	THERAPY INFORMATION SHEET




NAME: _________________________________________	DATE: ___________________________________
[bookmark: _GoBack]ADDRESS: _______________________________________	PHONE: _________________________________
CITY: ___________________	STATE: _______________	ZIP CODE: ________________________________
BIRTHDATE: ______________________________________	GENDER: ________________________________
SOCIAL SECURITY NUMBER: _________________________	THERAPY START DATE: _____________________
PRIMARY INSURANCE: __________________________________________________________________________
SECONDARY INSURANCE: ________________________________________________________________________
ORDERING PHYSICIAN: __________________________________________________________________________
ORDERS: _____________________________________________________________________________________
DIAGNOSIS: ___________________________________________________________________________________

I hereby authorize ____________________________to pay directly to the treating facility all benefits to which I may be entitled under the hospital provision of policy # __________________________.  I hereby agree that the treating facility may receipt any such payment and that its receipt shall be conclusive acknowledgement by me that I have received benefits from said insurance company in the sum specified in such receipt and agree that such payment shall discharge the said insurance company of any and all obligations under the policy to the extent of such payment and for that purpose I expressly authorize the treating facility or the doctor in charge of my case to furnish the said insurance company with whatever information is necessary or desired concerning my care and medical or surgical treatment. 
FINANCIAL RESPONSIBILITY
I AUTHORIZE HAPPY SIESTA HEALTH CARE CENTER TO COPY MEDICARE CARD, INSURANCE CARD(S), AND/OR MEDICAID CARD TO BILL FOR THERAPY CHANGES INCURRED. I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR ANY CHARGES NO COVERED BY INSURANCE. 


SIGNATURE/DATE:								
	




