Insurance Claim Information

Patient Name: Social Security Number:

Address:

City: State: Zip:

Home Phone: Work Phone: Cel Phone :

Date Of Birth: Status (please circle): Single Married Other

Employed Full-time Student Part-time Student

Employer: Employer Phone :
Employer Address:
Is Condition/Claim Related to Auto Accident? Y N Date of Accident:

Insurance Company:

Insurance Company Phone: Extn:

Name of Insured if other thanSelf: SS#

Address of Insured if other than Self:

Insurance Policy Number: Claim Number :

Insurance Company Representative handling claim:

Is there a personal injury deductible on inusrance policy? Y N If so, deductible amount

Have you retained an attorney? Y N

If yes, Name and Addressof attorney and/or law firm:

Phone of Attorney:

Referred By:

Physician’s Name : Physician’s Office Number :

In case of emergency contact:

Relationship: Phone:

Payment Agreement:

I hereby acknowledge and understand that my provider of health care services is willing to provide insurance billing
services on my behalf and for my convenience. I also understand that I am solely responsible for my medical bills
and acknowledge that I shall be responsible for any unpaid balances, deductibles and co-pays, and for any other
reasonable and customary charges that my insurance company does not pay on my behalf.

Signature: Date:
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ASSIGNMENT OF BENEFITS'RELEASE OF RECORDS/S #6
LIMITED POVWER OF ATTORNEY/ TAYMENT AGREEMENT

IAEEEGNHEI"ITUF BENEFTTS: Patient Initial Here: I
To Tnsurance Company: [ herehy direct and instruct

you to make payment directly to the undersigned provider (s) for medical claims sabmiited by
them on my behall for medically necessary treatment. This shall also serve as a “Limited
Power of Attorney”™. Please provide them with any and all information regarding my policy
bemelfts and coverages. Your denial -er delay to do so in a timely manser -will be considered
Just couse for myself or provider to fle a complaint with the Insurance Commissioner. |
hereby give my permission to the undersigned provider to file this complaint on my behalf if
deemed nocessany.
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I RELEAE_E OF REC{'}_I'HT'.IS: e Patient Initial Here: I‘
Ta Provider of Services: e I herehy authorize yvou to

release to any attorney, physician, or insurance énmpﬁﬂy, involved m my casc, any medical
or other records or information necessary to process my claim, These records are to he
utilized for the ultimate recovery of benefits in my case for the injury/illness sustamed on
{late) Iy /
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EP.—‘.:T!"-EEHT ACREEMENT: _F‘a rhent Foitinl Here: !

[ understand that my insurance contract is an agrecment between the insurance company md
myself. | acknowledge that your office 13 willing to prepare the necessary reports and assist
me in collecting from the insurance ¢ompany that which is due to you for my medically
necessary care and treatment.

I agree and acknowledge that T am ultimately responsible to you for payment of any balance
due, wiuding unpard deducible snd/or wopaid percentege amounis duryoua according to Ty
policy coverage, m the event you are unable to collect from my insurance carrier or attorn ey
in the case where von are halding an attorney lign an my behalf

[ understand thal 24 hours notice is required Tor cancellation of appointments, and [ will be
charged for missed appointments without praper notice at 30% of the normal rate.

[ understand I may elect to he hillad monthly or ot the time of each visit for the halances dua
to you from each visit. I elect to pay by Check Cash__ Credit Card

SELECT ONE
1. Ielect to pay the unpaid balances at the time of each visit

2. I elect to be billed for the balunce at the end of each month

3. Telect to have outstanding bills sent to my attorney to be paid af the lime of settlement i
there 15 a settlement; if either no settlement ar payment occurs, then T understind and agTe
that | will be responsible for payment to you for services provided by vour facility

4. 1 elect to be billed for the 'I:laj'.:_nﬂni:n:: at the end of treatment.

PATIENTS' NAME

ADDRESS:

PATIENTS' SIGNATURE: DATE: © /

PROVIDERS® SiGNATURE: DATE:  / §




Bodyscape Massage Therapy - Patient Body Status

Indicate areas of pain, numbness, tingling, or any other unusual sensation:
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