THR  		          MEDICARE PATIENT REGISTRATION	





   Today’s Date_____/_____/_____

First Name______________________________  MI______  Last__________________________________________  Age________                                                              

Street Address_______________________________________________________________________  APT#___________________

City _____________________________________________  State_________  ZipCode___________________     Gender:   M  /  F  
								
▼Please Check One for  Preferred Phone Number		Email____________________________________________________  
					        
□    Home Phone# _______-_______-_________      		Birth Date:______/______/__________												             	
□    Cell Phone#	 _______-_______-_________    	     	Emergency Contact_________________________________________  

□    Work Phone#	 _______-_______-_________    		Phone# _______-_______-________  Relationship:_______________
	 
 Social Security#________-______-__________           	Marital Status:  ___Single   ___Married   ___Divorced   ___Widowed  	         	
Occupation__________________________________________   Employer_______________________________________________  


How Were You Referred To THR?   □ Dr. ________________________________sent me     □ Advertisement     □ Brochure     
□ Internet     □ Drove By Your Building And Saw Your Sign     □ My family/friend _______________________________sent me



How Did Your Injury Occur?     □ Auto Accident     □ Work Injury     □ Slip/Fall     □ Sports Injury     □ Post-Surgery
□ Recurring Illness     □ Other Please Explain:______________________________________________________________________


DRIVER’S LICENSE AND INSURANCE CARDS:  PLEASE GIVE TO RECEPTIONIST TO COPY

1. Primary Insurance Carrier_________________________________________________  

Name Of Insured____________________________________    DOB:_____/_____/______    Relationship__________________

2. Secondary  Insurance Carrier_______________________________________________ 

Name Of Insured____________________________________    DOB:_____/_____/______    Relationship__________________

3. Tertiary Insurance Carrier_________________________________________________  

Name Of Insured____________________________________    DOB:_____/_____/______    Relationship__________________

MOTOR VEHICLE ACCIDENT / LIABILITY INSURANCE INFORMATION  (if applicable)

Auto Insurance Carrier_____________________________________  Auto Policy Holder’s Name_____________________________

Claim#______________________________________________  Date of Accident ______/______/________  Accident State_______

Claims Adjuster_______________________________________________  Phone# _______-_______-________  

WORKER’S COMPENSATION INSURANCE INFORMATION  (if applicable)

Work Comp Insurance Carrier______________________________________  Claim#______________________________________

Claims Adjuster_______________________________________________  Phone# _______-_______-________

Date of Accident ______/______/________	     Accident State _________

ATTORNEY INFORMATION  (if applicable)

Attorney Name_______________________________________________________________  Phone# _______-_______-________

Address___________________________________________  City______________________  State_____  Zip Code____________

I hereby certify that all the above information is true to the best of my knowledge.  X___________________________________
                        Signature of Patient, Parent, or Legal Guardian
TOTAL HEALTH & REHABILITATION, INC.
2025
MEDICARE FINANCIAL NOTIFICATION and HOME HEALTH CERTIFICATION

Patient Name:  ________________________________________

We gladly accept the Medicare Assignment and will submit claims to Medicare for you.  The purpose of this notice is to update you on the recent Medicare requirements and benefits for physical therapy.

Effective January 1, 2025, the Center for Medicare and Medicaid Services (CMS) implemented a Financial Limitation, (or Cap), totaling $2,410.00 for Medicare Part B outpatient services for Physical, Occupational, and Speech therapy services.

CMS’s Financial Limitation (Cap) will be applied in the following manner for outpatient rehabilitation services:
· Physical and Speech Therapy will share one $2,410.00 Cap for both therapies combined.
· Occupational Therapy services will have a separate $2,410.00 financial limitation.
· These financial limitations will be effective unless otherwise changed or suspended by CMS.

Medicare requirements for physical therapy benefits are as follows:
· You must have had an office visit with your physician and have received a prescription or referral for physical therapy.  Anytime a new condition/problem occurs, you must get a NEW prescription/referral from your physician.  (We need a copy of this prescription)
· Your therapist will also need a treatment plan signed by your physician. (We will obtain that needed correspondence)
· Medicare will subtract your co-insurance from the $2,410.00 Cap and pay $1,928.00 or 80%.  The 20% coinsurance, or $482.00 will be paid by you or a supplemental insurance you may have. These limits are based off the Medicare fee schedule allowed amount after your $257.00 deductible has been met.  The Cap will be based on services paid by Medicare at the allowable rate, not the provider’s charges.

As a Medicare provider, we are obligated to inform you of the above financial limitations and benefits described above which include your financial responsibility.  As a courtesy, we will track the services you receive from us and notify you when the amount is close to meeting Medicare’s $2,410.00 financial limit. 

If you are close to the Cap and you need additional therapy, you may choose from the following options:
1. You may qualify for an exception to the Cap that will permit you to continue therapy that is covered by Medicare.
2. If you have secondary coverage, your secondary insurer may pay for costs above the Cap.
3. You may discuss self-pay options with our therapist and/or front desk receptionist.

Medicare Therapy Cap Exceptions
Congress has made provisions for exceptions to the Medicare Cap for which you may qualify when therapy services beyond the financial limitation (Cap) are medically necessary.  Your therapist will discuss your status with you as you near the Cap.  If you have already exceeded your financial limit for the calendar year, your therapist will discuss your ability to qualify for further treatment under an exception after your evaluation or re-evaluation.  
I have read and understand the above information.

X_______________________________________________________    Date  _____/_____/_____
Signature of Patient

I CERTIFY THAT I AM NOT CURRENTLY HAVING ANY HOME HEALTH SERVICES AT THIS TIME, INCLUDING NURSING, ETC.  IF I AM HAVING HOME HEALTH SERVICES AT THE SAME TIME AS OUTPATIENT PHYSICAL THERAPY, MY THERAPY WILL NOT BE COVERED BY MEDICARE AND I WILL BE RESPONSIBLE FOR THE CHARGES.

X_______________________________________________________    Date  _____/_____/_____
Signature of Patient


TOTAL HEALTH & REHABILITATION, INC.
	AUTHORIZATION AND CONSENT FORM

Patient Name______________________________________________________________________________
		Please Print

INSURANCE ASSIGNMENT OF BENEFITS AND RIGHTS
This is a direct assignment of my rights and benefits under any applicable policy of insurance.  I hereby
authorize payment of medical benefits directly to Total Health & Rehabilitation, Inc. for any physical therapy
services rendered to me and/or my dependent(s).  This includes an assignment of any cause of action that
might accrue against any such insurance carrier for its failure to pay insurance benefits.  I understand that I 
am responsible for all costs of treatment, regardless of insurance coverage.

CONSENT FOR TREATMENT / CONFIDENTIALITY AGREEMENT
 I hereby authorize and release Total Health & Rehabilitation, Inc. and all designated assistants to administer 
 treatment, physical examination, and any other services deemed necessary for my care.  I agree to maintain 
 the confidentiality of the other patients of the facility and not to disclose to anyone anything discussed at 
 the facility by anyone other than me.

AUTHORIZATION AND RELEASE OF PROTECTED HEALTH INFORMATION
I hereby request and authorize Total Health & Rehabilitation, Inc. to disclose all or any part of my protected
medical records and billing statements for the purpose of review and evaluation in connection with my 
healthcare, claims processing, securing payment of benefits, or settling legal claims regarding liability cases 
or worker’s compensation cases if applicable.  This authorization includes but is not limited to insurance 
companies, medical service companies, automobile carriers, worker’s compensation carriers, healthcare 
providers, healthcare clearinghouses, welfare funds, disability offices, representing attorneys, and 
employers.  I understand that I have the right to revoke this authorization in writing at any time and that my 
treatment or payment for my treatment cannot be conditioned on the signing of this authorization.

FINANCIAL RESPONSIBILITY
I understand that I am responsible for notifying Total Health & Rehabilitation, Inc. of any insurance coverage and insurance changes.  I understand that verification of benefits is not a guarantee of payment and that I am responsible for any balance not covered by insurance.  I acknowledge that failure to pay my balance or make payment arrangements on balances greater than 120 days may result in my discharge from this facility and my account being referred to a collection agency and the credit bureau.
	
· I hereby certify that I have read this document; I understand its content; and I agree to its terms.  I also certify that I have provided Total Health & Rehabilitation, Inc., with all necessary information to process my insurance claims and that the information provided is true and complete to the best of my knowledge.  

X_____________________________________________________     Date  _____/_____/_____
Signature of Patient / Parent or Legal Guardian

PERMISSION TO TREAT A MINOR  (if applicable)

· I hereby authorize and release Total Health & Rehabilitation, Inc. and all designated assistants to administer treatment, physical examination, and any other services deemed necessary to my ________________________.   Name of Parent or Legal Guardian_____________________________.
                        Indicate relationship to child							            Please Print

X_____________________________________________________     Date  _____/_____/_____
Signature of Parent or Legal Guardian					    


1303 Veale Road          	             Total Health & Rehabilitation, Inc.  		2707 Capitol Trail, Suite 2
Wilmington, DE  19810									Newark, DE  19711
Ph   302-477-0800    	          	    	      	       					Ph   302-999-9202
Fx   302-477-0801									Fx   302-999-9203

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
I understand, under the Portability & Accountability Act of 1996 (HIPPA), I have certain rights to privacy regarding my protected health information (PHI).  I understand that this information can and will be used to:

· Conduct, plan and direct treatment and follow-up among multiple health care providers who may be involved in that treatment directly or indirectly.
· Obtain payment from third-party payers.
· Conduct normal health care operations such as quality assessments and physicians certifications.

I have received, read and understand Total Health & Rehabilitation, Inc. Notice of Privacy Practices containing a more complete description of the users and disclosures of my health information.  I understand that Total Health & Rehabilitation, Inc. has the right to change its Notice of Privacy Practices from time to time and that I may contact them to obtain a current copy.

I understand that I may request in writing that Total Health & Rehabilitation, Inc. restrict how my private health information is used or disclosed to carry treatment, payment and health care operations (TPO).  I also understand that Total Health & Rehabilitation Inc. is not required to agree to my requested restrictions, but if they do agree then they are bound to abide such restrictions.

I understand that I may revoke my consent in writing at any time, except to the extent that Total Health & Rehabilitation, Inc. has taken action relying on this consent.


Patient Name:  ________________________________________________________________
                                                                                   	Please Print
Relationship to Patient:  _________________________________________________________
Please Print
Signature:  X__________________________________________  Date: _____/_____/________


OFFICE USE ONLY

I attempted to obtain the patient’s signature on this Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below:

Date:_____/_____/________  Initials:__________  Reason:____________________________________________________________

TOTAL HEALTH & REHABILITATION, INC.

Past Medical History
Patient Name:___________________________________________  
Please Print
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?
	Broken Bones /Fractures
	____Yes
	____No
	
	Seizures /Epilepsy
	____Yes
	____No

	Osteoporosis
	____Yes
	____No
	
	Stroke / CVA
	____Yes
	____No

	Arthritis 
	____Yes
	____No
	
	Headaches
	____Yes
	____No

	Joint Replacement
	____Yes
	____No
	
	Head Injury
	____Yes
	____No

	Difficulty Walking
	____Yes
	____No
	
	Multiple Sclerosis
	____Yes
	____No

	High/Low blood pressure
	____Yes
	____No
	
	Parkinson Disease
	____Yes
	____No

	Irregular Heart Rate
	____Yes
	____No
	
	Muscular dystrophy
	____Yes
	____No

	Pacemaker
	____Yes
	____No
	
	Vertigo
	____Yes
	____No

	Bypass
	____Yes
	____No
	
	Diabetes
	____Yes
	____No

	Heart Problems
	____Yes
	____No
	
	Cancer
	____Yes
	____No

	Lung Problems
	____Yes
	____No
	
	Allergies
	____Yes
	____No

	Emphysema
	____Yes
	____No
	
	Hepatitis
	____Yes
	____No

	COPD
	____Yes
	____No
	
	HIV / AIDS
	____Yes
	____No

	Tuberculosis
	____Yes
	____No
	
	Any other Disease
	____Yes
	____No

	Unexpected Weight Loss
	____Yes
	____No
	
	Falls in last 3 months
	____Yes
	____No

	in the last 3 Months
	
	
	
	Night Pain
	____Yes
	____No



SURGERIES: if answered YES please date
	Spine
	____Yes
	____No
	Date:___________________

	Joint Replacement
	____Yes
	____No
	Date:___________________

	Brain
	____Yes
	____No
	Date:___________________

	Thyroid
	____Yes
	____No
	Date:___________________

	Heart 
	____Yes
	____No
	Date:___________________

	Bowel
	____Yes
	____No
	Date:___________________

	Kidney
	____Yes
	____No
	Date:___________________

	Gall Bladder
	____Yes
	____No
	Date:___________________

	Appendectomy
	____Yes
	____No
	Date:___________________

	Prostate
	____Yes
	____No
	Date:___________________

	Hernia
	____Yes
	____No
	Date:___________________

	Hysterectomy
	____Yes
	____No
	Date:___________________

	Stent
	____Yes
	____No
	 Date:___________________



Other:____________________________________________________________________________________________________________________________________________________________________________________________
I understand this is a questionnaire of my past medical history and health status.  I certify that all above information is true and correct to the best of my knowledge.
Patient Signature:________________________________________________  Date:_____/_____/_____

THR Patient Registration                 1/2/2025 dlf
