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Patient Information 
 
Patient Name: ________________________________  _____________________ _____ Gender: �  M  �  F 
   Last     First           MI 
SSN: ________________________  Marital Status:  � Single  � Married  � Divorced  � Widowed  � Minor 
 
DOB: _____/_____/________ Home Phone: (_____) _____-_________Cell Phone: (_____) _____-________ 

 
Address: 
________________________________________________________________________________________ 
 
City: _____________________________________________ Referring Physician: _____________ 
 
 State: ____________ Zip Code: ____________Family Physician: __________________________ 
 
E-mail Address: __________________________________ Occupation/Position: _______________________ 
 
 
Emergency Contact: _______________________________Phone: (_____) _____-________ 
 
Employer/School: _________________________________ Work Phone: (_____) _____-________ 
 
Is the patient the subscriber of the policy?             Is the patient the subscriber of the policy? 
YES     or     NO (If NO, please complete below.)    YES     or     NO (If NO, please complete below.) 
================================================================================= 

Insurance Information 
Primary Insurance: ___________________________ Secondary Insurance: _________________________ 
 
Policy #: _____________________________________ Policy #: _______________________________ 
 
Group #: _____________________________________ Group #: ______________________________ 
 
Is the patient the subscriber of the policy?                    Is the patient the subscriber of the policy? 
YES     or     NO (If NO, please complete below.)           YES     or     NO (If NO, please complete below.) 
 
Subscriber’s Name: __________________________      Subscriber’s Name: __________________________ 
 
Subscriber’s DOB: ___________________________      Subscriber’s DOB: ___________________________ 
 
Relationship to Patient: _______________________       Relationship to Patient: _______________________ 
 
Subscriber’s SSN: ___________________________       Subscriber’s SSN: ____________________________ 
 
My condition is related to (Check One): �  Work  �  Auto Accident  �  Other  �  None 
 
If Auto or Work Related:  Date of Injury/Accident: ______/_____/________Claim #:_____________________ 
 
Contact Person: _______________________________Telephone #: (_____) _____-________ 
 
Employer Name: ______________________________Telephone #: (_____) _____-________  
 
Address: _________________________________________________________________________________ 
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Financial Policy 

Consent for Release of Information 
Notice of Privacy Practices 

 
I hereby understand the need to attend physical therapy at the frequency of visits determined by my physical therapist along with my doctor in 
order to optimize my improvement and health.  
 
Consent for Treatment 
I hereby given written consent for physical therapy treatment. I understand and authorize Good Physical Therapy to furnish treatment which is 
considered to be necessary and proper in treating my condition.    Initials ________ 
 
Financial Responsibility 
I agree to be financially responsible for the physical therapy treatment provided to me by Good Physical Therapy. I have read and understand 
the financial policy as set forth by Good Physical Therapy and understand that at any time this policy may be amended by the practice without 
prior notice to the patient, but notification to come within thirty (30) days of the amendment.        Initials ________ 

 
Assignment of Benefits 
I hereby authorize payment directly to Good Physical Therapy (Keith L. Good, P.C.) any benefits payable to me and/or my qualified 
dependents under the insurance coverage provisions identified on bills submitted by Good Physical Therapy for treatment. 
           Initials ________ 
Consent for Release of Information 
I understand the Good Physical Therapy may need to disclose certain protected health information about me to carry out treatment, payment, 
and healthcare operations. I authorize Good Physical Therapy to release my protected health information only as deemed necessary and 
appropriate for my care and only to necessary parties, such as my health insurance, physician, and any durable medical suppliers should the 
need arise. By signing this document, I also give Good Physical Therapy permission to leave a voice message if I am unable to answer any 
telephone calls directly regarding my physical therapy course of treatment.                                     Initials ________ 
 
Co-Payments 
I understand that if my health insurance plan requires a co-payment for physical therapy services, my co-payment is expected to be collected 
at the time of service unless prior arrangements are made directly with the billing manager.            Initials ________ 
 
Acknowledgement of receipt of privacy practices and authorization 
I hereby acknowledge that I have received and/or reviewed a copy of Good Physical Therapy’s Notice of Privacy Practices. 
                           Initials ________ 
 
I ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND THE ABOVE AND HAVE PROVIDED 
GOOD PHYSICAL THERAPY WITH MY INFORMATION TO THE BEST OF MY KNOWLEDGE. 
 
______________________________________________________ _____________________ 
   Signature of Patient or Responsible Party    Date 
 
________________________________________________________________________ 
   Please print Name of above Person 
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Guarantor Information 
 
Patient Name: _________________________________ 
 
Guarantor: ____________________________________ 
 
Address: ______________________________________ 
 
_____________________________________________ 
City    State   Zip Code 
 

Phone Number: ________________________________ 
 
Guarantor’s Social Security Number: _______________ 
 
Guarantor Date of Birth: ____/____/______ 
 
Relationship to patient: __________________________ 
 
 
This information is necessary only for children who are under a parent or guardian’s health 
insurance, and if the person responsible for any expenses, such as copays, deductibles, or 
coinsurance is someone other than the patient.  
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KEITH L. GOOD, P.C. FINANCIAL POLICY 

 
 
Good Physical Therapy is dedicated to providing our patients with the best possible care and services 
while keeping the costs to you from increasing at an unreasonable rate.  We ask your help by 
understanding and cooperating with our financial policy.   
**I hereby authorize my insurance benefits (including Medicare and Medigap benefits) to be paid 
directly to Good Physical Therapy.  I also authorize this office to release any information to all 
relevant parties required in the payment of my claim. 
INSURANCES: We participate with several insurance companies.  Please check with the billing 
department to see if we participate with your plan. UNDERSTAND THAT WE VERIFY HEALTH 
INSURANCE AS A COURTESY TO THE PATIENT, AND THE INFORMATION WE RECEIVE 
MAY NOT BE ACCURATE. 
**If we DO participate with your insurance company, all services performed in our office will be 
submitted to your insurance carrier.   All copays are your responsibility and are due at the time of 
service.  Deductibles and co-insurances are also your responsibility and will be billed to you after we 
receive payment from your insurance carrier. 
**Per Medicare regulations, claims for therapy services above the therapy cap which are in turn 
represented as “benefit category denials”, will then be the responsibility of the beneficiary/patient.  
**HMO and POS insurance may require referrals for services.  It is the patients’ responsibility to obtain 
the referral prior to the time of service and to bring it with you to your first visit.  If a referral is NOT 
present at the time of service, the patient will be rescheduled or has the option to keep the appointment 
with the understanding that you will be totally responsible for payment for this visit, and payment will be 
due at the time of service.  
**If we DO NOT participate with your insurance company we will as a courtesy submit for you, 
however, anything that is not covered by your insurance will be your responsibility and due within thirty 
(30) days after receiving our bill.  
**AUTO ACCIDENT: We accept auto insurance payments including your benefits under PIP (Personal 
Injury Protection).  It is your responsibility to provide us with this important information as well as your 
signature (and your attorney’s information) on the Patient Information Sheet. 
**WORKER’S COMPENSATION: We will send appropriate claim forms for services rendered on 
your behalf.  If and when a claim is denied, we will expect payment from the patient within thirty (30) 
days of receipt of our bill.  If the patient has other insurance options, Good Physical Therapy will 
cooperate whenever possible in assisting the patient in his/her efforts to be reimbursed from that source. 
** With both cases mentioned above, it is beneficial to you to also provide our office with your regular health 
insurance.  This is necessary in the case that auto or worker’s comp does not pay, so that all rules of all 
insurances involved can be followed in accordance to their regulations. 
IT IS IMPORTANT FOR YOU TO UNDERSTAND THAT YOUR HEALTH INSURANCE 
COVERAGE IS AN AGREEMENT BETWEEN YOU AND YOUR INSURANCE COMPANY AND IT 
IS NOT THE RESPONSIBILITY OF GOOD PHYSICAL THERAPY SHOULD ANY INFORMATION 
RECEIVED BE INCONSISTENT. 
PAYMENT FOR SERVICES: Our office accepts Visa and MasterCard for your convenience, as well as 
cash and checks.  All payments are expected at the time of service unless other arrangements have been 
made prior to your visit.  Payment for any outstanding balances are due within thirty (30) days.  Payment 
plans are accepted, feel free to contact the billing department.  All past due balances that exceed 60 days 
with no activity indicating payments received, will be subject to a 12.5% interest charge monthly until 
paid in full.  Returned checks will be subject to a $25.00 fee payable immediately upon notice. 
I HAVE READ AND FULLY UNDERSTAND THE FINANCIAL POLICY SET FORTH BY 
GOOD PHYSICAL THERAPY AND I AGREE TO THE TERMS OF THIS FINANCIAL 
POLICY.  I ALSO UNDERSTAND AND AGREE THAT THE TERMS OF THE FINANCIAL 
POLICY MAY BE AMENDED BY THE PRACTICE AT ANY TIME WITHOUT PRIOR 
NOTICE TO THE PATIENT BUT NOTIFICATION TO COME WITHIN 30 DAYS OF THE 
AMENDMENT. 
A COPY OF THIS WILL BE GIVEN TO YOU. A SIGNATURE PAGE WILL BE USED AS AN 
AFFIRMATION OF YOUR REVIEW AND UNDERSTANDING OF THIS POLICY. 




