MEDICAL INSURANCE RECORD - ZELIK ZIEGELBAUM, RPT

Name DOB M F
Last First
Address City, State, ZipCode
Insurance Company ID#_ SS#
Primary Card Holder DOB SS#
Home Phone # W61'k Cell
; Ernerg.éncy Contact Name Phone#

Who referred you to our office_

List any difficulties with your health

List dates and any surgeries you have had in the past 5 years

Is this condition the results of a fall If yes, describe(date, when, where and how)

I authorize payment of medical benefits to the undersigned physician or supplier for
service rendered.

I authorized the release of any medical information necessary to process claims. I also
request payment of government benefits either to myself or to the party who accepts this

assignment.

Signed (Patient or Authorized Person) Authorize

Date




PRIVACY PRACTICES ACKNOWLEDGEMENT
~ Zelik Ziegelbaum R.P.T.
26 Manorhaven Blvd.
Port Washington, NY 11050
516 944-8798

[ have received and have been presented with the opportunity to review the
Zelik Ziegelbaum Physical Therapy notice of Privacy Practices

/" Patient/Spouse/Legal Guardian_- Date
Patient declined Copy Patient Declined to Sign Employee Initials
00000000000000000000000000
0.0 0’0 0’0 0’0 0.0 0’0 0.0 0’0 0’0 0’0 0’0 0.0 0’0 0.0 0’0 0’0 0.0 0’0 0.0 0’0 0.0 0.0 0.0 0.0 0.0 0.0

CONSENT FOR TREATMENT
I acknowledge and understand that, in presenting myself for treatment at Zelik
Ziegelbaum Physical Therapy; that I authorize and consent to the administration and
performance of physical therapy treatments which may be provided by a physical
therapist or other members of Zelik Ziegelbaum’s staff. Minors must be accompanied by
a Parent/legal guardian for medical care

v Patient/Spouse/Legal Guardian Date

Witness Date ;
00000000000000000000000000
0.0 0.0 0.0 0.0 0.0 0’0 0‘0 0‘0 0.0 0.0 0.0 000 0’0 0.0 0.0 0.0 0’0 0.0 0’0 0’0 0.0 0’0 0’0 0.0 0’0 0’0

AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION FOR PAYMENT
Non-Medicare Assignment & Release
I, the undersigned, certify that I have insurance coverage and assign directly to Zelik Ziegelbaum Physical
Therapy all insurance benefits. A photocopy of the original is to be considered as valid as the original. I
understand that I am financially responsible for all charges incurred for services rendered to me and I
hereby agree to pay any and all charges that exceed or that are not covered by insurance. I hereby authorize
Zelik Ziegelbaum Physical Therapy the release of information necessary to file a claim with my insurance
company or Workmen's compensation carrier. I authorize the use of the signature on all insurance
submissions. This order will remain in effect until revoked by me in writing.

v Patient/Spouse/Legal Guardian . Date

Medicare Assignment & Release
I, the undersigned, request the payment of authorized Medicare benefits be made on my behalf to Zelik

Ziegelbaum Physical Therapy for any services provided to me. I authorize any holder of medical information
about me to release to the Health Care Financing Administration and its agents any information needed to
determine these benefits or the benefits payable to pay the claim. If “other health insurance” is indicated in item 9
of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my
signature authorized releasing of the information to insurer or agency shown. In Medicare assigned cases, Zelik
Ziegelbaum Physical Therapy agrees to accept the charge determination of the Medicare carrier as the full charge,
and the patient is responsible only for the deductible, co-insurance and non-covered services. I authorize the use
of this signature on all insurance submissions. This order will remain in effect until revoked by me in writing.

v Patient/Spouse/Legal Guardian Date




PHONE AUTHORIZATION
In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and
disclosures of their protected health information PHI. The individual is also provided the right to request
confidential communications or that a communication of PHI be made by alternat®e means such as
sending correspondence to the individual’s office instead of the individual's home.

I WISH TO BE CONTACTED IN THE FOLLOWING MANNER

(CIRCLE ALL THAT APPLY)
Home Telephone # OK to leave a message (Y or N)
Work Telephone # , OK to leave a message (Y or N)
Cell Telephone # OK to leave a message (Y or N)

In completing and signing this form, I authorize that Zelik Ziegelbaum Physical Therapy
may leave a message containing medical information for a period of 12 months from the
date signed on this form.

If you would like to change any of the information on this form prior to the end of the
time period stated above, you must contact Zelik Ziegelbaum Physical Therapy in writing
and request the change. This form must be up to date, signed and on file in your chart
prior to any medical information being left on an answering machine or with individuals
you designate.

Patient/Spouse/LegalGuardian Date Witness Date

O 0. 0 0 0000000 0 00 0 O O O O O O % o% % o% o
° 00 00 0.0 0’0 0.0 0.0 0’0 000 0’0 44 o0 0.0 00 0’0 0.0 0.0 00 0.0 0’0 0’0 0.0 0.0 0’0 0.0 0’0

ATTENDANCE POLICY

Late Arrivals —If a patient is more than 15 minutes late for an appointment it is the
therapist’s discretion as to whether or not the patient will be seen or needs to be

rescheduled.
Cancellations — We request a minimum of 24 hours notice

No Shows — A $25.00 fee will be assessed for each no-show. A patient will be
discharged upon three no-shows for routine visits. The referring physician and/or
caseworker (if applicable) will be notified.

Patient/Spouse/Legal Guardian Date




Medicaticr Management - Measur 130 (G8427)

Name: DATE:
Prescription Dosage Frequency Reason For Use
Medication o
Over the Counter Dosage Frequency Reas'on For Use
" Medication
- Herbal Medication | Dosage Frequency
Reason For Use
Vitamins/Minerals : Dosage Frequency Reason For Use
Supplements ‘ o .




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

1, ("Assignor") hereby assign to , ("Assignee”)
(Print patient's name) (Print hospital or health care provider name)

all rights privilegés and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 (the No-Fault statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries
sustained due to the motor vehicle accident which occurred on ,not withstanding any
other agreement to the contrary. (Print accident date)

The agreement may be revoked by the assignee when benefits are not payable based upon the assignor's lack of
coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY
COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,
OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL
THERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY
MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE FALSE
REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO A LAW
ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS
A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY
NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR
STATED CLAIM FOR EACH VIOLATION.

(Print name of Patient) (Signature of Patient)

(Date of Signature)

(Address of Patient)

(Print name of Provider) (Signature of Providen)

(Date of Signature)

(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004) .-



