BRUNSWICK PHYSICAL THERAPY CENTER, PC

(PLEASE PRINT CLEARLY) Date:

Name; SSH:

Address: Apt#:

City: | State: Zip:

Home Phone #: Cell Phone#: Age:
Email: ' Birth Date: / /19

[IMale/O Female (If Female is possible you are in‘egnant‘? OYes [ONo)
Check One: OMarried O Single If Married, spouse name:

In case of emergency, whom may we contact: Phonett:

Occupation: Employer:

Employer’s Address: Work Phone Number:

INSURANCE INFORMATION

How did the Injury Occur:  [JAuto OGradual Onset OSlip & Fall OTaxi [0Workers Compensation

OPedestrian  OOther:

Your Major Medical Insurance Company: Policy #:

IF AN AUTO ACCIDENT:

Your car insurance company: Policy #:

Attorney’s Name & Info:

Did you report your accident to the Insurance Company?  [0Yes [1No Claim#

If you are not the insured, who in your household has car insurance? Company? Policy #7:

How is the insured related to you?: QSpouse QOParent QChild Other:

Was your injury related to the accident? [1Yes [INo  Date of Accident: / / Time: am/pm
Location: City:

If an auto accident were you the O Driver OPassenger OFront Seat [Back seat

Were you struck from : [(OBehind OFront OLeft Side  ORight Side

Were you wearing a Seatbelt OYes 0 No

Did the Police come and take a police report? [OYes [No if so please explain:

What type of damage was done to the vehicle?




Did you go to the hospital after the accident?  Yes No
By Ambulance? VYes No Hospital’s name:

Wezre you (civele) Xerayed Examined. Released Admifted
If admitted, list dates: From To

"What were your major.complaints immediately following the
Accident?

Were you treated by any other doctors for this accident?¥es  No
. Doctor’s Name: '

What type of treatment did you receive?

PAST HISTORY

Have you ever been involved in an accident befors? ~ Yes No

Ifyes, please describe, including dats, type of accident, as well as any injuries sustained:

Did you treat with any doctors for your injuries due to the previous aceident?

Have youhad any serious illnesses? Yes No  (Ifyes, please explain)

Past Surgeries: Pagt Fractures:

‘What type of medications if any, are you taking?

DISIBITLITY , .

Have you lost time from, work as a result of this accident? Yes No'
(If yes, please complete this question):

a. List dates missed from work: From, To

b. Axeyou applying for state disability?Yes - No

I certify that I am, ; -(Name) and I was injured in. a(n)

accident that occurred on, / /

J am aware that is punishable underlavr to commit insurance fraud and that it is a breach of the doctor-pati
relationship to knowingly mislead the doctor. T am. also aware that filing a statement of claim containing any
materially false inforination, or concealing for the purpose of misleading, information concerning any fact;
thereto, is a fraudulent insurance act, which is a crime, subject to criminal prosecution and civil penaliies.

I hereby that all my statements on this application for Physical Therapy care are true, accurate and complef;

ent

mat

Signature: Date
For Office use only: Information taken by: '




BRUNSWICK
PHYSICAL THERAPY CENTER

71 LIVINGSTON AVE
INEWY BRUNSWICK, NJ 08901

Tew: (732) 565-1701  Fax: (732) 565-1710

Mark the areas on this body where you feel the described sensations..
Use the appropriate symbols. Mark areas of radiation.
Include all affected areas. '

Numbness  Pins & Needles Burning Achﬁ'ng Stabbing

P ‘00000 XXXXX stk It
e s - 00000 . XXXXX MR /1117

S 00000 - oo sk - 11111

Please mark on the pain scale from Zero to 10 the pain you feel with this condition.
10 being the worst pain you have felt with this condition.

Pain Chart- -
' Neck-Shoulder-Arm-Pain
On a seale of zero to 10, I rate s
discomfort as follows:

( )

0 10
no pain severe pain

Ivlid Back Pain
On a scale of zeto to 10, Irate 1
discomfort as follows:

( )

0 10
no pain severe pain
Low Back and Leg Pain
On a scale of zero to 10, [rate
discomfort as follows:

( )

0 £ 10
no pain . severe pain

Date: : : Si ghature




ASSIGNMENT OF BENEFITS

Patient Name:

Patient Address:

Date of Loss:

Insurance Company:

Name of Poli‘cyholder:_

Policy Number:

Claim Number:

il I, the undersigned, hereafter referred to as "the patient" do hereby assign all of my rights and interests to
Brunswick Physical Therapy Center, PC, hereafter referred to as "the medical provider" to pursue and obtain payment
from the above-mentioned insurance carrier. This assignment shall include but is not limited to, all rights available to

me pursuant to the Personal Injury Protection Statutes of the State of New Jersey.

2. I, assign, to the medical provider, all my rights and benefits under the insurance contract for payment for
services rendered to me. However, upon consent of both parties, same shall be revocable.

8. I, the patient, do hereby understand and acknowledge that if I willfully refuse to comply with reasonable
requests of the insurance carrier, payment of my medical bills may be denied and I will be held responsible for same,

4, 1, the patient, authorize my bodily injury attorney to pay directly to the medical provider any monies due on
my account, or, have same deducted from any settlement made on my behalf.

5. L, the patient, do hereby direct my health insurance catrier and/or other insurance cartier to issue payment on
my behalf directly to the medical provider. The check should be made payable to the medical provider. Further, in the
event that the health carrier and/or other insurance carrier fails to forward the check to the medical provider, T will
endorse and sign the check to the medical provider within (5) days of receipt of same. :

0. 1, the patient, do hereby acknowledge that I will not file suit and/or arbitration for the payment of the above
provider’s medicals bills unless T am requested to do so by the medical provider. I understand that the above
referenced medical provider has an attorney and will collect payment on my behalf from the insurance carrier.

7. . Inthe event that'the insurance carrier and/or the vendor designated by the insurance carrier does not accept
my assignment, or my assignment is challenged for being invalid, I execute this limited/special power of attorney and
appoint and authorize the medical provider and counsel on behalf of the medical provider to file suit and/or arbitration
directly against the carrier in my name and/or allow the medical provider to amend the law suit and/or arbitration to
include my name.

Signed:

Patient’s Name:

Dated:

Witness:




FOLD| HERE

APPLICATION FOR BENEFITS — PERSONAL INJUnr PROTECTIQN
IMPORTANT: 1. TO ENABLE US TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE PERSONAL INJURY
PROTECTION LAW YOU MUST COMPLETE AND SIGN THIS FORM.

2. YOU MUST ALSO SIGN THE ATTACHED AUTHORIZATION ().
- 3. RETURN PROMPTLY WITH ANY MEDICAL BILLS YOU HAYE RECEIVED TO DATE.

DATE OUR POLICYHOLDER " . DATE OF ACCIDENT. FILE HUMBER
r: M‘ TO:
;s ; ¢ CLAIM DEPT.
YOUR HAME PHONE HOME | BUSIHESS
! Ho,
YOUR ADDRESS (HO., STREET, CITY OR TOWHN, STATE AND ZIP CODE} ! . DATE OF BIRTH SOCIAL SECURITY HO.
1
' ’ / / [

DAYE AHD TIME OF ACCIDEHT PLACE OF ACCIDENT (STREET, CITY OR TOWH AND STATE)

A, 1
; ! P.M 1

BRIEF DESCRIPTIOH OF ACCIDENT i y

WERE YQU THE DRIVER OF THE AUTOMOBILE?  YES NO
' DO YOU OR ANY MEMBER OF YOUR HOUSEHOLD  YES WERE YOLU A PASSENGER IN THE AUTOMOBILE?. YES [] NO
OWN AN AUTOMOBILE? NO - WERE YOU A PEDESTHIAN? YES NO
NAME OF INSURANCE COMPANY WERE YOU A MEMBER OF AUTOMOBILE OWNER'S
. HOUSEHOLD? YES {J No [

AS A RESULT OF TI‘GS ACCIDENT WERE YQU INJURED? YES[J No [ IF YOUR ANSWER IS YES COMPLETE THE REST OF TH!S_FOHM.
IF NO, SIGN HERE AND RETURN THIS FORM TO US.

1 ﬁ:rﬂﬂ {il : - DATE:

DESCRIBE YOUR INJURY

WERE YOU THEATED 8Y A DOCTORT | DDCTOR'S HAME AHD ADDRESS

veEs [ ] no []

IF YOU WERE TREATED IN A HOSPITAL WERE YOU [HOSPITAL'S HAME AND ADDRESS
A IN-PATIENT? [ ] out-patienT? [ :

AMOUNT OF MEDICAL : VILL YOU HAVE MORE MEDICAL | AT TIME OF YOUR ACCIDENT WERE YoU IN THE COURSE OF
BILLS TO DATE: § ExpENsE? vEs [] wo [] | vour empLovment? ves [] wo []
DID YOU LOSE WAGES OR SALARY AS A RESULT OF YOUR |IF YES, AMOUNT WHAT IS YOUR AVERAGE
eyt ves (] wo [ . LOST T0 DATE $ WEEKLY WAGE OR SALARY? &
IF You LosT wages: DATE DISABILITY DATE YOU RETURHED
FROM WORK BEGAN . TO WORK

HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR
BENEFITS UNDER: ‘ YES. _NO. IE YES, AMOUNT

1} AMY WORKMEN'S COMPENSATION LAW? £l O $

:g; Erépoll_gggg;s TEMPORARY DISABILITY BENEFIT STATUTE? E g [ PER WEEK [] PER MONTH

LIST HAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR QHE YEAR PRIOR TO ACCIDEHT DATE AND GIVE OCCUPATION AND DATES OF
EMPLOYMEHT:




R TR

BIF 1

DO NOT DETACH
AUTHORIZATION FOR MEDICAL INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO FleNlSH ALL INFORMATION YOU MAY HAVE
REGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED,
X-RAY AND PHYSICAL FINDINGS DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION IM
ACCORDANCE WITH THE PERSONAL INJURY PROTECTION BENEFIT$ LAW, . ’

DATE

Section 17:33A-6 of the New Jersey fraud prevention act provides that any person who knpw-
ingly files a statement of claim containing any false or misleading information may be subject

to criminal and civil penalties. r
DO NOT DETACH:-

AUTHORIZATION FOR WAGE ‘AND SALARY. INFORMATION

THIS AUTHORIZATION OR'PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO FUANISH ALL INFORMATION YOU MAY HAVE
REGARDING MY WAGES OR SALARY WHILE EMPLOYED BY YOU. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION

IN ACCORDANCE WITH THE PERSONAL INJURY PROTECTION BENEFITS LAW,

4 ;
Y Y : DATE

SOCIAL SECURITY NO.



BRUNSWICK HEALTH & PHYSICAL THERAPY CENTER
71 LIVINGSTON AVENUE, SUITE | Tel:  (732) 565-170]
NEW BRUNSWICK, NJ 08901 Fax: (732) 565-1710

NOTICE OF INFORMATION PRACTICES

Protecting the privacy of your personal health information is important to us. This notice
describes how information about you may be used and disclosed and how you can get
access to this information. Please review it carefully.

Disclosure of your protected health information without authorization is strictly limited to
defined situations that include emergency care, quality assurance activities, public health,
research and law enforcement activities. Any other disclosures for the purpose of
treatment, payment or practice operations will be made only after obtaining your
consent. You may request restrictions on disclosures.

Disclosures of protected health information are limited to the minimum necessary for the
purpose of the disclosure. This provision does not apply fo the transfer of medical records

for treatment.

You may inspect and receive copies of your records within 30 days a request to do so.
There may be a reasonable cost-based fee for photocopying, postage and preparation.

You may request changes to your records. Our practice has the right to accept or deny
your request.

We maintain a history of protected health information disclosure that is accessible to you.

In the future, we may contact you for appointment reminders, announcements, and to
inform you about our practices and its staff.

Our practice is required to abide by this notice. We have the right to change this notice in
the future, Any revisions will be prominently displayed in a clearly visible location in our
office. '
You may file a complaint about privacy violations be contacting our Office Manager.

The effective date of this Notice of Information Practices is 11/6/2007.

Thank you.



