The Progressive Step Corporation

Patient Registration

Medical Record Number: 






Today’s Date:
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Acknowledgement of Receipt of Notice of Privacy Practices

Patient Name: 






Medical Record No. 





Address: 














Facility Name: 













I have been given a copy of the Extendicare Notice of Privacy Practices (“Notice”), which describes how my health information is used and shared.  I understand that Extendicare has the right to change this Notice at any time.  I may obtain a current copy by contacting the Facility Privacy Designee, or by visiting Extendicare’s website at www.extendicare.com/HIPAA/Prostep.

My signature below acknowledges that I have been provided with a copy of the Notice of Privacy Practices: 

Signature of Patient or Personal Representative


Date

Print Name

Personal Representative’s Title (e.g., Parent, Guardian, 

Executor of Estate, Health Care Power of Attorney)

For Facility Use Only:  Complete this section if you are unable to obtain a signature.

1. If the patient or personal representative is unable or unwilling to sign this Acknowledgement, or the Acknowledgement is not signed for any other reason, state the reason:

2. Describe the steps taken to obtain the patient’s (or personal representative’s) signature on the Acknowledgement:

Completed by:

Signature of Facility Representative



Date

Print Name

File original in patient’s Business Office Record
PROGRESSIVE STEP CORPORATION FINANCIAL & PAYMENT POLICY

Thank you for choosing Progressive Step as your Health care provider. The following is our financial and payment policy.  Our main concern is that you receive the proper and optimal care that you deserve.  Therefore, if you have any questions or concerns about our payment policies, please do not hesitate to speak with our billing office. 

We ask that all patients carefully read & then sign the financial policy, patient contract, and case history form prior to seeing your therapist for the initial evaluation.

It is our policy to bill Medicare and private insurance carriers for services that have been previously confirmed as covered by your policy(s). We ask however, that you understand that:

1. Your insurance policy is a contract between you and the insurance company who holds the policy.  We are not a party to that contract.  Our relationship is solely with you as our patient and not your insurance company.  We bill only as a courtesy to you.

2. All charges are your responsibility whether your insurance company pays or not.  Not all services are covered under their plan.  

3. If your insurance carrier(s) does not pay the billed charges within 30 days, we may request that you contact your insurance company to determine why payment is being delayed.  Through our experience, we understand that most insurance companies can process claims and mail payments within 10 working days from receipt of our bills. 

4. All charges not paid by your insurance company will be billed to you.  We understand that financial problems can occur with our patients that may affect your ability to pay the charges.  We encourage you to communicate such problems to us in a timely manner so that we both can work on a mutual plan for payment.

5. You are required to pay the designated co-pay or co-insurance portion at the time of treatment.  If you have a deductible, this amount is your responsibility to pay 100%.

6. Even though our billing office verifies your insurance benefits, there is no guarantee of payments per your benefits.  This is stated by your insurance carrier.

Patient/Parent/Caregiver Signature: 





      Date: 




Understanding Your Health Insurance
FACT SHEET

Deductible:  the amount of money that you (the insured) will need to pay before your insurance benefits can be used.  This is usually a yearly amount.  Deductible payments are typically collected at the time of your visit.

Ex:  Sue was referred for physical therapy.  Her  insurance plan requires thats she pay a $500 deductible before they will assist with payment of services.  She visited an in-network doctor once this year and paid $100 out of pocket.  Her remaining deductible of $400 would have to be paid out of her pocket before insurance will begin assisting with payment for her therapy..

Co-Insurance and Co-Payments:  the amount of money that needs to be paid by the insured (you) before your insurance pays (this is in addition to the deductible).  Some health insurance plans will let you use some services with just the coinsurance/copayment before your deductible is met.

Ex:  Sue’s insurance  policy also requires that she pay a $15 copayment for each medical visit she receives. She is scheduled for physical therapy two times a week for three weeks.  In addition to paying her $400 deductible, Sue must pay $15 each time she visits the clinic (or $30 per week).

Out of Pocket Costs/Expenses:  the cost that you would pay out of your own pocket.  This can include the copayment, coinsurance, or deductible.  

Ex:  Sue’s total out of pocket expenses for her therapy (two times per week for three weeks) would be $490.

Lifetime Maximum:  the amount of money the health insurance policy will pay for the insured’s entire life.  These amounts can be different with separate individual lifetime maximums and family lifetime maximums.

Exclusions:  services or items that the insurance policy will not cover.

Ex:  Sue’s therapist recommends that she receive therapy involving hot and cold packs.  Sue’s insurance plan states that they do not cover services involving these modalities.  Sue would need to pay an additional out of pocket amount in order to receive these services.

In Network Providers:  service providers (doctors, clinics, therapists, facilities) that have contracted with your insurance company and have agreed to a reduced rate of payment to provide services to their insured clients.

Out of Network Providers:  service providers that have not signed contracts with your insured (either at their option or your insured limitations) and are not covered by your insurance benefits.  (Some insurance policies do offer limited benefits to out of network providers).

Ex:  Sue chooses a provider that is out of network for her aquatic therapy.  Her policy does not assist with payment to out of network providers.  Sue will be responsible for the entire billed amount for her therapy.  

PROGRESSIVE STEP REHABILITATION

NEW CLIENT REGISTRATION LETTER

Dear 






,

My name is Kira Dunavin and I am the Area Rehab Director for Progressive Step Outpatient Clinics in Texas.  I wanted to welcome you to Progressive Step Rehab of Amarillo and tell you that we appreciate you choosing us for your therapy needs.  Progressive Step Rehab provides highly skilled and experienced therapists that excel in their fields and love what they do.  We work hard to earn your trust and satisfaction and look forward to working for you in the weeks and months to come.  

We have scheduled an evaluation appointment for 






 

on 





, 2009 at 


am/pm.

A map showing our office location is provided.  Your therapist(s) for your evaluation(s) is/are:

Occupational Therapy :










Physical Therapy:










Speech Therapy:










We at Progressive Step feel that your therapy is important and we are committed to your therapy program.  Our goals are to provide you with professional care that helps you reach your maximum potential.  Your involvement is vital to the success of your therapy. 

We will strive to: 


□ Start all your sessions on time


□ Notify you 24 hrs in advance if there is a scheduling problem with your appointment time


□ Allow time during your appointments to answer your questions and discuss your progress

We ask you to:


□ Arrive on time for your appointments (if you are late, your treatment session may not be extended)

□ Provide at least 24 hrs notice for any cancellation to allow us to use that time to schedule someone    

   else 

□ Be compliant with any home exercises that we give you.  We wouldn’t give you a program if we 

   didn’t think it was important for you to reach your potential.

□ If you or your child is sick with any of the following symptoms within the last 24 hours: fever, 

   vomiting, diarrhea, skin rash, green/infectious runny nose we ask that you do not bring your child or 

   attend therapy yourself. If your child has been sent home from school, please do not bring them to 

   therapy that day. 

We have the following attendance policies:

□ If you fail to call and cancel 3 or more times consecutively this may justify discontinuation of services

□ If you cancel a visit due to sickness we will attempt to re-schedule that visit for later in the week.

Please fill out and bring the enclosed paperwork with you to your appointment.  Also bring your current insurance card(s).  If you have multiple or secondary insurances or payer sources, please let us know so that we don’t make mistakes in billing for your therapy.  

Thank you again for chosing Progressive Step Rehab of Amarillo.  We look forward to seeing you soon.

Sincerely,

PATIENT MEDICAL HISTORY (Child)
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Patient’s Full Name (First, Middle Initial, Last)





Date of Birth (MM/DD/YYYY)





Complete Mailing Address (Street Address, Apt #,  City, State, Zip)





Home Phone:  





Cell Phone:      





Gender:  





___  M       ___ F





Email Address





Spouse / Parent / Caregiver Name





Spouse / Parent/ Caregiver Date of Birth: 





Insurer’s  Employer





Work Phone: 





City / State / Zip Code





Occupation





Emergency Contact (Not living with you)





Relationship





Phone: 





Services Requested  (circle)


PT            OT             ST           Feeding        SS       Pulm        NS


	Hippotherapy	Aqua		Bioness





Date of Injury or onset of symptoms:





Was the injury related to an automobile accident?    Yes  		 No              State that it  occurred in: 





Have you had previous therapy for this condition?          Yes     	  No


Are you a returning patient to our clinic?                         Yes      	  No





How did you hear about our clinic? 





Insurance Company’s Complete Address:








Phone:





Secondary Health Insurance Company:








Policy Holder’s Name








Policy Holder’s Date of Birth:





Relationship to Patient: (circle)  self   spouse   dependent





Insurance Company’s Complete Address:








Phone:





ID/ Cert / SS #:








Group #				Other:








ID/ Cert / SS #:








Group #:                                                    Other: 








Referring Physician:





Primary Physician:





Diagnosis / Chief Complaint (If known):





Do you have health insurance?   	 Yes  	 No





Primary Health Insurance Company:						





Policy Holder’s Name:			








Policy Holder’s Date of Birth:





Relationship to Patient: (circle) self   spouse  dependent








Social Services


Do you have need of Social Services?  (please circle & leave comments)  Yes		No





Areas of need: 											








Patient Release


Release of Infomration: I authorize the release of any medical or billing information that is needed to obtain payment of my account, regardless of my diagnosis.


Consent for Claim Verification: I give permission to Progressive Step to have any and all information regarding my claim benefits verified.


Assignment of Benefits: I hereby assign, transfer and set over to Progressive Step all my rights, title and interest of medical reimbursements and all other rights and privileges otherwise payable to me for those services provided by Progressive Step.


Agreement to Pay for Services: For and in consideration of services rendered or to be rendered for said patient named on this form, I hereby guarantee payment of any and all bills rendered for said patient which are with all collection costs, including Progressive Step Attorney and legal fees for collection action of delinquent accounts.


Consent to Treatment: In addition, I consent to all treatment provided as per written and oral orders from my medical referral source. Risks and hazards have been explained. 





Signature: 							Date: 					





Progressive Step Representative: 										














For Medicaid Patients


Has the patient had therapy or is currently having therapy with another outpatient therapy clinic?	


Yes	No





If so, what is the name of the clinic? 									








For Insurance or Medicaid Patients


Is your child receiving therapy through the school system? 	Yes	No





If so, what is the name of the school? 								












































Does your child attend school?   Yes         No        If yes, where? 





Is your child currently receiving therapy?     Yes    No  	


If so, what discipline and how often?











Hospital Stays: (Please describe when and why)








Is your child in pain? 	Yes	No	Please describe: 								





														





Medical History


Please circle all that apply to your child: 	Frequent colds	RSV	Pneumonia	Headaches	Cardiac Problems





Cancer	Seizures		Frequent ear infections	Tonsillitis	Allergies		Head Injury	Meningitis





Orthopedic Injury/Broken Bones	Nose bleeds	Other Injury or Serious Illness: 					





My Child has a history of: (circle all that apply)	Physical Abuse		Sexual Abuse or Exploitation		Emotional Abuse


								Extreme Neglect





Patient Name:





Age:





Gender: (circle)  Male	Female





Date of Birth: 





Patient lives with: (circle all that apply) 	Biological Parents		Foster parents	Mother	Father	Step Parent


					Grandparent(s)		Group home	Other relative: 			





Name and age of siblings in the home: 1.		  2.		  3. 		  4.		  5. 		





Who will be bringing child to the clinic? 					





If not referred by a Physician, my child was referred by non-physician staff or caseworkers at: (Circle)  ECI		Uniting Parents		


Touch of CLASS		Headstart		CSHCN Program		Other referral: 				





PRECAUTIONS


My child has Life Threatening allergies to: 										








Rash causing / wheezing allergies to: 											








Medications: _____________________________________________________________________________________________________











My child has: (circle all that apply) 	Peg Tube		Shunt		Catheter		PE Tubes		Tracheotomy





Cochlear Implant		Seizures		Severe Asthma





Assistive Devices: (circle all that apply)	Wheelchair	Walker		Gait Trainer		Standing Frame





				Augmentative Communication Device		AFO’s		Other: 			





My child is fearful of: (circle all that apply)	Strangers		Darkness		Animals		Closed Rooms


					Loud Noises	Crowds		Other: 				





Social Issues that may impact treatment: (circle all that apply)	


	


Prohibitions against Photographs	Multiple out of home placements/caregivers	Parents in the process of a divorce





Critically ill parent or caregiver	Severe behavior problems at home or school	History of aggressive behaviors toward peers





Transportation Problems		Disputed Custody				Restraining Order





Is there any other information that you think might be helpful to our staff as we begin to work with your child?





														





														





														





														





Education / School


My child is attending or has attended: (circle all that apply)  Head Start	Preschool		Kindergarten	PPCD Classroom


											ECI Programs





My child is in the 			 grade at 					 school.





My child attends a regular classroom with these modifications: (circle all that apply)	Preferential Seating		Modified Testing





Reading Recovery		Extra time to complete assignments	Content Mastery	Resource Room	Dyslexia Curriculum





My child attends a self-contained Special Education Classroom: 	Yes	No





My child is offered: (circle all that apply)	ST	PT	OT 	Music Therapy	Attendant or Classroom Aid





Has your child if ever had cognitive testing? 	Yes	No	If yes, what were the results?





Developmental History


Please provide the age in months regarding when your child accomplished the following developmental milestones:





Sat Alone:		Crawled:			Walked:			Babbled:		





Used Single words:			Could use their hands to feed:		





Family History: (please circle all that apply to any Blood relative)	Speech/Language Delay	Stuttering		Learning Disability





Dyslexia		Deafness/Hearing Problems		Genetic Syndromes		Mental Retardation		Autism/PDD





Serious Mental Illness	Addictions: 							





My child has been evaluated or treated by: (circle all that apply)	Speech Therapist	Occupational Therapist	Physical Therapist





Audiologist	Genetics Counselor		Counselor / Play Therapist





Prenatal & Birth History


Pregnancy: (please circle)	Term	Premature Birth at 		 weeks





Complications: (please circle)		Pre-term labor	Gestational Diabetes	High blood pressure	Eclampsia


				Placenta Previa				Drug/Alcohol Abuse





Delivery: (please circle)	Natural		C-section		Complications: 						





Hospital Stay: (please circle) 		Average		Extended: 				





Interventions: (please circle all that apply)	Oxygen		Bilirubin Lights		Ventilator	Feeding tube


					Transfusions	Emergency Surgery: 					





Other Diagnoses:  (please circle all that apply)	Seizures	    Brain Bleeds	Retinopathy of prematurity	       Chronic lung Disease


	


					Reflux		hydrocephalus			Congenital Abnormalities





Foster Parents


How long has the child currently been in your care?  			  	Is this a temporary placement?  Yes         No





Will the biological parents be attending the child’s therapy appointments? 	Yes	No	Unsure








