IMPORTANT: All of the Information Must be COMPLETELY Filled out below
PATIENT REGISTRATION INFORMATION

Please Print Today’s Date:
Last Name: M.L DOB: [/ / Male/Female
Street: City: State:
Home Phone: Work Phone: Cell Phone: Marital Status:

SSN #: Student: OYes ONo Source of Referral:

Employer Name: Employer Number:

Primary Care Physician: Address/Phone:

Person (s) you authorize to discuss your Medical Care: Phone #

In Case of Emergency, Please Notify: Phone# Relation:
Pharmacy Name: Phone#
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For office use only )DO NOT SET PRIMARY COVERAGE FOR HEALTH IF AUTO or WORKERS’ COMPENSATION CLAIM
(Delaware is a No-Fault State for Motor Vehicle Accidents. You must provide your own Insurance)
MVA or WC Information
(check one) [J Auto [0 Work [J Other
MOTOR VEHICLE INSURANCE INFORMATION

Date of Accident/Injury :

Your Personal Auto Insurance: Claim #

Phone Number: Adjustor Name:

[nsured Name & Number:

(n what State did your accident occur? OJDE 0O PA OMD [ONIJ

Did you report your accident to your auto carrier? COYes [ No

Did you fill out your PIP (Personal Injury Protection) application with your insurance? [J Yes [J No

Do you have an attorney? [J Yes (0 No Do you have a deductible? U Yes [J No How much is your deductible?

Attorney Name: Phone Number:
WORKERS COMPENSATION INFORMATION

Norkers’ Comp Insurance: Claim #
Phone Number: Adjustor Name:
[n what State did your injury occur? ODE [ PA 0O MD O NJ

Did you file your claim with your employer? [J Yes [1 No

Do you have an attorney? [J Yes [J No

Attorney Name: Phone Number:

HEALTH INFORMATION
PRIMARY HEALTH Insurance: Phone Number :
Address: -
ID#: Group#
Subscriber’s Name: D.O.B. Relationship to Patient:
SECONDARY HEALTH Insurance: Phone Number :
Address:
ID#: Group#
Subscriber’s Name D.O.B. Relationship to Patient:

Revised 9/28/09 NC Verified On: Assoc. Initial:
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Dear Patient:

Thank you for choosing us as your healthcare provider. The following is Our Financial Policy. Our main concern is that you
receive the proper and optimal treatments needed to restore your health. Therefore, if you have any questions or concerns
about our payment policies, please do not hesitate to ask our office staff.

We ask that all patients read and sign Our Financial Policy, as well as complete our Patient Information form prior to seeing the
doctor.

As a service to you, we will process your insurance claim for you. We will need you to sign our Assignment of Benefits so that
the physician will be reimbursed directly for the services rendered to you. Any co-pays will be due at the time of service. As we
do accept your assignment of benefits, you must understand that:

1. Your insurance policy is a contract between you, your employer, and/or the insurance company. We are
not a party to that contract. Our relationship is with you, not your insurance company.

2. All changes are your responsibility whether your insurance company pays or not. Not all services.are a
covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover.
We encourage you to review your policy guidelines to be sure of your coverage.

3. Fees for these services, along with unpaid deductibles and co-payments, will be billed directly to you once we have
received payments and/or notice from your insurance carrier.

4. If the insurance company does not pay your balance within 30 days, we ask that you contact the carrier to
help speed things up.

5. If the insurance company does not pay your balance due within 90 days, we may then require you to pay
the balance due, and you may seek reimbursement from your insurance carrier.

6. If your treatment is related to a personal injury case (motor vehicle accident) or work related injury, we
understand that legal action by your attorney can often extend for some time. In this instance, we will be willing to
waive payment from you until settlement. Please be aware that it is your responsibility to provide our office with
complete billing information, (i.e., insurance carrier’'s name, full address, claim number, and adjustor's name and
phone number). We do not bill attorneys. We will be happy to forward copies of our billing for your attorney's
records.

Please note that if you are unable to keep your appointment, contact our office as soon as possible so that we may offer another
patient your appointment time.

We understand that temporary financial problems may affect timely payment of your balance. We encourage you to
communicate any such problems so that we can assist you in the management of your account.

Again, thank you for choosing us as your healthcare provider. We appreciate your trust in us and we appreciate the opportunity
to serve you.

Insurance Assignment

I hereby assign to Rehabilitation Associates (T/A Delaware Back Pain & Sports Rehabilitation Centers) all payments for medical services
rendered to myself or my dependent. | understand that | am responsible for any amount not covered by insurance.

Insurance Authorization
| hereby authorize Rehabilitation Associates (T/A Delaware Back Pain & Sports Rehabilitation Centers) to furnish information to the insurance
carrier(s) regarding my illness or injury.

Signature: Date:

HIPAA Policy
My signature below confirms that | have been made aware of the Notice of Privacy Practices and can be provided a copy upon request.

Signature: Date
6/09-tw
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Delaware Back Pain & Sports Rehabilitation Centers

Patient Information Sheet

Person(s) Auihorized to Discuss vour Medical Care

Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number

May we leave medical information on: Voice Mail (] Yes (J No
Answer Machine (J Yes (J No
E-Mail (O Yes (O No

Sample Medication Safety Acknowledoement Form

I acknowledge that the sample of medication given to me by the
physicians of Delaware Back Pain & Sports Rehabilitation Centers
may not be in child proof packaging and that it is my responsibility
to keep these drugs away from the reach of children at all times.

Patient Signature Date
Witness Date
tw-4/2010

Foulk Road Office Park Plaza: (302) 529-8183 « 2006 Foulk Road, Suite B, Wilmingron, DE 19810  Fax: (302) 529-7470
Hedicel Arts Complex: (302) 764-0211 = 700 Lea Boulevard, Suite 102, Wilmingron, DE 19802 * Fax: (302) 762-4076
Omega Professional Center: (302) 133-0980 = 87-B Omega Drive, Newark, DE 19713 o Fax (302) 733-7495
GlﬂS(}DW Medical Center: (302) 832-8894 « 2600 Glasgow Avenue, Suite 210, Newark, DE 19702 » Fax: (302) $32-8897
Walker Square: (302) 130-8848 » 830 Walker Road, Suite 11-1, Dover, DE 19901 Fax: (302) 730-8846
Smyrna: (302) 389-2225 » 29 N. East Street ¢ Smyrna, DE 19977+ Fax: (302) 389-1003
EdenHill: (302) 130-8848 = 200 Banning Streer, Suice 350 « Dover, DE 19904 » Fax (302) 730-8846
Hew Castle: (302) 177-3643 « 2150 New Cascle Avenue » New Cascle, DE 19720 « Fax (302) 777-5632

ww.delawarebackpain.com
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LETTER OF PROTECTION
ASSIGNMENT AND AUTHORIZATION

I, , hereby transfer and assign to:
Rehabilitation Associates, P.A. funds out of any settlement or verdict
achieved by the law firm of:

In my legal case arising out or my accident of

(Date of Accident)

To the extent of any and all bills for medical services rendered by
Rehabilitation Associates, P.A. and not paid by worker’'s compensation,
automobile personal injury protection insurance, or any other insurance,
and | hereby authorize the above listed law firm to make direct payments
to Rehabilitation Associates, P.A. of said funds.

| have advised my attorney to acknowledge this letter by signing below
and returning to Rehabilitation Associates, P.A. | have been advised
that if my attorney does not wish to cooperate in protecting Rehabilitation
Associates, P.A., they will require me to make payments on a current
basis.

Patient’s Signature Date Signed

Attorney Signature Date Signed

Faxed to Attorney by Date Faxed

1tw-9/3/10

Fight convenient locations:

Foulk Road Office Park Plaza: (302) 529-8183 « 2006 Foulk Road, Suite B, Wilmington, DE 19810 » Fax: (302) 529-7470
Medical Arts Complex: (302) 764-021 » 700 Lea Boulevard, Suite 102, Wilmington, DE 19802 * Fax: (302) 762-4076
Omega Professional (enter: (302) 133-0980 « 87-B Omega Drive, Newark, DE 19713 ® Fax: (302) 733-7495
Glasgow Medical Center: (302) 832-8894 2600 Glasgow Avenue, Suite 210, Newark, DE 19702 ¢ Fax: (302) 832-8897
Walker Square: (302) 130-8848 « 830 Walker Road, Suite 11-1, Dover, DE 19901 Fax: (302) 730-8846
Smyrna: (302) 389-2225 » 29 N. East Street » Smyrna, DE 19977+ Fax: (302) 389-1003
Eden Hill: (302) 130-8848 « 200 Banning Street, Suite 350 ¢ Dover, DE 19904 * Fax (302) 730-8846
New Castle: (302) TT7-5643 « 2150 New Castle Avenue * New Castle, DE 19720 ¢ Fax (302) 777-5632

www.delawarebackpain.com






