CENTER FOR NEUROMUSCULAR AND MASSAGE REHABILITATION

Date:
Name: Birth Date:
Email Address (required field, no spamming):
SSN: Phone: () wk(_) cell()

Home address: City:

State:  Zip:

Employer: Occupation:
Referring Doctor: Phone:
Are you currently receiving legal counsel for your condition?
Do you currently suffer from ANY infectious diseases? Y N
Attorney’s Name: Phone:
Emergency Contact: Phone:
How did your injury

occur:

Insurance Company Name: ID Number:
Insurance Phone Number:

Group Number: Name on Insured:
Secondary Carrier (if Applicable):

IF YOUR INJURY IS FROM A MOTOR VEHICLE ACCIDENT, PLEASE FILL OUT THIS SECTION

Name of YOUR insurance carrier: Claim number:
Insured person: Date of Injury:
Location of accident:

Name of Adjuster for your claim: Policy number:
Attorney name: Phone number:

INFORMED CONSENT TO TREATMENT: | hereby authorize the Center for Neuromuscular and Massage
Rehabilitation to administer all pertinent therapy treatment, and | am knowledgeable of the charges for this
treatment. | am directly responsible for all medical bills that are not paid by insurance company, and any
necessary bills of collection. | agree to assign benefits from all insurances, third party claims, worker's
compensation, motor vehicle accidents, and any other payor source to CNMR. When in the case of insurance
denying or not allowing for the billing of any service rendered by CNMR or its associates, CNMR reserves
the right to bill the patient for its services on a 'fee for service' basis. This includes deductibles, copayments,
any and all modalities. Terms such as ‘copayment’, 'fee for service', or ‘encounter fee' all refer to the amount
of money collected for any medical services rendered at CNMR and are due at the time of service.
OUTSTANDING BILLS WILL COME VIA EMAIL. | accept also that CNMR may, at need only, move my
appointment to another therapist to suit triage. IN ADDITION, I REALIZE THAT SHOULD | CANCEL,
RESCHEDULE OR FAIL TO SHOW FOR MY APPOINTMENT WITHOUT 24 HOURS NOTICE,
CNMR WILL CHARGE $50 FOR THE VISIT.

Patient’s Signature:
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CENTER FOR NEUROMUSCULAR AND MASSAGE REHABILITATION

Please describe your present reason for seeking
care:

Mark the location of your symptoms with an X for pain, N for numbness and O for other:

AN

Please describe the severity your symptoms:

On a scale of 0-10 in terms of severity, circle the RANGE of
symptoms (example: 2-3-4)

012 345678910

What aggravates your
symptoms:
What relieves your
symptoms:
What sleeping positions are least
comfortable:

What functional activities are the most difficult?

Medications:

Family history of symptoms: health of

parents:
GENERAL SYMPTOMS: Explain if you have any problems with:
Bodily organs:
Cardiovascular system:
Gastrointestinal system:
Nervous System:
Circulatory System:
Reproductive
System: PREGNANT Y/N/?
Endocrine System:

Respiratory System:
Previous trauma, injuries, or motor vehicle accidents:

Surgeries, and
dates:

Other pertinent information

| hereby certify that | have completely represented the state of my current health, such as it may be, to the
best of my ability. I also understand that omitting information regarding my health may affect the course of
treatment. | agree to allow CNMR to examine me.

Signed date
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CENTER FOR NEUROMUSCULAR AND MASSAGE REHABILITATION

CNMR’s COVENANT AND AGREEMENT

| AGREE TO THE FOLLOWING TERMS WITH REGARDS TO THE MANAGEMENT OF MY
HEALTHCARE WHILE RECEIVING TREATMENT AT CNMR:

[ WILL BE INFORMED OF ALL RECOMMENDATIONS REGARDING MY HEALTHCARE,
AND AT ANY TIME IF | HAVE QUESTIONS, | MAY VOICE THEM.

[ WILL UNDERGO PERIODIC REEVALUATIONS TO MONITOR MY PROGRESS AND
CHANGES IN SYMPTOMS.

| AM THE HEAD OF THE HEALTHCARE TEAM, AND THOUGH MY DECISIONS MAY BE
GUIDED BY THE THERAPISTS HERE, | HAVE THE GREATEST SAY REGARDING MY
TREATMENT. | HAVE THE RIGHT TO REFUSE SERVICES AND TREATMENTS, AND MY
DECISIONS WILL BE RESPECTED.

[ WILL BE INFORMED REGARDING THE RISKS AND BENEFITS OF THE TREATMENTS,
AND EXPECTED TIME FRAME FOR IMPROVEMENT.

| RESERVE THE RIGHT TO CHANGE THERAPISTS AT MY OWN DISCRETION, SHOULD
THE NEED ARISE.

MY MEDICAL PRIVACY WILL BE RESPECTED AT ALL TIMES.

I WILL. ADDRESS ANY AND ALL ISSUES REGARDING QUALITY AND
SATISFACTION TO THE MANAGER ON DUTY, WHO WILL RESPECT MY TIME AND
HANDLE ANY SITUATION TO THE BEST OF HIS/HER ABILITY AT THE TIME OF
SERVICE. [F WE FAIL TO PROVIDE YOU WITH QUALITY SERVICE, WE. WANT TO
KNOW. WE HAVE AN OPEN DOOR POLICY WHICH WELCOMES BOTH
COMPLIMENTS AND COMPLAINTS.

IN RETURN FOR THESE, | ALSO HEREBY AGREE TO THE
FOLLOWING:

| WILL GIVE CNMR NOTICE OF 24 HOURS SHOULD | NEED TO CANCEL OR
RESCHEDULE, UNDER ALL BUT THE MOST EMERGENT OF CIRCUMSTANCES.

FAILURE TO DO SO WILL RESULT IN A REMINDER PHONE CALL, WITH NO PENALTY.
A SECOND FAILURE TO DO SO WILL RESULT IN ANOTHER WARNING.
UPON MY THIRD FAILURE TO ADEQUATELY PLAN FOR MY SCHEDULE, | AGREE TO BE

CHARGED $50, AND BE POSSIBLY REMOVED FROM THE SCHEDULE. THIS IS
ITALICIZED, IN BOLD, AND UNDERLINED FOR PURPOSES OF CLARITY...

OUR ULTIMATE GOAL IS TO RESPECT YOUR TIME AND EFFORTS TO BETTER YOUR
CONDITIONS, IN ANY AND ALL MANNERS POSSIBLE. PLEASE RESPECT OUR TIME
AND EFFORTS ACCORDINGLY.

SIGNED/DATE; WITNESSED:
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Authorization and Assignment:

| hereby authorize and direct you, my insurance company, and/or my attorney, to pay
directly to CENTER FOR NEUROMUSCULAR AND MASSAGE REHABILITATION, LLC
(CNMR, LLC). such sums as may be due and owing to this office for services rendered by
CNMR, LLC, both by reason of accident or iliness, and by reason of any other bills that
are due this office, and to withhold such sums from any disability benefits, medical
payments benefits, no-fault benefits, health and accident benefits, worker’s
compensation benefits, or any other insurance benefits obligated to reimburse me or
from a settlement, judgment or verdict on my behalf as may be necessary to adequately
protect this office. | hereby further give a lien to said office against any and all insurance
benefits named herein, and any and all proceeds to the settlement, judgment or verdict
which may be paid as a result of the injuries or iliness for which | have been treated by
said office. This is to act as an assignment of my rights and benefits to the extent of the

office’s services provided.

In the event my insurance company obligated to make payments to me upon the charges
made by this office for their services, refuses to make such payments, upon demand by
me or this office, | hereby assign and transfer to this office any and all causes of action
that | might have or that might exist in my favor again such company and authorize this
office to prosecute said cause of action either in my name or in the office’s name and
further, | authorize this office to compromise, settle or otherwise resolve said claim or

cause of action as they see fit.

| understand that | remain personally responsible for the total amounts due this office for
their services. | further understand and agree that this Assignment, Lien and
Authorization do not constitute any consideration for the office to await payments and
they may demand payments from me immediately upon rendering services at their
option. | am directly responsible for all medical bills that are not paid by insurance
company, and any necessary bills of collection, including but not limited to court costs,

attorney fees, and collections agency fees.

| authorize the office to release any information pertinent to my case to any insurance
company, adjuster or attorney to facilitate collection under this Assignment, Lien and
Authorization. | agree that the above mentioned office be given power of attorney to

endorse/sign my name on any and all checks for payment of my healthcare bills.
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By signing below you acknowledge and agree to all of the terms contained within this

Agreement: Patient (print name):

Patient Signature: Date:

Attorney agrees to the abovementioned terms and will dutifully disburse funds promptly
(within 14 days of settlement ) to CNMR, LLC.

Attorney (print name):

Attorney Signature: Date:
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