Greenapple Sports & Wellness

Confidential Patient Information
PATIENT INFORMATION                                                                                  Date:____________________

Name:______________________________________________  Date of Birth:__________________________

Address: ______________________________________ City:_________________ State:______ Zip:________

Home Phone: __________________________________ Work Phone: ________________________________

Cell Phone: ____________________________________ E-mail address: ______________________________

Social Security #: _______________________________ Gender:   ⁪ Male   ⁪ Female

Occupation:____________________________________ Employer: __________________________________

Marital Status:  ⁪ Married   ⁪ Single   ⁪ Divorced   ⁪ Separated

Spouse or Nearest Relative: ___________________________ Phone Number: __________________________

Who referred you to our office? ________________________________________________________________

Is your visit today regarding a Work Injury or Car Accident?  ⁪ Yes   ⁪ No

Payment for services will be paid for by:   ⁪ Cash   ⁪ Check   ⁪ Credit Card (Visa/MC)   ⁪ Insurance

INSURANCE INFORMATION
Name of Insurance Co: ___________________________ Primary Insured Name: ________________________

Primary Insured Employer: ________________________ Primary Insured Date of Birth: __________________

Are you covered by more than one insurance company?   ⁪ Yes   ⁪ No   Name: _________________________

OVER PLEASE

GREENAPPLE SPORTS & WELLNESS
This form is designed to inform you in advance of our policies for payments, insurance claims, and third party payment responsibilities.  Please refer any questions that you may have to the front desk receptionist. Please read, initial, and sign below.

Initial

	________
	Payment for co-pays, co-insurance and deductibles is expected at the time of service.  We accept cash, check, Mastercard, and Visa. A $35.00 service charge will be applied to all returned checks.  Payment for any returned check must be in cash and include the $35.00 fee.



	________
	Insurance is a contract between you and your insurance company.  As a courtesy to you, we will bill your health insurance carrier.  You are responsible for any and all co-pays, co-insurance, non-covered services and deductibles.  



	________
	A summary of the Privacy Notice (HIPAA) has been made available to me and I understand my rights.  By way of my signature, I provide Greenapple Sports & Wellness with my authorization and consent to use and disclose my protected health care information for the purpose of treatment, payment and health care operations as described in the Privacy Notice.



	________
	At Greenapple Sports & Wellness our major concern is to assist you in maintaining overall good health.  However, your insurance company may only approve those visits necessary to improve your symptoms.  Once we have reduced your symptoms your insurance may no longer pay for any additional care.  Often it is beneficial for the patient to continue supportive care.   In such case, you, the patient, may be financially responsible.

  

	________
	We are happy to provide treatment for accident victims and those who are involved in liability cases.  All information must be given to our office immediately following the accident. You must provide us with any and all attorney, liability, med-pay, and Health Insurance Information.  



	________
	In the case of minors, it is the responsibility of the accompanying legal guardian to approve in advance and pay for treatments. The guardian is also responsible for making sure the patient account is kept current.




I have read and understand the above information.  By signing below I consent to treatment and agree to the terms listed above.

Patient/Guardian Signature:______________________________________  Date:____________________

Witness:________________________________________________________ Date:____________________

