STRAIT OCCUPATIONAL & HAND THERAPY

Lynda Guditus Williamson, OTR/L, CHT

Occupational Therapist, Certified Hand Therapist


                            Telephone (360) 417-0703

[image: image1.wmf]708 C South Race St. Port Angeles, WA  98362                                                                           Fax (360) 417-2007

New Patient Information                                                                                                          (please print clearly)

Date: _______/_______/________

[image: image2.wmf][image: image3.wmf]Patient Name: _____________________________________________________________________   Sex:        Male        Female

                                   Last                                                        First                                        M.I.

Address: __________________________________________________________________________________________________

                                   Street                                                        City                                           State                                   ZIP

Home Phone: (_________) ____________ - _________________         Work Phone: (_______) ___________ - _______________

Date of Birth: _________/__________/_________            Social Security Number: ______________ - _______ - ______________
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[image: image6.wmf]Marital Status:        Married           Single         Other 

Parent/Guardian (if patient is a minor): _________________________________________________________________________

[image: image7.wmf][image: image8.wmf][image: image9.wmf][image: image10.wmf][image: image11.wmf]Employment:       Yes         No         Full-time       Part-time      Full-time Student         Occupation: _________________________

Employer or School Name: ____________________________________________________________________________________

Referring Dr.: _______________________________________________________________________________________________

                                 Name                                                           Address                                                               Phone

Primary Care Dr.: ___________________________________________________________________________________________        

                                         Name                                                        Address                                                               Phone
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IN ORDER TO BILL YOUR INSURANCE(S), WE MUST HAVE A COPY OF YOUR INSURANCE CARD(S)



(Please read and sign the other side)

Strait Occupational & Hand Therapy appreciates the opportunity to serve you.  We pledge to provide you with the very best medical care.

LATE CANCELLATIONS AND NO SHOWS

Cancellations or schedule changes must be made by 12:00 noon the day prior to the scheduled appointment.  If a patient fails to show for two (2) scheduled appointments or cancels an excessive number of times, occupational therapy will be discontinued and their physician will be notified.

TIMELINESS

We value your time and don’t want to keep you waiting.  Occasionally, we are delayed by an unexpected event with another patient, but please be assured that the quality of your treatment will not suffer.  If you arrive late, your treatment will end at its scheduled time in order to not keep the next person waiting.

FINACIAL POLICY

As a courtesy, we will bill the primary insurance company for our patients if we are provided with the necessary information.  Secondary insurance plans will be billed upon request.  Your insurance coverage is a contract between you, your employer, and the insurance company.  Therefore, it is the patient’s responsibility to determine occupational therapy benefits, authorizations, referrals, co-pays, etc.  It is also the patient’s responsibility to follow up with their insurance company on all unpaid visits.  If it is necessary to set up a payment plan, please contact the business office at (360) 417-0703 to make financial arrangements so you do not jeopardize your credit.  Co-payments are due at the time of each visit.  We accept cash, check, or money order only.  Any balances that have not been paid on for more than 60 days may be subject to collection proceedings.

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I authorize Strait Occupational & Hand Therapy to release any necessary mediacl information such as diagnosis, test results, photographs, records, and/or reports requested by my insurance carrier, Primary Care Provider, or Referring Physician.

PATIENT CONSENT

I hereby consent to treatment by the occupational therapist.

I acknowledge that I have read and understand the financial policy and the cancel/no show policy stated above.
____________________________________________________________            ________________________

Patient’s signature (If patient is a minor, Parent/Guardian signature)                                  Date  
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Insurance Information			


			


Primary Insurance Co. _______________________________


Group Number _____________________________________


Policy Number _____________________________________


Is the Patient the subscriber? �  Yes         �   No


Subscriber’s Name  _________________________________


Relationship to patient  _______________________________


Subscriber Date of Birth _____/_____/_________





Insurance Information			


			


Secondary Insurance Co. _______________________________


Group Number _______________________________________


Policy Number _______________________________________


Is the Patient the subscriber? �  Yes         �   No


Subscriber’s Name ___________________________________


Relationship to patient _________________________________


Subscriber Date of Birth _____/______/_________





Injury Information 


Condition related to: 	� Work                   � Auto                   � Sports                   � Other                 � None





Date of injury/onset of condition: ____/____/______     Body Side: � Right  � Left  � Both    Body part affected: ______________





Vocational Rehab Counselor or Claims Manager





Name: ____________________________________________________  Phone: (______) _________ - ______________





Address: __________________________________________________________________________________________________


                             Street                                                         City                                           State                             ZIP





Emergency Contact





Name: ____________________________________________________  Phone: (______) _________ - ______________





Address: __________________________________________________________________________________________________


                             Street                                                         City                                           State                             ZIP








