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NOTICE OF INITIATION OF TREATMENT FOR PHYSICAL THERAPY

(AUrO/PrP CLATMS)

Patient:

Insurance Company: Claim#:

To: Claims Department

The Initial Evaluation was conducted by respondent. The initial evaluation for therapeutic services were rendered on

respondent provided physical therapy to patient Therapy was

performed for accident or injury first occurred on

We are hereby notifying this patient's insurance company under Florida Law that our facility will be providing

therapeutic services to the above named patient for various therapeutic services which may include therapeutic

exercise, initial evaluation and/or re-evaluation, electric stimulation, manual therapy, massage, neuromuscular re-

education, self-care/home management training, gait training, etc.

"Florida Statutes provide that with respect to any treatment or services, other than certain hospital and

emergency services, the statement of charges furnished to the insurer by the provider may not include, and

the insurer and the injured party are not required to pay, charges for treatment or services rendered more

than 35 days before the postmark date of the statement, except for past due amounts previously billed on a

timely basis, and except that, if the provider submits to the insurer a notice of initiation of treatment within

21 days after its first examination of treatment of the claimant, the statement may include charges for

treatment or services rendered up to, but not more than, 75 days before the postmark date of the statement.

The insured has a responsibility to furnish the provider with the correct name and address of the personal

injury protection insurer. Failure to do so may result in delayed reimbursement to the provider."

"(b)personal injury protection insurance benefits paid pursuant to this section shall be overdue if not paid

within 30 days after the insured is furnished written notice of the fact of a covered loss and of the amount of

same. lf such written notice is not furnished to the insurer as to the entire claim, any partial amount supported

by written notice is overdue if not paid within 30 days after such written notice is furnished to the insurer. Any

part or all of the remainder of the claim that is subsequently supported by written notice is overdue if not paid

within 30 days after such written notice is furnished to the insurer, When an insurer pays only a portion of a

claim or rejects a claim, the insurer shall provide at the time of the partial payment or rejection an itemized

specification of each item that the insurer had reduced, omitted, or declined to pay and any information that

the insurer desire the claimant to consider related to the medical necessity of the denied treatment or to

explain the reasonableness of the reduced charge, ...

(d) All overdue payments shall bear simple interest at the rate established under s.55.03 or the rate established

in the insurance contract, whichever is greater, forthe year in which the payment became overdue, calculated

from the date the insurer was furnished with written notice of the amount of covered loss' Interest shall be due

at the time payment of the overdue claim is made."

Provider Facility:

Treating Therapist: Date:

Date:Patient Signature:
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LETTER OF PROTECTION FOR

OPTIMAL PHYSICAL THERAPY, LLC.

I hereby authorize Optimal PhysicalTherapy, LLC. to furnish you, my attorney, with a full report of his examination,
diagnosis treatment, prognosis, etc. of myself in regard to the accident in which I was involved.

I hereby authorized and direct you, my attorney, to pay directly to said rehab center such sums as may be due and
owing him for professional services rendered both by reason of this accident and by reason of any other bills that are
due his office and to withhold such sums from any settlement, judgement, or verdict as may be necessary to adequately
protect said rehab center. I hereby further give lien on my case to said rehab center against any and all proceeds of any
settlement, judgement, or verdict which may be paid to you, my attorney, or myself as the result of the injuries for
which I have been treated in connection therewith.

I fully understand that I am directly and fully responsible to said rehab center for all professional bills submitted by him
for services rendered to me and that this agreement is made solely for said rehab center's additional protection and in
consideration of his awaiting payment. I further understand that such payment is not contingent on any settlement,
judgement, or verdict by which I may eventually recover said fee.

lf my case is referred to another attorney, this authorization must be accepted by him along with all rights and

obligations, as described herein; otherwise, the obligations of his authorization rests with you.

In the event of any dispute as to the charge for services rendered, I shall be responsible for all costs of collection to the
above-mentioned rehab center, including a reasonable attorney's fee.

Patient's Signature: Date:

The undersigned, being attorney of record for the above patient, does hereby agree to observe all terms of the above

and agrees to withhold such sums from any settlement, judgement, or verdict as may be necessary adequately to
protect the said rehab center named above.

ln the event that this case is referred to another attorney, I acknowledge that this authorization must be accepted by

him along with all rights and obligations, as described herein, the obligations of this authorization rests with me.

Attorney's Signature: Date:

ATTORNEY:

FIRM:

ADDRESS:

CONTACT: PHONE:
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NAME:

PATIENT INFORMATION

DATE OF BIRTH: SEX: MALE FEMALE

STREET ADDRESS:

CITY:

MARITALSTATUS: S M D W

STATE: ZlPz

HOME PHONE: CELL NUMBER:

PHONE:
EMPLOYER NAME:

EMPLOYER ADDRESS:

NEXT OF KIN:

PHONE NUMBER:

REFERRING DOCTOR:

INJURY/DIAGNOSIS:

INSURANCE NAME:

POLICY HOLDER NAME:

DATE OF ACCIDENT (lF APPLICABLE):

LAW FIRM NAME (IF APPLICABLE):

ATTORNEY NAME:

RELATIONSHI P TO PATI ENT:

ADDRESS:

PHONE NUMBER:

INJURY WORK RELATED? YES NO

POLICY #:

CLAIM #/WC#:

PHONE:

CONTACT NAME (lF DIFFERENT):



ffiT
*$ {\ar;rrtal Fhvti,':rl ["$tr"repl

PATIENT MEDICAL HISTORY

Name: Age: 

- 

Date of Next Doctor's Visit:

Are you presently working (circle one)? Yes No Light Work Load? Regular Work Load?

Date of Injury? Was Onset 

- 
Sudden 

- 
Gradual?

Did The Problem Recently Become Worse? Yes No

Check All Problems That

Applv:

n Shoulder Left Right fJ Knee Left Right

n Elbow Left Right ! Ankle Left Right

n Wrist Left Right n Foot Left Right

! Hand Left Right n Toe Left Right

! Arm Left Right tr Finger Left Right n other

tr Leg Left Right n Hip Left Right

n Headache

N TMJ

tr Upper Back

n Lower Back

Have You Had Any Of The Following Test

For This Condition:

n X-Ray

tr MRI

n CAT Scan

X Bone Scan

How Did This Problem Begin?

! Lifting

n Twisting

n Falling

t_l Lrusnlng

! Motor Vehicle Accident

tr Unknown

Have you Been Hospitalized For This

Problem?

n Yes When?

INo

n Other:



Are You Currently Being Seen By Any Of the Following People:

n Medical Doctor

n Speech Therapist

! Dentist

n Osteopath

I Psychiatrist/Psychologist

n Physical/Occupational Therapist

n Chiropractor

Have You Been Diagnosed As Having Any Of The Following Conditions:

n Seizures n Elevated Cholesterol n Gl Problems

n Tuberculosis tr Depression n Other Arthritic

I Kidney Disease n Heart Disease Conditions

tr Respiratory n Cancer n Diabetes

Problems n HePatitis

n Rheumatoid Arthritis n High Blood Pressure

Do You Smoke? YES or NO Are You Pregnant? YES or NO

Do You Lead A Sedentary Lifestyle? YES or NO

Have You Ever Had A Fracture Or Dislocation? YES or NO

Circle One: Left Handed or Right Handed

Do You Have Any Of The Following In Your Body:

I Rods I ArtificialJoints

n Pins tr Metal

n Plates n None

n Staples

List Any Current Medications Or Recent Injections:

Please List Any Allergies To Drugs:

Patient Signature:

Date:



PATIENT FINANCIAL POLICY AND AGREEMENT

We are committed to providing you with the best possible care. lf you have insurance,

we will gladly accept assignment of benefits and file all insurance claims provided

verification of your insurance policies allows assigned benefits and coverage for the

services rendered.

Please read the following statements carefully. By signing below you agree that you

have read and fully understand all statements contained herein.

I, the undersigned, understand that Optimal PhysicalTherapy, LLC. will billmy
insurance carrier for the services rendered upon verification of coverage from my
insurance company. I also understand that should my insurance company fail to make

payment for services rendered, I am fully responsible for all charges incurred, and will
pay in full for all services. I understand that I am responsible for payment of any and all

deductibles, and/or co-insurance amounts and the charges incurred are not subject to any

fee schedule or reductions made by my insurance carrier. I also understand that if my
treatment is due to an injury which results in litigation against a third party, this in no

way relieves me of my obligation to pay for the services rendered. I understand that

payment of the fees are not contingent upon settlement of a litigation;however, I hereby

instruct my attorney to pay Optimal Physical Therapy, LLC. in directly from the

proceeds from any settlement or judgment rendered on my behalf'

EXPLANATION OF MEDICARE BENEFITS
i\rci:pting *ssignul*lll ms**sthal thc;:r*viel*r u['l*rvi*.e$;tgl'*{:s {i}.Nrx*i]t lh*: alltlrvabl*
ll:;ti'g*s ascl*tet'tninc* by i\{*r}iijitrr i*s lirll pa3'*rttrrt. l-l,':r'li''rv';t" h'{uili**rtt 6r*5: S{}'i"n lf'th*

*llcrv;rble r:h;lr$ss. thu'*{'*r's,vr}ft ilfri responsi!:l* tar th* 2{}'% balance" In nelditiorl tc.}

li:c ^l{}% }'*n t}:'s illsr.: r*spcnsiblt fiir t!*-y i}t?lct}r}ts;tppli*d li.}w*r{l )"oilt'i}t}lltJiil il}*r'1. ffi

d t*et rrct i b ic ntrtl ;t It t tt( )r]-c{ }\rtil'u,.1 cI i tlg*s.

SUPPLEMENTAL COVERAGE/CO-PAYMENT
Optimal Physical Therapy, LLC. has explained to me that under Medicare guidelines, I

will be responsible for the 20o/o of the allowable charge. As Optimal Physical Therapy,

LLC. has agreed to accept assignment of benefits on this portion of the charges also, I
understand that should the supplemental insurance company fail to pay for these charges

within a "reasonable length of time", or send payment directly to me, I will become

responsible for payment in full.

WORKER'S COMPENSATION COVERAGE
$ptigral llh_vsical '[ h*rai:;.., {.1..{-. *gr**$ t$ lrrat anrl bil] lv<}rlqer'$ ciintpens*tir:n ibr
pl*nuthol"irr:d rv*rk r*!*f*ri imjurics per the W*rksr's Llolrpensiitilr* {,}uidi:lin*s **r thc

State of Florida. However, if for an!'reason Wt-rr[<t*r's {"or:lp*t'is;tti*n denies liability for

{.lr* lr.egtnt*n{. *{'th* ilriurS.'. } *nd*:'s{.*rrd th*t I ix.c*nrc r*spt::ttsihle {cr'{i"rll pa-vnt*nt ',r ritc

ch*rges^
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AtrmORIZATION OF J]J;A TMENT AND ASSIGNMENT OF BENEFITS 
I, the undersigned, hereby consent to such treatment by the � personnel of 
Optimal Physical Therapy, LLC. as may be dictated by prud� medical practices of my 
illness, injury or condition. This consent is intended as a wa.i}ver of liability for such 
treatment �cepting acts of nt,gligence. 

The undersigned certifies that fue information given by me iti applying for payment under 
the Title XVII of the Social Security act is COIIeCt. I, the un.�gned, authorize Optimal 
Physical Thempy. LLC. to release information regarding m .h,ealth.� to the Social 
� for this or a related claim. I authori7.e payment ron4 Medfuare..to be made 
�eclly��behalf. 

I hereby instruct and direct that ... '. 
Supplemental/Commercial Insurance pay by c�e out�'mailed to: 

. 
.,' '·i, I 

. 

' 

Optimal Physical therapy/ LLC. ! 
3633 Cortez Road West, A4

Bradenton, FL 34210
I 

my 

The professional or medjcal expense �:wable and o#ierwise payable to me 
under my curnm insurance policy 8a!J>a)iment �-the-� charges furthe 
professional servj(:CS rende.Rid. TH!S, IS'A DlllijCT ASSI(R\fMENT OF MY RI Oms 
AND BENEFITS µNBBR 11:US POLicY

:-: 
.. llds payment is *°t to exceed my 

iru:lebtedness to tjte above�mentioned assignee and I bave � to pay any balance of 
the said professional service charges over ·and above this lJlSUl;allce payment. 

. 
; 

. A PHOTOCOP-Y OF TIIlS ASSIGNMENT SHALL BE CONSIDERED AS 
. . . . 

.' . . i . EFFECTIVE AND VALID AS TIIB ORIGINAL. 

Signature of Policy Holder 

· Signature of Claimant, if other than Policy Holder

Witness D� 



CONS HNT T} II'f REA TN,I U,N"f A ND A U]'I{O TT IZA TION TO RI-I. AA S I_1

INFORMATION

P4tiffisttqffi:

llrereby authorize Optimal Physical ]'hr:rapy 
" 
l.,l.,C' through its appr*priale personnel, ti:

trrell-ft:r:m i:rhave pilrl'<xrn*c{ up$n fle orthe ilbovenanred paticnt" etppt"opt'iatc assesst,'lt)nl

arldtreatmentprcceduresrclatingtoth*diagnosis stated by my r*terringphysician'

l{hrther authorize Optimal Physical Therap.v . LLC. to release to appropriate agencies'

agy infbrma:ian acquired inthe crlul'ss of my or the above namecl patie nt's examination

a*d trentment.

Sign*ture: Date:

f{ielationship lu patitr":t: Sell' Guardian Other
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Ttr;* fsdersl s*v*rnmsnt pnssed a ssw l"*w in Augrxt 1s96 llealing :*riti: th* privacy uf
pnfie*t ,*n*rd*" Tb* new lnrs. is *a11*d Fl**lth Insurance F**nbiliry and Accnrmt*bility

Axl. FI}P-{,A f*r s}r*rt. "fhis ir *rur gnn*ral. &sn$*rrt f*r*r. Agxin revi*rv it *nrcful}y.

ffecfl& $r$rux*f.i*n ffvcs snd ,sd.vrJosr*r'er

In rw *s*i*al pra*$o*, we rsutimely re**rd, uss nmd dis*lcse your health inform^ati*rr i.n

*rd*r tr k*at *nd to sssjxt uth*r h*alth*are provlclers in *eating y**. W* alxo use *nd

di**lcls* yogr he*i&nore infurr"nntiort in srder t* *htsin peyrxellt f:*r orx *eruices.

Pp,r"ts*iffsr/ Lrses sitd Sfs*/*sx.*re,E ffff&cuf }futr.r f*nre:nf sl' dili.&#rtx{rfi*i(
We may ne*d to d{sctr*s* y*ur hom}th rnf*r,tr*ti*n withsr.rt ysrrr er$tx}rixetion in the

following siruatioms:
n Tn cpstact y** hy r*lmph*ne * rr:aii ts rsmtnd ynx*f *pp*imtrfisnis *r m resp*nd

t0 you"r questions.
d Tc fhmily msmbers *r *l*s* fbirynds who arc inv*lr.sd in your healthcare.

o trf ue are pruviding heaithearCI $*rvices to yorf, in an emmrg*n*y.
o If lhrre &re substan{ial barricrs in cfin:$:tr,x}irlatil:g wit}r Y*s, bur in *ur

professi.snel.judgm**t we believe that you irrte.nd f*r us to pr*vide carc"

o F*r purposss *f publi* h.*alth a*d s*fety, sttch 6s t* the FilA to r*p*rt d*fert:i sr

inc.i*tr**ts.
o T* S*v*rnr,se*t *gnn*i*s Sr tlr* purp*se$ *f ihsir audit*, i"rlvr**tig*ticnso and ***r

*v*rsigk{ ncti v:iti **"
. For resear*h purpo$ss *:fla lir:lit** n&filr* in a limit*ti Lnsnfistr.

n Fsr ilr*vkiing lffilefits und.*.r l$nrk*r's e*mpensafitn.
* T* the law errfurc*m*r,lt auth*riti*s to sssist am$ *r *ppr*i:*nd eri,nrisal *fX'enders.

n T* il.svem:nsmt *goneie* f,or prev*n$isn nf,ehild abus* mnd. dsnrsstic r.'inlense"

* Whell r*qair*d by iaw, sear*tr w&rr$nt$n s*bpocnas, or coufl orders.

#ur.flrrv*ry'Ff*dg*
We k*lve end *lwnys wili r**Be*t yr.lr privx*y. We will n*t u$t ilr *ise.tronn y*rv h*nltll

infr:nnati*n witlrnxt ynur pri*r r.witte* m:*tkoriseti*n, clther th&n t}le us** and discl:sures

.;v* desnrihe $b$r's.

lour Sig&r I* ftevs&e l*sr r{ruf&ot.isttti*n
yuu may rsv*ke yo*r au*rorimtisx {CI L1$ sf *ny tlr**; }rnw-ever" y$*r r*v**nti*n n:rust bs

in lvriting" Ther* er$ tw* *ir*unrstnnp*s under which we will n*t be ablu'l* hCIn*r y**r

revscstion rsq$sst:

i. If we knv* 61iready rsl*n**rJ yr:u:: henl* infnrmatir:n bnfrm 1&-$ rcc$iv$d ynur

request t* rov*ke y*w aut&*rixatiun"



2. lfyou were required to give your authorizationas a condition of obtaining

insurance,theinsurancecompanymayhave arighttoyourhealthinformation' If
theydecideto contest any ofyourclaims,yourrevocation authorization mustbe

sr:bnritt*ti lo a*t'uf{tce in ilriti*g.

Your Right to Limit (Jses or Disclosures

lfthere are healthcare providers, hospitals, employers. or other individuals or

organizations to which you do notwantto disclose your information. itmust be

submittr:d in rvriting"

Your Patient Rights
As apatient, you have the following rights :

" ToreceiveacopyoftheNotice ofPrivacyPractices'
* To obtain access to and/ora copy ofyourhealth information.
. "f* req*etsl tltat rv* comm*nicate r*'ith v*u ccnti<Jcntiali,v hrl" ::i:as*nai:!e altr:rnativ*

means.
* '! * requost l:*lv r,v* hand l* or cl isr-'lcse }'our h*;llth inf clrn-ration'

. "!'o rcque$t renl*ttdm*nts tt] vt)ilr h*alth infeirrnation'

* To request an accounting ofcertain disclosures which we have made ofyour

h*alth i* fi:r*littii:n'

You al so have the ri ght to write or call to submit a complaint to :

Ik:ricla Agcnc,v 1+r'I iealth t)ar* Artrmirlistration

J7?? \'l*hi:ri I)riv*
'l'alli*h*ssr:,:" [rlLrrifia ])li]$
1-888-419-3456
ilL
r-800-962-2873

lir,;krreirvl*:6sc rhilt lrvns provitleil a *opy r;f'thtl Nurj*c o{'i}rivacy l}ra*tices fierm t}rc *ptimal

llh_vsigrl "l'l"rr:1.ap5.,, t,t,q.:.r,]r xle t<i k*tp un.l lht o* harJ an *ppi:rtunit'-r t* r*ail anrl undi:r'stnnel

thcn*licer.i'hisacl*n,,,r'vlr'rdg*mtlttisr:eriuesleilper{i*vern:xenl$tat*te'

l)*{ in-'r:L N iiln e { Plcls* l'l'iltt) $)ar*ut *t' a*tl:ol'i:le{i repr*$f :ll'ilt tv*

Date$ignature
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Medications Dosage

1.

Patient's Name:
Date:

Frequency
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NO SHOW AND CANCET POLICY

As a courtesy to others, please notify us within 24 hours in advance if
you need to cancel your appointment so another patient can be seen.

lf you have tvyg consecutive No sHow or f-our" CANCELLED

appointments you will be discharged from therapy and will require a

new script from your doctor.

lf you do not show or call to cancel a scheduled appointment within
24 hours in advance, we will notify your physician and or your
attorney.

Thank You,

The Staff of Optimal Physical Therapy

I have read and understand and agree to the above statement.

Patlent Name:

Patient Signature:

Employee Signature:

Date:




