AID Performance Physical Therapy
44025 Pipeline Plaza, Suite 200, Ashburn, VA 20147
703-723-6758 www.aidperformancept.com

Non-Medicare PATIENT REGISTRATION

PATIENT INFORMATION

Patient Name: DOB: Age: = Sex:___
SSN: Home #: Work #: Cell:

Address: City: State: Zip:
Email:

Responsible Party:

Primary Physician: Office #:

Referring Physician: Office #:

Employer:

Employer Address:__

How Did You Hear About Us: 1. Friends/Family 2. Phone Book 3. Health Insurance
4. Internet S. Outside Physician

INSURANCE INFORMATION

Primary Insurance:

Subscriber: DOB: SSN:

Policy: Group: Employer:

Relationship to Patient: Effective Date:

Secondary Insurance (if applicable):

Subscriber: DOB: SSN:
Policy: Group: Employer:
Relationship to Patient: Effective Date:

EMERGENCY CONTACT INFORMATION

Name: Relationship to Patient:

Home #: Work #: Cell:




CONSENT FOR CARE & TREATMENT

I, the undersigned, to hereby and give my consent for AID Performance Physical Therapy, LLC to furnish medical care and treatment to
as considered necessary and proper in diagnosing or treating his/her physical condition.

(Print Patient’s Name)

Patient | | OR Guardian | | OR Responsible Party | | Date
Signature Signature Signature

BENEFIT ASSIGNMENT / RELEASE OF INFORMATION

L hereby assign all medical benefits to include major medical benefits to which I am entitled, including Medicare, Medicaid, private insurance, and
third party payers to AID Performance Physical Therapy, LLC. A photocopy of this assignment is to be considered as valid as the original. I hereby
authorize said assignee to release all information necessary, including medical records, to secure payment.

Patient | | OR Guardian | | OR Responsible Party | | Date
Signature Signature Signature

FINANCIAL POLICY STATEMENT

We bill your insurance carrier solely as a courtesy to you. You are responsible for the entire bill when the services are rendered. We require that
arrangements for payment of your estimated share be made at time or service. If your insurance carrier does not remit payment within 60 days, the
balance will be due in full from you. In the event that your insurance company requests a refund of payments made, you will be responsible for the
amount of money refunded to your insurance company. In the event your insurance company establishes an internal usual and customary fee
schedule, you will be responsible for the difference remaining. If any payments are made directly to you for services billed by us, you recognize an
obligation to promptly remit same to AID Performance Physical Therapy, LLC.

The above does not apply for those patients that are considered Workers’ Compensation. However, be advised if you claim W/C benefits and are
subsequently denied such benefits, you may be held responsible for the total amount of charges for services rendered to you. Iunderstand and agree
that if I fail to make any of the payments for which I am responsible in a timely manner, I will be responsible for all costs of collecting monies owed,
including court costs, collection agency fees and attorney fees.

ESTIMATED INSURANCE BENEFITS:

ARRANGEMENT FOR PAYMENT OF PATIENTS SHARE:

Note: Estimated coverage information is provided as a courtesy to our patients, but it is not intended to release them from total responsibility for
their account balance.

Information Privacy: AID Performance Physical Therapy, LLC will use and disclose your personal health information to treat you, to receive payment for the care we
provide, and for other health care operations. Health care operations generally include those activities we perform to improve the quality of care. We have prepared a
detailed NOTICE OF PRIVACY PRACTICES to help you better understand our policies in regards to your personal health information. The terms of the notice may
change with time and we will always post the current notice at our facility and have copies available for distribution. The undersigned acknowledges receipt of this
information.

1 UNDERSTAND MY RESPONSIBILITY FOR THE PAYMENT OF MY ACCOUNT.

Patient D OR  Guardian I:] OR Responsible Party D Date
Signature Signature Signature

AID Performance Physical Therapy, LLC Date
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. To ensure you receive a complete and thorough evaluation, please provide us with the important background information
on the following form. If you do not understand a question leave it blank and your therapist will assist you. Thank you!

NAME: LEISURE ACTIVITIES:

OCCUPATION:

ALLERGIES: List any medication(s) you are allergic to:

Are you latex sensitive? Yes No List any other allergies we should know about

Have you declared the Advanced Clinical Directive of Do Not Resuscitate? Yes  No

Please check (V) any of the following whose care you’re under

___Medical doctor (MD) ___ Psychiatrist/Psychologist Other
___Osteopath ___ Physical Therapist
_ Dentist ___ Chiropractor

Date of last physical examination

If you have seen any of the above during the past three months, please describe for what reason (illness, medical condition,
physical, etc.):

Have you EVER been diagnosed as having any of the following conditions?

YES NO Cancer. If YES what kind:

YES NO Heart Problems. If YES what kind
YES NO High blood pressure For Office Use
YES NO Circulation problems -

YES NO Asthma

YES NO Stomach ulcers

YES NO Chemical dependency (i.e., alcoholism)
YES NO Thyroid problems ‘
YES NO Diabetes

YES NO Multiple sclerosis

YES NO Rheumatoid arthritis

YES NO Other arthritic conditions

YES NO Depression

YES NO Hepoatitis

YES NO Tuberculosis

YES NO Stroke

YES NO Kidney disease If YES what kind
YES NO Bilood clots

YES NO Osteoporosis

YES NO Other

During the past month have you been feeling down, depressed or hopeless? YES NO
During the past month have you been bothered by having little interest or pleasure in doing things? YES NO
Do you ever feel unsafe at home or has anyone hit you or tried to injure you in any way? YES NO

Please list any surgeries or other conditions for which you have been hospitalized, including the approximate date and
reason for the surgery or hospitalization:

SURGERIES/HOSPITALIZATIONS INCLUDE DATE AND REASON

I. 2.

3. 4.
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AID Performance Physical Therapy
44025 Pipeline Plaza, Suite 200
Ashburn, VA 20148
703-723-6758

Cancellation Policy

AID Performance Physical Therapy requires a 24 hour notice of cancellation prior to your
scheduled appointment time. If proper notice is not given and our office is unable to
reschedule someone in your place, you will be charged a cancellation fee of $35.00. This
fee must be paid prior to your next scheduled appointment. Failure to comply will result in
forfeiture of future appointments until the fee is satisfied.

No Show Policy

If you fail to show up for your scheduled appointment, you will be charged a no show fee of
$35.00. This fee must be paid prior to your next scheduled appointment time. Failure to
comply may result in forfeiture of future appointments until the fee is satisfied. If you do
not show up for three consecutive appointments, you will be discharged from physical
therapy and you must visit your doctor for a new prescription prior to your next physical
therapy visit.

Late Show Policy

Any patient arriving 15 minutes late will only be treated for the remainder of their scheduled
appointment time. Patients arriving 20 minutes late will be asked to reschedule their
appointments. ‘

NSF Returned Check is $50.00

Patient acknowledges that they read and agreed to the terms of the above mentioned
policies.

Patient Name (please print) Date

Patient Signature



Notice of Privacy Practices
(Effective April 1, 2003)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Understanding your health record

A record is made each time you are treated at our Clinic. Your injuries, evaluation and test results, diagnosis, treatment,
and a plan of care are recorded. This information is most often referred to as your “health or medical record,” and serves
as a basis for planning your care and treatment. It also serves as a means of communication among any and all other
health professionals who may contribute to your care. Understanding what information is retained in your record and how
that information may be used will help you to ensure its accuracy, and enable you to relate to who, what, when, where,
and why others may be allowed access to your health information. This effort is being made to assist you in making
informed decisions before authorizing the disclosure of your medical information to others.

Understanding your health information rights

You have the right to request restrictions on certain uses and disclosures of your information, and to request amendments
be made of your health record. This Clinic is not required to accept your requests and you cannot request restrictions on
uses of disclosures otherwise required by law. Your rights include being able to review or obtain a paper copy of your of
your health information, and be given an account of all disclosures. You may also request communication of your health
information be made by alternative means or to alternative locations in a confidential manner. This Clinic is required by
law to accommodate reasonable requests to receive communication of health information by alternative means or to
alternative locations if you clearly state that disclosures to all or part of the information could endanger you. This Clinic
may require you to submit a written request for any of the documents or actions that you have a right to under the Health
Insurance Portability and Accountability Act of 1996.

Our responsibilities

This Clinic is required by law to maintain the privacy of your health information and to provide you with notice of our legal
commitment and privacy practices with respect to the information we collect and maintain about you. This Clinic is
required to abide by the terms of this notice, as currently in effect, and to notify you if we are unable to grant your
requested restrictions or reasonable desires to communicate your health information by alternative means or to alternative
locations. This Clinic reserves the right to change its practices and effect the new provisions with respect to all health
information that it maintains (including such information that this Clinic had prior to implementation of the new provision).
In the event that changes are made, this Clinic will notify you at the current address provided in your medical file. Other
than for reasons described in this notice, this Clinic agrees not to use or disclose your health information without your
authorization.

Use or disclosure of your health information without your authorization
This Clinic may use and disclose your health information in order to provide “Treatment”, obtain “Payment” and perform
our “Health Care Operations”, as well as other specific reasons as detailed below:

*  Treatment — Information obtained by your therapist in this Clinic will be recorded in your medical record and used
to determine the course of treatment. This consists of your therapist recording his/her own expectations and
those of others involved in providing your care. The sharing of your health information may progress to others
involved in your care, such as physicians.

Payment — Your health care information will be used in order to receive payment for services rendered by this
Clinic. A bill may be sent to either you or a third party payer with accompanying documentation that identifies
you, your diagnosis, procedures performed and supplies used.

Health Care Operations — The medical staff in this Clinic will use your health information to assess the care you
received and the outcome of your case compared to others like it. Your information may be reviewed for risk
management or quality improvement purposes in our efforts to continually improve the quality and effectiveness
of the care of services we provide.

Business Associates — Some or all of your health information may be subject to disclosure through contracts for
services to assist this Clinic in providing health care. To protect your health information, we require these
Business Associates to follow the same standards held by this Clinic through terms detailed in a written
agreement.

Notification — Your health record may be used to notify or assist family members, personal representatives, or
other persons responsibie for your care to enhance your well-being or your whereabouts.

Communication with Family — Using best judgment, a family member, or close personal friend, identified by
you, may be given information relevant to your care and/or recovery.
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Worker's Compensation — This Clinic will release information to the extent authorized by law in matters of
worker’'s compensation.

Public Health — This Clinic is required by law to disclose health information to public health and/or legal
authorities charged with tracking reports of birth and morbidity. This Clinic is further required by law to report
communicable disease, injury, or disability.

Law Enforcement — This Clinic may disclose your health information to the police or other law enforcement
officials as required or permitted under state law or in response to a valid court order or a grand jury or
administrative subpoena.

Health Oversight Activities — This Clinic may disclose your health information to a health oversight agency that
oversees the health care system and is charged with responsibility for ensuring compliance with rules of
governmental health programs, such as Medicare and Medicaid.

Victims of Abuse, Neglect or Domestic Violence — If this Clinic reasonably believes you are a victim of abuse,
neglect or domestic violence, it may disclose your health information to the appropriate governmental authority,
authorized by law to receive reports of such abuse, neglect or domestic violence.

Judicial and Administrative Proceedings — This Clinic may disclose your health information in the course of a
judicial proceeding in response to a legal order or other lawful purpose.

*  As required by Law — This Clinic may use and disclose your health information when required to do so by any
other law not already referred to in the preceding categories.

Use of disclosure of your health information with written authorization

Any other use or disclosure of your health information, other than those listed above will only be made with your
written authorization. You may revoke your authorization at any time, except to the extent this Clinic used or
disclosed your health information in reliance of your authorization.

To receive additional information or report a problem
For further information on this notice or If you believe your privacy rights have been violated, you may contact the
United States Secretary of Health and Human Services with no fear of retaliation by this Clinic at 1-800-368-1019.

NOTICE OF PRIVACY PRACTICES AVAILABILITY: The terms described in this notice will be posted where
registration occurs. All individuals receiving care will be given a hard copy and asked to acknowledge receipt.





