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Patient’sName: Social Security #: - -
Marital Status: | Single | Married | | Divorced | | Widowed
Address: City: State: Zip:
Home Telephone: Date of Birth: / / Age: Sex: | |Male | | Female
Email: CellPhone #: WorkPhone #:

Would you like to receive our newsletters and other related physical therapy information? D Yes D No

Employer: Occupation:

Employer’sAddress: City: State: Zip:
Emergency Contact Outside the Home: Phone #:

Referring Physician: Primary Care Physician:

Onset Date (injury, accident, surgery date or recent date symptoms starteq):

MEDICARE PATIENTS: are you currently enrolledin Home Health? ~ Checkone: D Yes No

IfYES: (List Company Name)

WORKERS COMPENSATION / AUTO ACCIDENT:

Ifyouwantus to bill for Workers Comp oran auto accident, we will do so. We ask thatyou present us with your private health insurance
information as backup. | do not wish to provide a copy of my private health insurance card. | realize that if my workers comp or auto benefits
should be denied or exhausted that | would be responsible for any charges incurred.

Please Sign: Date:
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CONSENT TO THERAPY

. | have presented myself to this facility for therapy treatments and consent to diagnostic procedures and care provided by my attending
therapist.

. Irealizelhavetheright to refuse any drugs, treatments or procedures to the extent permitted by law. lacknowledge that medicine
is notan exact science, no guarantees or warranties can be made to me regarding the results of any treatments at this facility. |
understand that information from any medical record(s) kept by this facility may be used for educational administrative, and/or facility
approved purposes when my personal identity will not be revealed.

. lunderstand that if | do not attend therapy for two weeks or miss three consecutive appointments that | am subject to discharge. Once |
havebeendischarged, lunderstandthat!willneedanew physician’s order/referral forany furthertherapy andwill be receivinganew
evaluation. This is in compliance with California State Law.

. | hereby authorize the release of medical information necessary to process my insurance and authorize payment directly to the provider
of service.lamresponsible forany services notcovered by thisauthorization. | have readand FULLY UNDERSTAND the PATIENT
FINANCIAL RESPONSIBLITIES FORM.

. WORKERS COMPENSATION - hereby authorize my rehab consultant to receive my records related to my work injury.

| HAVE READ AND FULLY UNDERSTAND THE ABOVE GENERAL CONSENT FORM AND ANY QUESTIONS | MAY HAVE
HAD, HAVE BEEN ANSWERED TO MY SATISFACTION.

Signature of Patient (or Parent/Guardianif PatientisaMinor-under18) Date:

Witness (Authorized Signature of Beverly Hills Center for Physical Therapy and Rehabilitation, Inc. Employee) Date:

continue to page 3...
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Primary Insurance
Name:
Address: City: State: Zip:
Insured Name:
Address: City: State: Zip:
Patient relationshiptoinsured: | |Child | | Spouse | | Self
Group #: ID#:
Secondary Insurance
Name:
Address: City: State: Zip:
Insured Name:
Address: City: State: Zip:
Patient relationshiptoinsured: | |Child | | Spouse | | Self
Group #: ID#:
Workers Compensation:
Insurance Name:
Address: City: State: Zip:
Adjuster: Phone#: Claim #:
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Patient’sName: Social Security #: - - pgiof2
Age: Gender: | |Male | |Female Smoker: | |Yes | |No Pregnant:| |Yes | | No
Occupation:
Past Medical History: Past Surgical History: (Please list all & dates):
Please check each condition that you have been told you
have (or had):
.| Cancer || Diabetes
| |Kidney Disease || Liver Disease
| | Stroke " | High Blood Pressure Please list all current medications:
|| HeartDisease " | Angina/Chest Pain
" |Ulcers | Fibromyalgia
| Osteoporosis || Osteoarthritis o > [ M
| Rheumatoid Arthritis | | Sexually Transmitted Disease Haveyouhadanx-ray, MR, orotherimaging study’ ves No
|| Allergies/Asthma || Lung Disease Current Symptoms
Haveyouhadanyrecentillness lYes | |No Where are you currently having symptoms?
(Explain ifYes):
Doyoutakebloodthinner? |:] Yes D No What date (approximately) did your present pain start?
Areyouallergic tolatex? lYes | |No
| |Getting better | Aboutthesame | Getting worse
Other:
Have you received any treatment for this problem? Clves| | No
. . Haveyoueverhadthisproblembefore Clves| | No
Currently | am experiencing...
Please check all that apply: Ifso, how was the problem treated?
" | Fever/chills/sweats " | Poor balance (falls) How long did it take for you to feel better?
|| Unexplained weightloss | | Numbness ortingling
| Changes in appetite | Difficulty swallowing How are you able to sleep at night? _ o
| Depression " Shortness ofbreath | Fine ' | Moderate Difficulty | Onlywith medication
|| Dizziness || Headaches What is your personal goal for therapy?
|| Nausea/Vomiting " | Increased pain at night

| Changes in bowel or bladder function Doyou haveany barrierstolearning? ifsolist:

continuetopage?...
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Body Chart:
Please mark the areas where you feel pain on the chart to the right.
Please use the following keys to indicate different types of symptoms:

Pain and Needles = 0000
Stabbing = ////

Burning = XXXX
Deep Ache = 2227

On the scale below, please circle the number which best represents the severity of your pain:

AVERAGE for the last 48 hours:

Nopain 0 1 2 3 4 5 6 7 8 9 10 WorstPainlmaginable
BEST for the last 48 hours:

Nopain 0 1 2 3 4 5 6 7 8 9 10 WorstPainlmaginable
WORST for the last 48 hours:

Nopain 0 1 2 3 4 5 6 7 8 9 10 WorstPainlmaginable

Please circle the number below which best represents your overall average level of function:

Cannot do anything 0 1 2 3 4 5 6 7 8 9 10 Abletodoeverything

What makes your symptoms better?

Please check the activities which make your pain worse:
| sitting | lyingdown | standing | walking .| stress

Any other activities that make your pain worse?

Pleaselistthe bestandworsetime of dayforyoursymptoms Best: Worse:
Aggravation Factors: [dentify up to 3 important activities that you are unable to do or
are having difficulty with as a result of your problem. List them below:
THERAPIST USE ONLY
) Rating:
2 Rating:
%) Rating:
THERAPIST USE ONLY Able to perform activity at
Unabletoperformactivity 0 1 2 3 4 5 6 7 8 9 10 ~ samelevelas before your
(injury or problem)
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MEDICARE FINANCIAL LIMITATION NOTIFICATION FORM

Effective January 1,2010the Centerfor Medicare and Medicaid Services (CMS)implementeda Financial Limitation, (or Cap), totaling
$1,860.00 for Medicare Part B outpatient services for Physical, Occupation and Speech therapy services.

The purpose of this notice is to help you make an informed choice about whether or not you wish to continue to receive outpatient
physical, occupational or speech therapy after the Medicare Financial limitation has been met, knowing you will be financially responsible
for these services.

CMS’s financial limitation (Cap) will be applied in the following manner for your outpatient rehabilitation services:
*Physical and Speech Therapy will share on $XXXXXX. financial limitation (Cap) for both therapies combined.
*Occupational Therapy services will have separate $XXXXXX financial limitation.

* Thesefinanciallimitations will be effective untilDecember31,2010unless otherwise changed or suspended by CMS.

Medicare will subtract your co-insurance from the $ XXXXXX cap and pay $ or80%. The 20% co-insurance, or $

will be paid by you or a supplemental insurance you may have. These limits are based off the Medicare fee schedule allowed amount after
your$ deductible has been met. The cap will be based on services paid by Medicare at the allowable rate, not the provider’s
charges.

As Medicare providers, we are obligated to inform you of this financial limitation and Medicare’s determination that once the $

financial limitation for Physical, Occupational and/or Speech therapy benefit is met as described above, you will be financially responsible
forany services provided, unless youqualify foraCap exceptionas outlined below. Asacourtesy, we willtrackthe services youreceive
fromusandnotify youwhentheamountis close to meetingMedicare’s $1,800.00financial limit. This will allow you to make aninformed
consumer decisionregarding whetherornotyou wantto continue therapy services and acceptfinancial responsibility for the cost of
any appropriate medically necessary continued care provided. Medically necessary therapy services you receive beyond the cap may be
continuedataHospital Outpatient Rehabilitation departmentand billedto Medicare, as this type offacility is exempt fromthefinancial
limitation imposed by Medicare.

The $1,860.00 financial limitation is your annual Medicare insurance benefit, regardless of which non-hospital based therapy providers
deliver the service. If you received physical, occupational or speech therapy prior to attending therapy at our center, please be aware that
those serviceswillbeincludedinyourfinanciallimitationtotal. Pleaseassistusinensuringyoustaywithin the cap limits by
informingour Scheduling Coordinator of any physical, occupational or speech therapy services you have received between
January 1,2010and today. We will be sure to include any self-reported amount in your beginning balance and notify you when you have
reached the cap at our facility so you may make an informed decision about continuing care thatis medically necessary beyond the
financial limitation.

Medicare Therapy Cap Exceptions

Congress has made provisions for exceptions to the Medicare Cap for which you may qualify when therapy services beyond the financial
limitation (cap) are medically necessary. Your therapist will discuss your status with you as you near the cap. If you have already exceeded
your financial limit (cap) for the 2010 calendar year, your therapist will discuss your ability to qualify for further treatment under and exception
after your evaluation or re-evaluation. If you do qualify for an exception, you will be financially responsible for continued care beyond the
limitation. Ask our staff what the estimated cost of items and services will be in the event that you do not qualify for an exception.

Patient Signature Date:

This notice was adapted from CMS’s “Notice of Exclusion from Medicare Benefits” form and is not an all-inclusive list of excluded Medicare benefits. This notice pertains to
Medicare’s financial limitation and excluded benefits beyond $1,860.00.
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PATIENT FINANCIAL RESPONSIBILITIES

Thank you for choosing Beverly Hills Center for Physical Therapy and Rehabilitation, Inc. and Rehabilitation, Inc. We
consider it a privilege that you’ve chosen to see a Beverly Hills Center for physicaltherapist. Fromthe momentyouwalkin
the dooruntilthe time we regrettably have to say ourgoodbyes, weare committed to providing you with amazing
service throughout your experience with us.

INSURANCE

We need accurate information about your insurance. Therefore, please have your current insurance card with you at all times, as
wellasaphotolDsuchasadriver’slicense, military ID, orgovernmentissued|D. Please reportany changestoyourinsurance
coverage, demographics, etc. to your clinic’s Patient Service Specialist (PSS).

The PSS will verify your benefits and eligibility with your insurance company. All benefits are subject to medical necessity and do
not represent a guarantee of payment by your insurance company but is a summary of information.

CO-PAYS

We are required by our insurance contracts to collect all co-pay amounts at the time of service. We accept cash, check, Visa, and
MasterCard, American Express, and Discover.

COINSURANCE

Coinsurance is an estimated percentage of an eligible expense that you are required to pay for a covered service. Coinsurances can
be paid at time ofservice.

DEDUCTIBLES

If you have not met your deductible, we will estimate the expected insurance payment for your visitand request that amount. This
is an estimate only and you may receive a statement with additional balances after your visit.

Name (Print) Sign Date
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THISNOTICE DESCRIBESHOWPROTECTED HEALTHINFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOWYOU CAN GET
ACCESS TO YOUR PROTECTED HEALTH INFORMATION. PLEASE REVIEW IT CAREFULLY.

Theterms ofthis Notice of Privacy Practices apply to Beverly Hills Center for Uses and Disclosures for Health Care Operations: With your

Physical Therapy and Rehabilitation, Inc.andeach ofits subsidiaries, affiliates, agreement, we will use and disclose your personal health information as

andentities managedorcontrolledbyBeverly Hills Center for Physical Therapy necessary, and as permitted by law, for our health care operations,

and Rehabilitation, Inc.including the corporate office and itsemployees. All of whichmayincludeclinicalimprovement, professional peerreview,

the entities will share personal health information of patients as necessary to business management, accreditation and licensing, etc. For instance, we

carry out treatment, payment, and health care operations as permitted by law. may use and disclose your personal health information for

We are required by law to maintain the privacy of our patients’ personal health purposes of improving the clinical treatment and patient care provided in

information andto provide patients with notice of our legal duties and privacy our facilities.

practices with respect to personal health information. We are requiredto abide by

theterms ofthis Notice for as long as it remains in effect. We reserve the right to IndividualsInvolvedin YourCare: Withyourwrittenagreementwe

change the terms of this Notice of Privacy Practices as necessary and to make a may from time to time disclose your personal health information to

new Noticeeffectiveforallpersonalhealthinformationmaintained by Beverly Hills designatedfamily, friends,andotherswhoareinvolvedinyourcareor in

Center for Physical Therapy and Rehabilitation, Inc.. We are also required to inform paymentofyourcareinordertofacilitatethatperson’sinvolvement in

you thatthere may be a provision of State law that relates to the privacy of your caring for you or paying for your care. If you are unavailable,

health information that may be more stringent than a standard orrequirementunder incapacitated, or facing an emergency medical situation and we

the Federal Health Insurance Portabilityand Accountability Act. A copy of any determine thatalimited disclosure may be in your bestinterest, we may

revised Notice of Privacy Practices orinformation pertaining to aspecific State law share limited personal health information with involved individuals

maybeobtained by mailingarequesttothe Compliance Officer,Beverly Hills withoutyourapproval. We mayalsodiscloselimited personal health

Center for Physical Therapy and Rehabilitation, Inc., information to a public or private entity that is authorized to assistin
disasterreliefeffortsin orderforthatentity to locate a family member or

USES OR DISCLOSURES OF YOUR otherpersonsthatmaybeinvolvedinsomeaspectofcaringforyou.

PERSONAL HEALTH INFORMATION

Authorizationand Consent: Exceptasoutlinedbelow, wewillnotuse or disclose your
personal health information for any purpose other than treatment, payment or
healthcare operations unless you have signed a form authorizing the use or
disclosure. You have the right to revoke that authorizationin writingunless we have
takenanyactioninreliance on the authorization.

BusinessAssociates: Certainaspectsand componentsofour
servicesare performedthrough contracts with outside persons or
organizations,suchasauditing,accreditation,outcomesdata
collection, legal services, etc. Attimes, itmay be necessaryforus to
provide your personal health information to one or more of these
outside persons or organizations who assist us with our health care
operations. In all cases, we require these business

UsesandDisclosuresforTreatment:\Vithyouragreement, wewill make uses ) ’ X . X
associates to appropriately safeguard the privacy of your information.

and disclosures of your personal health information as necessary for your
treatment. Doctors, physical therapists, nurses and otherprofessionalsinvolvedin
yourcare willuse information inyour medical record and information that you provide
about your symptoms and reactions to your course of treatment that may include
procedures, medications, tests, medical history etc.

AppointmentsandServices:\Wemaycontactyoutoprovide
appointment reminders or information about your treatment or other
health-related benefits and services that may be of interest to you. You
havetherightto requestandwewillaccommodate reasonable requests
by you to receive communications regarding your personal health
informationfromusbyalternativemeansoratalternative locations.
Forinstance, ifyouwishappointmentreminderstonotbe leftonvoice
mailorsenttoaparticularaddress, wewillaccommodate reasonable
requests. Youalso have the right to request that we not sendyouany
futuremarketingmaterialsandwewilluse ourbest efforts to honor
such request. You may make your requests by sending your name and
address to Compliance Officer, Beverly Hills Center for Physical Therapy
and Rehabilitation, Inc., 9730 Wilshire Blvd #200 Beverly Hills, CA
90212.

Usesand Disclosures forPayment: With youragreement, we will make uses and
disclosures of your personal health information as necessary for payment
purposes. During the normal course of business operations, we may forward
information regarding your medical procedures and treatment to your insurance
company to arrange payment for the services provided to you. We may use your
information to prepare a bill to send to you orto the person responsible for your
payment.

Research: In limited circumstances, we may use and disclose your
personal health information for research purposes. In all cases
where your specific authorization is not obtained, your privacy
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will be protected by strict confidentiality requirements applied

byaninstitutionalreview boardthatoverseestheresearchorby
representations of the researchers that limit their use and disclosure of patient
information.

OtherUsesandDisclosures: Weare permittedand/orrequiredby law to
make certain other uses and disclosures of your personal health information
withoutyourconsentorauthorization forthe following:

any purpose required bylaw.

public health activities, such as required reporting of disease, injury, birth
and death, orrequired public health investigations.
ifwesuspectchildabuse orneglect;ifwe believe youto beavictim of
abuse, neglect, or domestic violence.

to the Food and Drug Administration to report adverse events,

product defects, or to participate in product recalls.
toyouremployerwhen we have provided health care to you at the
request of your employer; to a government oversight agency conducting
audits, investigations, or civil or criminal proceedings;
courtoradministrative ordered subpoena or discovery request;

to law enforcement officials as required by law to report wounds and injuries
and crimes;

to coronersand/or funeral directors consistent with law;
ifnecessarytoarrangeanorganortissue donationfromyouora
transplant for you;

ifyou are amember of the military; we may also release your

personal health information for national security or intelligence
activities; and

to workers’ compensation agencies for workers’ compensation

benefit determination.

RIGHTS THAT YOU HAVE REGARDING YOUR
PERSONAL HEALTH INFORMATION

Accessto YourPersonalHealthInformation: Youhavetherightto copy
and/orinspectmuchofthepersonalhealthinformationthatwe retainonyour
behalf.Allrequestsforaccessmustbe madeinwriting and signed by you or
yourlegalrepresentative. Youmay obtain a “Patient Access to Health
Information Form”from the front office person.

Amendmentsto YourPersonal Health Information: Youhavetheright to
request in writing that personal health information that we maintain aboutyou
beamendedorcorrected. Wearenotobligatedtomakeall requested
amendmentsbutwillgiveeachrequestcareful consideration. Allamendment
requests, mustbeinwriting, signed by youoryour legal representative, and
must state the reasons for the amendment/ correction request. Ifan
amendment or correction request is made, we may notify others who work with
us if we believe that such notification is necessary. Youmay obtainan
“Amendment RequestForm” from the front office personorindividual
responsibleformedicalrecords. .Information: Youhave therightto receive
anaccounting of certain disclosures made by us of your personal health
information after September01,2004. Requests mustbe madeinwritingand
signed by you or your legal representative. “Accounting Request Forms” are
available from the front office person orindividual responsible for medical
records. Thefirstaccountinginany 12-monthperiodisfree; you will be
charged a fee for each subsequent accounting you request withinthe same 12-
monthperiod. Youwillbe notified of the feeatthe time of yourrequest.
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Accounting for Disclosures of Your Personal Health

Restrictions on Use and Disclosure of Your Personal Health
Information: You have the right to request restrictions on uses and
disclosures ofyourpersonal healthinformationfortreatment, payment,or
healthcare operations. Wearenotrequiredtoagreeto your restriction
request, but will attempt to accommodate reasonable requests when
appropriate. We retain the right to terminate an agreed- to restriction if we
believe such termination is appropriate. In the event ofatermination by us,
wewillnotify you ofsuch termination. Youalso have the right to
terminate, in writing or orally, any agreed-to restrictionbysending
suchterminationnoticetotheindividual responsible for medical
records.

Workers’ Compensation: For patients whose medical treatment is covered
under a state workers’ compensation program, please note the following:
Disclosure of your protected health information (PHI) forpurposesof
providingtreatmentandobtainingpaymentunder the state’s workers’
compensation is governed by the state workers’ compensationregulations
andprocedures. Therefore, wearenot obligatedto secureawritten
authorization as otherwise required by HIPAAinordertodiscloseyourPHI|
forworkers’compensation purposes,normayyourestrictouruseor
disclosure ofyourPHIfor workers’ compensation purposes. Written consent
touse ordisclose

your PHI may be required pursuant to our internal policies and/or state workers’
compensation program rules in order to process your claims. Failure to
provide any required written consent may result in your financial liability
for medical services and supplies.

Complaints: Ifyou believe your privacy rights have been violated, you
can fileacomplaintinwriting with the Compliance Officer, Beverly
Hills Center for Physical Therapy and Rehabilitation, Inc., 9730
Wilshire Blvd #200 Beverly Hills, CA 90212. Youmay alsofilea
complaintwiththe Secretary ofthe U.S. Department of Healthand
Human Services in Washington D.C. inwriting within 180 days ofa
violation of your rights. There will be no retaliation for filing a
complaint.

For Further Information: If you have questions or
need further assistance regarding this Notice, you may
contactthe Compliance Officer, Beverly Hills Center for
Physical Therapy and Rehabilitation, Inc., 9730 Wilshire Bivd
#200 Beverly Hills, CA 90212.
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Information ReleaseforIndividuals
Involvedin Patient’sCare

INFORMATION RELEASE FOR INDIVIDUALS INVOLVED IN PATIENT’S CARE:

| hereby authorize one or all of the designated parties below to request and
receive the release of any protected health information regarding my treatment,
payment or administrative operations related to treatment and payment. |
understand that the identity of designated parties such as my attorney, doctors,
etc. must be verified before the release of any information.

Name: Relationship:

Name: Relationship:

I do NOT wish to have my health information disclosed to the individuals below, even though they are involved in my care:

Name: Relationship:

If you are the representative of a patient, check the scope of your authority to act on the patient’s behalf:
|:| Power of Attorney |:| Guardian |:| Surrogate Decision-maker |:| Executor ofLegal Rep. |:| Parent

|:| Other (please specify):

Name (Print) Sign Date




