i Thhan you for choosing ALT-MED Medical and Flysical Therapry Programs for your fealth care needs,

A aspects of pour meafeal care and §illengs will Be fept confldential acconding to the Health Innrance Fortabifity amd’
_.ﬂ;'m.'ml'uﬁrﬁ&‘}rﬁﬂ (?H-ﬁ?ﬁ} ALTMED fas fwkrmmﬂ’;mmfum' o frgnre the :emﬁiﬁﬂrrfaﬁtj of your records,
Plearse notdfly the ALT-MED staff i you Reve any questions about tese policies desygmed to protect your rights as o
prtient or ety questtons i vegards to yous Hreriapy fere ab ALT-IMED,

Sineerely,
Prtrich B, Massey MD, ERLD,
Pregidind, ALTIWED erapy Frograms

ALT-MED Medical and Physical Therapy Programs will be submitting your charges for service direcily
to your insurance company. In order to ensure uninterrupted medical care, the following policies have
hecome n necessily,

#  To bill vour insurance direetly, ALT-MED requires a credit card imprint and signature,
ALT-MED will receive payments, direetly from your insurance, for services rendered.

»  When the claim is adjudicoted (pid or denied), a stntement (Explanation of Benedits) will be sent,
by the insurunee company, 1o you and ALT-MEL,

= Upon receipt of this Explunation of Benefits, ALT-MED will charge the balance due, 1o your credin
eard on file, nnd mail the receipt to you,

¢ Upon completion of the program and when the balance due = 50,00, the credit card imprint will be
returmed to you, '

e AR5 serviee fee will be issued for any denied credit card charges,

= Medical services moy be terminated if' 2 or more denied churges oecur,

-

Please complete the following authorization:

K ondmie _ hercly anthorize ALT-MED
Reaearch Group 10 charge ny credit card for the balanee due os stated on my insurance explanation of bevelits. T lolew
signature will serve as the aulwrieing signatuee for said churges for serviees rendered, Tunderstand flat ey credit card will

continue to ke churged until my balance for services rendensd = $0.00 regardiess of the last date was seen at the Lacilicy.

Signatere ; = T _
Check one 0O Visa

O Master Card Card Mumber:

O AMEX

0O Discover Exp Date (MMYY)_




INSURANCE

ALT-MED submits to the posted PRIMARY insurance carriers ONLY.

e Please supply the office with your insurance information, to facilitate any inquiries your

insurance may make at a later date.

e A copy of your insurance cards will be needed for verification, as well as the information

completed below.
Primary Ins. Co: Address to send claims:
ID#
Group# Phone number:
Name of Insured: Insured SSNi:
Insured Birthdate: Relationship to Patient:

Secondary insurance information is only to facilitate any inquiries your insurance may make at a later

date. ALT-MED does NOT submit claims to the Secondary insurance.

Secondary Ins. Co: Address to send claims:

ID#

Group# . Phone number:

Name of Insured: Insured SSN#:

Insured Birthdate: Relationship to Patient:
Is this injury the responsibility of your employer? Yes No
Is this injury due to a motor vehicle accident? Yes No
Are you in litigation for your current injury? Yes No

If yes, provide the following information:

Name of Company/Insurance:

Address: Phone:

Agent/Contact Name: - Date of accident:

Name of Company/Insurance:

Address: Phone:

Agent/Conlact Name: Date of accident:




e TPATIENTINFORMATION S S —|.

PN e e S e e R Birthdate: ! ! Se; OM OF

O Single O Mamied O Widowed O Separsted O Divorced S5

Address: = s Apsrimentd

Gy, =8 R mis ot | (R T T e e R A e
Ocoupation; Employver Name/Address:

Hew did wou hear abaut ALT-MED? O Mewspaper O Leeture (whareT)

O Doctor refesral {(whom?) O Friend (whom?) O (hher,

B CONTACT INFORMATION e
Home Phone: e bl Work Phooes_ [N

el Phcibe; == L cmail: ok Bt

Bost time and place o reachvon; O Home 0O Work O Cell O AM O FM

TN CASE OF EMERGENCY, CONTACT
Wame: Relationshig:

Home Phone: ) Waork Phone: Cell phone:

EeEam e ~ INSURANCE e
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pour e rdwcs may make o 8 lafer dote. A copy of pour fnserance cards will be peeded ax well ox the information compleind below,

Primary Ins. Co:__ Secondary Ins. Ca:.

Mo ol Insured: Mame of Insured:

Insured Birthdate; Insured Birthdane:

Insured S5NE: Insured S5MY: X
Relationship 1o Palient: Relationsliap 1o Fatient s

Assignment and Release

I, the undersigned, cerdy that i {or my dependent) have Insurance covernge wih arid atsign drectly to ALT-MED Resenrch
Growp al insurnnce bemalits, if army, atherwise payabie ta me for servicss rondered. | undenstand that | am finoncialy respansitle for oll chages
whiathar or not paild by Irewrance. | hereby outherize the dodtor to release all ffcemnoton receasary to socure the payment of banoMg, | suthodlze
{ver e o Hiim mignarture om all irarance subenisehons,

Eigned Date

Madicare Authorization

Preguest thal payment of authorided Medcare benelits be made sther 1o me of on my behall o ALT-MED Rosearch Group for amy serdces
turnished me by $hat physician and his smff, | authadize any holder of modicnl infarmation about me to release to the Meath Care Financing
Adminiztration and its ageats any infarmation neaded to datermine thesa benafits or the benefits payabia for relaled senvces. | understord my
sipnature requests that payment be made and avthorizes release of medical informadion necessanry ba pay thae claim, f "cther health insranee” s
indicated in Rom 8 of the HCGFA-1500 form, o elsewhere an other approved calm forms or eSsctronleally submitted clalms, my signature aithorzes
redeaging of the information to the insurer o agency shown, Ln Medicare aesigned cases, the physician or suppler agrees o accepl e charge
determination of the Medizare camier as the full durge, and the puh'erﬂ is nesponsible only for the deductble, coinsurance, and noncavered
senvices, Coingurance and f deductible are besed upen the charge defermination of the Medeare camer,

Signed Caite




Review of S}FEiEmE: Please indicate any personal histary below.
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Pat st #

Patient name,

Welcome to Our Practice

As o new patient, please fill out the information found below to the best of your ability.

Physician Dale

Chief camglainl _

History of Present lllness:
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