Certificate #_________________________________________________________________ 

Group Name____________________________________________________________________Group #______________________	

Please read and sign the statements on the reverse side of this form before returning to check-in. We will  be pleased to answer  
any questions that you may have.



MEDICAL HISTORY

NAME : _ ___________________________________________________________

Have you had any Home Health Care within the past year?      YES   /    NO

If  you are under the care of a physician, please describe the condition and its duration: __ _______________________________

____________________________________________________________________________________________________________

OTHER:_ _____________________________________________________________________________________________________

PAIN SCALE:  Please indicate the level of your pain, when it is at its least level and worst level.  (please circle)

            		  0	 1	 2	 3	 4	 5	 6	  7	 8	 9	 10	
      No pain at all                                                                                                                                               As bad as it can be

Please check if you have had any of the following within the last year: 		  Please check if any of these are applicable to you:

	 ___Bowel problems	  ___Loss of balance 	 ___Arthritis 	 ___Low Back Pain

	 ___Chest Pain	  ___Lost pleasure in things you enjoy	 ___Asthma	 ___Multiple Sclerosis

	 ___Coordination problem	 ___Nausea/vomiting 	 ___Blood disorders 	 ___Muscular dystrophy

	 ___Cough	  ___Numbness 	 ___Broken bones/fractures 	 ___Osteoporosis

	 ___Difficulty sleeping 	 ___Pain at night 	 ___Cancer 	 ___Parkinsons Disease

	 ___Difficulty swallowing 	 ___Prolonged fatigue 	 ___Depression	 ___Peripheral neuropathy

	 ___Difficulty walking	 ___Seizures/epilepsy 	 ___Developmental/growth problems	  ___Repeated Infections

	 ___Dizziness or blackouts	  ___Shortness of breath 	 ___Diabetes	 ___Skin diseases

	 ___Excessive thirst 	 ___Stress/tension	  ___Emphysema 	 ___Stomach problems/ulcers

	 ___Feel down or hopeless 	 ___Urinary problems 	 ___Head Injury 	 ___Stroke

	 ___Fever/chills/sweats 	 ___Vision problems 	 ___Headaches 	 ___Thyroid problems

	 ___Hearing problems 	 ___Weakness in arms or legs 	 ___Heart Disease 	 ___HIV/AIDS

	 ___Hoarseness 	 ___Weight loss/gain 	 ___Hypertension 	 ___Pregnant

	 ___Joint pain/swelling 	 ___Headaches 	 ___Infectious disease (eg TB, hepatitis)

	 ___Loss of Appetite 	 ___Do you have Pacemaker/Defibrillator?	 ___Kidney Problems 	 ___Do you use tobacco?

PLEASE LIST ANY SURGERIES YOU HAVE HAD: ______________________________________________________________________

DO YOU HAVE ANY ALLERGIES?  I f  yes, please list: ___________________________________________________________________

ARE YOU LATEX SENSITIVE?     YES  /  NO

Are you currently taking any prescription medication?    YES  /  NO   Please list:  _ _______________________________________

____________________________________________________________________________________________________________

Do you take any blood thinners  (e.g. Coumadin, Plavix, etc.)?   YES  /  NO

Are you currently taking any non-prescription medication?   YES  /  NO   Please list_ ____________________________________  

____________________________________________________________________________________________________________

Check if you have seen any of the following providers in this calendar year:

	 ____Chiroprac tor 	  ____Podiatr is t  	 ____Neurologist  	 ____O r thopedist  	 ____S peech Therapist

	 ____G eneral  Prac t i t ioner 	  ____R heumatologist  	 ____Physic al  Therapist 	 ____ O ther :___________________

Check if you have had any of the following in the past 3 years:

   ___C T sc an    ___Myelogram    ___B lood Test     ___EEG    ___B iopsy     ___MRI     ___Echoc ardiogram    ___Pulmonar y  Func t ion Tests

   ___ER Care     ___Angiogram    ___Ner ve  Conduc t ion Test     ___Stress  Test    ___D oppler  US     ___Mammogram    ___Urine  Test

GENERAL HEALTH:  (circle one)    Excellent     Very Good     Good     Fair     Poor

Please list any other information that would assist us in your care:_____________________________________________________

Are you aware of what your diagnosis is?     Yes  /  No

Based upon your awareness, what are your expectations/goals while in this program?_ ___________________________________

____________________________________________________________________________________________________________

Patient/Guardian Signature:  _____________________________________________________ Date :  ________________________

FOR OFFICE USE ONLY:  Reviewed and discussed by therapist:  (PT initial)  ________________  Date :  ________________________



Medicare Lifetime Signature on File:
I request that payment of authorized Medicare benefits be made on my behalf to Integrated Rehabilitation Services, LLC, for any services furnished 
me by the therapist.  I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its 
agents any  information to determine these benefits payable for related services

_____________________________________________________________________________                             _______/______/_______
                             Patient Signature                                                                                      				                          Date
 
Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Integrated Rehabilitation Services, LLC for any services furnished me by the therapist.  
I understand that I am financially responsible for any amount not covered by my contract.  I also authorize you to release to my insurance company 
or their agent information concerning health care, advice, treatment or supplies provided to me.  This information will be used for the purpose of 
evaluating and administering claims of benefits. 

_____________________________________________________________________________                             _______/______/_______ 
Patient, Parent or Guardian Signature (if child is under 18 years old)                                      			                       Date 

Consent to the Use and Disclosure of Health Information for Treatment, Payment, or Healthcare Operations (HIPAA):I, the 

undersigned understand that as part of my healthcare, this practice originates and maintains health records describing my health history, symptoms, 
examination and test results, diagnoses, treatment and any plans for future care or treatment.  I understand that this information serves as:

• A basis for planning my care and treatment

• A means of communication among the many health professionals who contribute to my care

• A source of information for applying my diagnosis and surgical information to my bill

• A means by which a third-party payer can verify that services were actually provided, and

•A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals.

I understand and been provided with a Notice of Information Practices that provides a more complete description of information uses and 
disclosures.  I understand that I have the right to review the notice prior to signing this consent.  I understand that the organization reserves the 
right to change its notice and practices and, prior to implementation, will mail a copy of any revised notice to the address that I have provided.  I 
understand that I have the right to object to the use of my health information for directory purposes.  I understand that I have the right to request 
restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or healthcare operations and that the 
organization is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that 
the organization has already taken action in reliance theron.

I wish to have the following restriction to use or disclosure of my health information:

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________ 

I fully understand and accept/decline the terms of this consent.

____________________________________________________________________________________________________________________ 
Patient Name Printed 

_____________________________________________________________________________                             _______/______/_______ 
Patient Signature                                                                                                              				              Date

Consent for Care and Treatment 
I, the undersigned, do hereby agree and give my consent for Integrated Rehabilitation Services, LLC, to furnish medical care and treatment to 

___________________________________________________________________________  considered necessary and proper in evaluating 
Patient 

and/or treating his/her physical condition. 				    _________________________________________________________
								        Signature of Patient Guardian/Responsible Party

                            								          	  _______/______/_______
                                               									         Date



As a patient at Integrated Rehabilitation Services, LLC, your insurance coverage is verified to determine 
available benefits. Even though this information is reliable, it is not guaranteed. You are responsible for 
knowing the benefits, limitations, and/or restrictions that your policy may stipulate.

We base our information regarding your insurance coverage on what we are given by your insurance company 
when we verify your coverage.  We then convey this information to you as a courtesy when we file insurance 
claims on your behalf. The exact determination of benefits occurs at the time your insurance company pays 
the claim. Every effort will be made to notify you should a difference occur between what was expected and 
what was actually paid. You do however, receive notification directly from your insurance carrier what they 
paid to us, and it is reflected on your monthly statement.

We must emphasize that as medical providers, our relationship is with you.  While the filing of insurance 
claims is a service that we extend to our patients, it is your responsibility to see that your charges are paid in 
full. Any known deductions including deductibles, co-pays, co-insurance, or non-covered services/supplies 
are due at the time of service.  Any amounts rejected for any reason by your insurance company are due at 
the time of their rejection. 

Outstanding patient balances over 60 days are subject to an 18% APR finance charge.  Delinquent accounts 
will be referred to our attorney, collection agency, or small claims court. I agree that, all costs incurred for 
collections including finance charges, collection costs, reasonable attorneys fees and court costs are the 
responsibility of the patient.

Payment is expected at the time of treatment for all deductibles, co-pays, and co-insurance. I understand 
and agree that I am financially/legally responsible for full payment of my bill for services and that any failure 
of my insurance carrier to pay for all or any part of my bill does not constitute a reason for me not to pay. 
I understand that my insurance policy is a contract between myself and the carrier, and that Integrated 
Rehabilitation Services, LLC is not responsible for settling disputed claims. IRS, LLC will provide the necessary 
information regarding my treatment in order to facilitate payment of my claim for benefits.

In addition, I have been advised that my failure and/or denial to provide accurate insurance information 
prior to, or upon my initial visit constitutes my classification as a self paying uninsured cash patient. This 
classification will cause me to forfeit and or relinquish all subsequent discounts, agreements, adjustments, 
benefits, and arrangements that IRS, LLC may have contractually accepted with any or all third party 
insurance carriers.  This will supersede and replace any prior obligation that IRS, LLC may have. 

In the unlikely event your insurance carrier determines that care provided to you under the referral of 
your physician is “not medically necessary”, you hereby have been provided prior notice that you are fully 
responsible for any charges not paid by your insurance carrier based on their decision.  

I also understand that IRS, LLC requires 24 hours notice for cancellation of scheduled appointments and I 
may be financially responsible (not my insurance carrier) for late cancellations and missed appointments (no 
shows).

I understand the Integrated Rehabilitation Services, LLC financial policy and responsibility for my account.

______________________________                     ____/____/_____
Patient/Responsible Party’s Signature                            Date

Integrated Rehabilitation Services, LLC 
Financial Policy Agreement


