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Accelerated Rehab Diagnoses:
Patient Information Sheet Referring MD:

State: Sex:  Male Female
Home Tel: Cell Phone:

Tn case of Emergency, notify: Tel:

Social Security Number: Employer:

“Type of Account. MEDICARE “Private Isurance SefPay Other

Please provide your insurance card(s) to the Front Desk Staff

If Personal Injury /Legal case -Date of Accident or Injury

Attomey name and phone number
Featiment. 1 he underighed. hercby agies aid give comsent

Conséatior Care
‘resment considered necessary and proper n resimg my conditon.

Authorization for Signature on File and Release of Information: . the undersigned, hereby auhorize the office of Acceerated
Rehib 0 afix my name 1o ny and all clams o documents 2 related to any and ll healh benefts due me. T authorize he relezse of
any nformation relting to my heath care claims. A photocopy of his auborzztion skall be vaid 3 origal.

Auth for assignment of benefits: I the undersignad, hereby 2ssign all medica benefis to which I am entiled to the offce of
‘Accslrated Rehab and shall be financilly responsibe for any unpaid balance. In the event payment is made direcly to me for
Services tendered by his ofice, ] recognize the obligation to promptly remit payment o i offce. ] herchy auhorize d msirct
my fmsurance company 1o pay by check and malldrecly to the addeess on fle at the msurance carier.

Financial Responsibilty: | understand and agree that i becomes necessry 1o commence legal acton, 1 am respousible for all
costs of collcing moneys oveed including courtcosts, collction agancy {ees and atomey fess, i addition to my outtadmg
accomt balace. 1 futher mderstand that balances over 60 days will b subjet t 2 18% finance chirge, for which L am personally
lable.

‘Cancellation Policy: Specifc me i resrved for you when you schedule an sppofament.1f you camnot keep yous scheduled
appointment, please give us 2 24-hour notce 5o that we may reschecule your appoiment and offer the eserved fime to another
patient. There will be 2 charge of $50 for NO SHOW appointments or cancelaions with less than 24-bour nofifiation. | wnderstand
hat 1l b personally sesponsible for any cancelation fes.

Thave read and flly understand Accelerated Reha’s Notice of Information Practces. I understand hat Accslerated Rekab may use
or disclose my personal helfh nformation fo e purposes of Carying out reament obtaning payment, evahuating the quilty of
servics provided and any administatve operations elted o treaiment o payment. | understand that 1 Eave the ight 1o rstrict ko
my personal health information s used and disclosed fortreatment, payment, and administrative operations if I oty the practice.
‘0 uderstnd that Accelerated Rehab will consider requests for etriction on 2 case by case basis, but o not have o agree o
cequests forresricions.

Ihereby consent tothe e and disclosue of my personal healh nformation for purposes s noted i Accelerated Rebab's Notice of
Informaton pracicss. 1 nderstnd that 1 etain the ight 1 revoke his consent by nofifyng the practice m writing at any tme, Iaso
aubhorize Accdlerated Reab to use my proteced heath mformation for trgeted marketng, fund risig, and or soiciton of
particpaton in reseach studes. | nderstand | e the sght o copy or nspect any mformation used for these purposes. 1 o
‘mderstnd ts auhorization does not aFfct my Consent o use my proected bealh mformation fo reament and billng.

IHAVE READ AND FULLY UNDERSTAND ALL OF THE ABOVE AND HEREBY AGREE TO COMPLY AS
OUTLINED ABOVE.
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Patient or Guradian Name Patient or Guardian Signature Date




