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NAME: _____________________________________    MEDICARE#______________________

ADDRESS: __________________________________________   S.S.# :  ______/______/_______

CITY/STATE: __________________________  ZIP: _________    DOB: ______/______/_______

HOME PHONE: ______________________________  WORK PHONE:_____________________

REFERRING PHYSICIAN: ___________________________  PHONE: _____________________

MARITAL STATUS:  M  S   D  W         DRIVER’S LICENSE # ____________________________  

NAME OF INSURED: ___________________________    EMPLOYER:_____________________

NOTIFY IN CASE OF EMERGENCY: ______________________PHONE: __________________ 

PATIENT CONSENT 

I hereby give my consent for OrthoSport, Inc. to perform the treatment of outpatient physical therapy as authorized and prescribed by the physician and/or physical therapist.  I authorize release of medical and/or other information about me to OrthoSport, Inc. to be used for the clinic’s records and/or my treatment.

Patient’s Signature:

Witness:
          Date:___________________________
FINANCIAL RESPONSIBILITY

I hereby request that my insurance carrier make payment directly to OrthoSport, Inc. for any and all services rendered by this facility. I, the undersigned, understand that OrthoSport, Inc. will bill my insurance carrier for services rendered upon verification of coverage by my insurance company. I also understand that should my insurance fail to render payment for services performed, I am fully responsible for all charges incurred, and will pay in full for all services. I understand that I am responsible for payment of any and all deductibles and/or co-insurance amounts and that the charges incurred are not subject to any fee schedules, or reduction made by my insurance carrier. I understand that I am responsible for any balance due after payment by my insurance company and that interest may be charged for any amounts past due 60 days. Interest shall be charged at the rate of 1.5% per month (18 % annually) on the outstanding balance accrued from the date that the service was rendered. In the event a check is returned to OrthoSport, Inc. for insufficient funds, a service charge fee of up to $25.00 may be charged to cover the costs incurred. Should it become necessary for OrthoSport, Inc. to engage in collection or legal action, I will be held responsible for any and all additional costs of collection including, but not limited to, agency fees, attorney fees, court costs and interest. I further understand that if my injury results in litigation against a third party, this in no way relieves me of my obligation to pay for the services rendered. I understand that payment of the fees are not contingent upon settlement of any litigation; however, I hereby instruct my attorney to pay OrthoSport, Inc. in full (including all interest or additional charges as outlined above) directly from the proceeds from any settlement or judgments rendered on my behalf.
Patient’s Signature:

Witness:
          Date:________________________________
