PATIENT REGISTRATION INFORMATION

DATE:
PATIENT NAME: M F PHONE:
LAST FIRST MIDDLE
ADDRESS:
STREET NS 127 STATE - ZIP
DATE OF BIRTH: SOCIAL SECURITY #
_ . ) (Policy holder’s if patient is a minor)
EMPLOYER: ADDRESS: PHONE:
RESPONSIBLE PARTY:
(PERSONAL REPRESENTATIVE) LAST FIRST RELATIONSHIP
ADDRESS: _ — .
STREET CITY . STATE ZIP
IF WORKMAN’S COMPENSATION OR AUTO ACCIDENT COVERAGE: (SKIP TO BACK PAGE)
PRIMARY INSURANCE:
INSURANCE ID#: GROUP #: PHONE:
SECONDARY INSURANCE: .
- INSURANCE ID#: ____GROUP#: PHONE:
PRIMARY CARE PHYSICIAN: _ _ PHONE:

REFERRING PHYSICIAN: ‘ ‘ PHONE:

FINANCIAL POLICY:

I hereby assign ali medical and/or surgical benefits, to include major medical benefits to which I am entitled,
including Medicare, private insurance and any other health plan to ABILITIES UNLIMITED, INC. This
assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be
considered as valid as an original. I understand that I am financially responsible for all charges if not
paid by said insurance. [ hereby authorize said a551gnee to obtaln/release all medical/financial records

necessary.
Name of Patient or Personal Representative Signature
Date Description of Personal Representative Authority

THIS FORM MUST BE COMPLETED IN ITS ENTIRETY PLQR TO RECEIVING ANY
ERVICES.
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WORKMANS COMP/AUTO" BfFORMATION

© SOCIAL SECURITY #_ oo b cLADwg

PRESQR!;\E'IONREAQS. o J “ i

DR NAME

DATEOFINJURY.. ~ .~ TYPEOFINJURY

R ADJUSTER'S NAME,_

PHONE#

. INSURANCE NAME__

APFROVED / DISAPPROVED BY:

 CONTACT PERSON:_

' ADDRESS TO SEND CLAIM_

ATTENTION TO:

COMMENTS



I HEREBY AUTHORIZE YOU TO RELEASE TO :
___Abilities Unl ne.

~ 245ParksideDrive -

~Tolorado Springs, CO 80810 — -

THE MEDICAL RECORDIN YOUR POSSESION, CONCERNING MY
TREATMENT WHILE UNDER YOUR CARE

PATIENTS NAME: _
. ADDRESS:

DATE OF BIRTH: [ /

S.8.N
SIGNATURE:

DATE: [




Acknowledgement of Receipt of Notice of Privacy Practices

I certify that I have been offered a copy of ABILITIES UNLIMITED’S Notice of Privacy
Practices. The Notice of Privacy Practices describes the types of uses and disclosures of my
protected health information that might occur in my treatment, payment of my bills, or in the
performance of ABILITIES UNLIMITED’S healthcare operations. The Notice of Privacy
Practices also describes my rights and ABILITIES UNLIMITED’S duties with the LOBBY
BULLETIN BOARD and on ABILITIES UNLIMITED’S website at
WWW.OANDP.COM/ABILITES.

ABILITIES UNLIMITED reserves the right to change the privacy practices that are described
in the Notice of Privacy Practices. 1 may obtain a revised Notice of Privacy Practices by calling -
the office and requesting a revised copy be sent in the mail, asking for one at the time of my next
- appointment, or accessing ABILITIES UNLIMITED’S website.

. . ’ : .

,

Signature of Patient or Personal Representative

Name of Patient or Personal Representative

Date

Description of Personal RepréSentative’s Authority



Abilities Unlimited, INC
Policies and Procedures Awareness Sheet

All patient information must be updated on a yearly basis, please be prepared
to update your information at this time. Also, if you have an insurance change
or change of address, please inform the front desk immediately.

In order to provide services, we musthave a prescription from your doctor
before the time of service. The necessary documentation, such as Certifi-
cates of Medical Necessity and Therapeutic Shoe forms, must be obtained
before we can dispense any devices.

A copy of your current insurance card must be present ot each office visit in
order for us to file a claim with your insurance company. Failure to do so may -
result in either being asked to reschedule the appointment, or to pay for your
visit in full today. This is not meant to be an inconvenience for you, but rather
a way of ensuring proper billing of your claims.

Financial Policy: to the extent that your health and accident insurance
coverage pays for orthotic/prosthetic services, we are happy to assist you in
collecting your benefits; however, this does not relieve you from financial
responsibility of paying the cost of medical care. We will bill your insurance as
a courtesy at no charge; however, if your insurance does not pay within 60
days, you will be responsible for the balance due. After this time, you will be
responsible for contacting your insurance for payment.

If you are more than 20 minutes late for a scheduled appoiﬁ'rme.n'r, we will have
to reschedule your appointment for a later date,

If you are allergic to latex rubber, please inform your practitioner. Please
dispose of needles in the appropriate containers. Diapers cannot be disposed
of in this facility.

If you are waiting more than 10 minutes in an exam room, please inform the
front desk immediately.

Please check with the front desk to complete any necessary documents
before leaving from your appointment.

I have read and understood the information provided above by Abilities
Unlimited, Inc and I will, to the best of my abilities, comply with these
policies.

Patient or Guardian Signature Date




