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NEW PATIENT INFORMATION SHEET

Name (Last)                                                    (First)                                                   (Middle)                                              

Mailing Address                                                                                                                                                                      

                                                                                                                                                                                                

Date of Birth                           Age                  Sex:  � Male   � Female    Social Security #                                                

Phone:  Home                                                  Work                                                   Cell                                                      

Marital Status:  � Married   � Divorced   � Single   � Other   � Unknown   �Widowed   � Separated

Employment Status: � Full Time  � Part Time  � Not Employed  � Self-Employed  � Retired  � Active Military

� Unknown  � Full Time Student

In case of emergency, please notify                                                                            Phone                                                  

Attorney involvement?   � Yes   � No   Attorney name                                                      Phone                                      

Name of Employer, Parent or Guarantor                                                                                                                                

Street Address of Employer or Parent                                                                                                                                    

City, State and ZIP of Employer or Parent                                                                                                                             

Name of Spouse                                                                                  Spouse Date of Birth                                                   

Spouse’s Employer                                                                                                     Phone                                                  

Have you received any therapy this year?  � Yes   � No

Have you been seen for nursing or physical therapy services in your home by a Home Health Agency prior to

requesting services through our organization?  � Yes   � No   If yes, please complete the following 3 questions:

1. Name of Home Health Agency                                                                                                                                         

Phone number of Home Health Agency                                                                                                                           

Date of discharge from Home Health Agency                                                                                                                  

2. Would you authorize/release the Home Health Agency to provide a copy of your discharge summary? � Yes �No

3. In the event of a denial due to duplication of services, will you be willing to obtain a copy of your discharge

information from the Home Health Agency or sign a release so we may obtain it on your behalf? � Yes � No

                                                                                                                                                                                

For Office Use Only

Facility                                                                                    Account #                                                                                

Admit Date (soc)                                                         D/C Date from Old VARD #                                                              

VARD #                                                          Description (Injury Area)                                                                                

Discipline:  � PT   � OT   � ST   � WH   � Wellness

Accident:  Auto?  � Yes   � No   If yes, state_______   Work Comp?  � Yes   � No   Other?  � Yes   � No

Onset Date                                                       Therapist                                                                                                         
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MEDICARE SECONDARY PAYER QUESIONNAIRE

Patient                                                                                                                                                                                     

Medicare #                                                                              Admit/Eval Date                                                                     

Facility                                                                                    Provider #                                                                                

1. Is the patient covered by Veterans Administration or Black Lung?   � Yes   � No

2. Was illness due to an injury?   � Yes   � No     If yes,

a. Date of accident                                                                                                                                                          

b. What type of accident cause your illness/injury?                                                                                                       

                                                                                                                                                                                    

c. Is the patient filing or intending to file a liability suite?                                                                                             

If yes, please give name and address of attorney                                                                                                        

                                                                                                                                                                                    

3. Is the patient employed (Medicare disabled beneficiaries under the age of 65 or Medicare over the age of 65) and

covered by a group health plan?   � Yes   � No

a. Date of retirement                                                                                                                                                       

b. Is the patient married?                                                                                                                                                 

c. Is the spouse currently employed?                                                                                                                              

d. Does the spouse have group coverage?                                                                                                                      

e. Does the patient have coverage through a spouse, parent or guardian’s employer group health plan?                     

4. Is the patient entitled to benefits solely on the basis of end stage renal disease?   � Yes   � No     Has the patient

been undergoing kidney dialysis for more than 12 months?   � Yes   � No

If you answered yes to any of the above questions, you will need to fill out the information requested below.

Insurance company                                                                                                                                                                 

Address                                                                                                                                                                                   

Policy/certificate number                                                                                                                                                        

Group name                                                                                                                                                                             

Group number                                                                                                                                                                         

PATIENT SIGNATURE                                                                                                        DATE                                      

RESPONSIBLE PARTY SIGNATURE                                                                                DATE                                      

Relationship to patient                                                                                                                                                            

Signature of person completing this form                                                                               Date                                         

(If other than the patient)



C:\MYDOCUMENTS\FORMS\PATIENT\AUTH, Rev. 03/09

AUTHORIZATION
FOR

TREATMENT, ASSIGNMENT OF BENEFITS, PAYMENT RESPONSIBILITY
AND DISCLOSURE OF ALF RESIDENT INFORMATION

1. I hereby authorize the Facility to release/disclose any information contained in Patient’s resident record to Lake Centre for
Rehabilitation/Rehab Therapy Works (“LCR/RTW”) in order to complete any patient registration forms.  A copy of this authorization
shall be considered as effective and valid as the original.

2. I hereby consent to treatment by Lake LCR/RTW as outlined in the treatment Plan of Care developed in collaboration with my
attending physician.  I agree to cooperate with all reasonable requests by Provider in connection with Provider’s rendition of therapy
services.

3. MEDICARE:  Patients who are covered by Medicare are responsible for their annual deductible and the 20% portion of the Medicare
allowed benefit amount for covered services.  I understand Medicare does not pay for all of my therapy costs.  Medicare only pays for
80% of the covered benefit.  My covered outpatient therapy benefit this year is $  1,840.00  , unless I qualify for an exception to the
benefit limit.  If I receive therapy service that is not a Medicare covered benefit, I am responsible for payment, personally or through
any other insurance I may have.  The purpose of this notification is to help me make an informed choice about whether or not I want
to receive therapy services, knowing I may have to pay for the services myself.  I understand that LCR/RTW will bill my secondary
insurance carrier.  I authorize LCR/RTW to furnish my insurance company any information needed to process the claim.  I assign to
LCR/RTW all money paid for the rehabilitation services furnished.  I agree to pay all deductibles, co-insurance and non-covered items
not paid for by my secondary insurance carrier.  I certify that I am___ am not___ eligible for coverage with Tricare for Life Health
Care System.  I certify that the information given me in applying for payment under Title XVIII of the Social Security Act is correct.
I authorize the holder of any medical or other information about me to release to the Social Security Administration or its
intermediaries or carriers any information for this or a related Medicare claim.  I request that payment of authorized benefits be made
on my behalf to LCR/RTW.

4. PRIVATE:  I understand that every effort will be made by LCR/RTW to bill my insurance carrier for services rendered.  I authorize
LCR/RTW to furnish my insurance company any information needed to process the claim.  I assign to LCR/RTW all money paid for
the rehabilitation services furnished.  LCR/RTW DOES NOT accept assignment on non-contracted claims.  Any amount not paid by
my insurance company is my direct responsibility.  I also understand that it is my responsibility to see that all claims are paid within
30 days of receipt.  If claims are not paid by 60 days, I will be responsible for payment of the claim (IN FULL) at that time.  Any
balance due after 60 days may be subject to a delinquency fee of 1% per month.  I understand that health and accident insurance
policies are an arrangement between my insurance company and myself, that all services rendered me are charged directly to me, and
that I am personally responsible for payment.

5. WORKERS’ COMPENSATION:  Patients who are covered under Workers’ Compensation are not financially responsible for services
rendered unless their claim is controverted/denied.  If this occurs, I understand that I am immediately responsible for all
controverted/denied charges regardless of pending litigation.

6. MANAGED CARE PLANS:  Patients who are covered under a participating Managed Care Plan are responsible for any applicable
deductibles and/or co-payments required under their plan.  I understand that I am responsible for payment of any applicable

deductibles and/or co-payments under my plan at the time services are rendered.  I certify that I am___ am not___ eligible for

coverage with Tricare/Champus.
7. I, and Patient if applicable, agree to execute any documents and perform any acts that Provider may reasonably request.  The

undersigned warrants and represents that attached hereto are originals or certified copies of any applicable Powers of Attorney, Health
Care Surrogate forms or Court Orders appointing the undersigned as the legal guardian of the Patient.

8. I agree that the provisions hereof shall continue in full force and effect until Provider has received written notice of termination signed
by the undersigned; provided, however, that the provisions of Paragraphs 2, 3, 4, 5, 6, 7 and 8 shall survive any such termination.

WITNESSES: PRINTED NAME                                                                                         

                                                                                                           X                                                                                     
    Patient Signature/Legal Representative

Date                                                                                                                

                                                                                                           X                                                                                     
    Financially Responsible Party If Not Patient

Date                                                                                                                

ALF RESIDENTS:      FACILITY_____________________________________________________________________________________

                                                                                                                                                                                                                                   

Date Signature of Patient or Legal Guardian and Relation to Patient



VER 14.03

Acknowledgement of Receipt of Privacy Notice

in Combination with Voluntary Consent

Acknowledgement:

As a patient of Lake Centre for Rehabilitation the Notice of Privacy Practices has been made

available to me which describes how medical information about me may be used or disclosed

and informs me of my individual privacy rights.

I acknowledge that I have received the Notice of Privacy Practices and understand how medical

information about me may be used, the duties of Lake Centre for Rehabilitation and my rights to

privacy protection and access to my medical information.   I understand that the Office Manager

is available to answer any questions that I may have regarding issues of privacy.

Consent:

I give consent for medical information about me to be used and disclosed for purposes of

treatment, payment or health care operations.   I understand that the privacy regulations allow

Lake Centre for Rehabilitation to use or disclose my medical information for these purposes and

that my consent is not required.  Lake Centre for Rehabilitation is obtaining my consent to

provide additional assurance regarding the privacy of my medical information.

I understand that I have the right to make a request to revoke this consent and instead request a

restriction on the use of my medical information at any time. I further understand that Lake

Centre for Rehabilitation may choose not to agree to the request for a restriction on the uses or

disclosures of my medical information for purposes of treatment, payment or health care

operations.

To make a request to revoke my consent I must complete and sign a “Request to Restrict Uses

and Disclosures of Protected Health Information” form and return it to the office manager.  I

may obtain a copy of the form from the office manager at:

Lake Centre for Rehabilitation Leesburg

600 North Blvd. West, Suite D

Leesburg, FL 34748

Signature of Patient or Personal Representative Date

Written name of Patient or Personal Representative

Description of Personal Representative’s authority to act on Patient’s behalf
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