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713Troy-Schenectady Road, Suite215 Latham, N.y. 12110
Tel, (518) 690_1235 Fax, (51t) 690_1245

To accommodate your sche{uling needs, our hours o{ operationare the following'

welcome to the Center (or women's wellness, a Ecility which consists o{ a team o(
physical theraplsts and physical therapist assistants dedicated to the treatment of
musculoskeletal issues impa-cting women throughout the Iifespan. Our goal is to
proviQe you with the most effective care to assist you in achievin g.your ma*iial level of
recovery Toiay, you will be seen by a licensed physicai rheraplt who will per(orm an
evaluation o{your condition. The goals o{ physical therapy ,ill b. dir.rrr.d with you
and will be aimed at returning you to your normal actrvities. The number of visits a
week and the duration of time you shoulQ attend therapy will also be discussed.
Average visits will last approximately 30 - 45 minutes, howeverthis may vary {epending
on your condition. You will also be given a home exercise program to be performed as
prescribed by your ther3pist

our office will bill your insurance company for physical therapy services. r( you have an
insurance plan with a co-payment, it is due prior to ,a.h offir. visit. Some insurance
plans reguire that a deductible be met. ln this event, we will bill the jnsurance company,
however, you are responsible_ for rendering payment of services. Some insurance
companies have limitations of services approved. It is your responsibility to contact
your insurance company to verifr coverage. In some instances, this may vary {rom the
plan prescribed by your y'odor. Again, please refer to your insur4nce company handout
(or your benefits.

Monday
Tues{ay
Wednesday
I nurslay
Friday

9;OO - B,OO
9:OO - B:OO
9:OO - 8:OO
9:OO - B:OO
9:OO - 4:OO

we reg.uire 24 houn notice in the event of a cancellation. T'here is a $25.oo charge fur
a cancellation withocrt proper notice. Thankyo u (or your cooperation.



Tel' (518) 690-1235 Fax, (518) 690-1245

AUTHORIZATION FOR RELEASE OF
M ED ICAL RECORDS/I N FO RMATIO N

t, authorize The Center for Women's Wellness
(patient's name)

to release my medical recor|s and/or medical information to:

(narne)

F r- r r  the n, ,^n o n{r  - '  r  ' " "  " ' '

relationship to the patient

Making appointments

Handling medica I information

(rtner:

Y
I Patient's 5ignature Date

Witness 5ignature

*'PLEASE NOTE: Ifsomeone otherthan you (the patient) will be handlingyour
bill ing information, appointment schedultng, changing appointments, etc., you must

sign this form in orQer for us to comply with your reguest. Thank you for your



P A T I E N T  I N f  O P , H A T I O N  f O P . H

,,t acknowle{ge that the information that I have provided to you is accunte to the best oFmy knowle{ge. I understand that I am

fina nciqlly reiponsible foi qll charges not paid by said insurance, inclu{ing any co-payments (which I agree to pay Prior to services

Vrovilelj, deducgbles, .oinsurance, as *.ll as anycharges for noshowand cancellations ofappointments. lt is further 4gree{ that any

patient owed balance not paid withtn nO days shill be iubiedto a 2% monthly charge. tn the- event ofde6 ult or ifthe account is refered

io an attorney for collection, the undersigned agrees to pay for any colleciion or attorney's fees incurred as a result ofdelinguency.'

PATIENT NAMEI

HOME PHONE: CELL PHONE: C E N D E R :  M  F

DATE OF BIRTH.

OCCUPAT]ON:

PERSON TO CONTACT IN AN EMERCENCY. PHONE NUMBER:

REFERRING PHYSICIAN:

DO YOU HAVE A FOLLOW VP VIsITSCHEDVLED WITH YOVR DOCTORII YE' NO DATE'

ARE YOU CURRENTLY SEEINC A CHIROPMCTOR FOR TH15 INJVRYi:

ARE yOV CVRRENTLY BEINc 5EEN AT HOME FOR ANY HEALTHCARE 5ERV5 (ie., THEMPY, BLooDWORK OXYGEN, ETC.)I YES NO

HAVEyOUsEEN A PHY5jCAL, OCCUPATIONAL, ORsPEECH TH ERAPIsT OR CHIROPMCTOR INTHEPA5TYEARI| YES No

tS TH|SA WORKERS'CO/|4PENSAnON GSE/ (PLUSE CIRCLD'

IF YEs, EMPLOYER ATTHE NME OF INJVRY:

WORKER'' COMP INSUMNCE CARRIER

CA5E MANAGER'S NAMEI PHONE NUMBERI

DATE OF IN,)URY: LAST DAY OF WORK,

t5 TH|S A No FAULTGSE (AWO/UOBTLEACCIDEND:

IF Y6, NAME OF THE NO-FAVLT INSVRANCE COMPANY:

I N5UMNCE COMPANY ADDRE55,

DATE OF ACCIDENT' CLAIM #: POLICY ,#l

H EA LIH t NSURANCE (PN /'|ARY)

NAME OF INsURANCE COMPANYI

6ROVP #: NAMEOF INSUREDT

PAIENT RELANON5HIP TO IN5URED: 50c5EC. #:  DOB:

SECONDARY H 4 L|H INSUMNCE (I F APPLI ABLE)

NAME OF INSUMNCE COMPANYI

GIOVP# NAME OF INSURED:

PAN ENT RELATIONsHIP TO INSVREP

'-0,-
I SIGNATURE DATE Revised 10106



P A T I E N T  H E A L T H  H I S T O P . Y
NAME'

WHEN DID YOUR PROBLEM BE6INI

W * . ;
T E) I\ L/

5OCtAL 5ECVRITY #, _

DATE OF VISIT / /

DATE OFSURCERY / /

PLEASE DEsCRIBE THE NATVREAND FREOVENCY OF YOVR PAIN;
tr 5HARP PAIN tr OCCAsIONALLY (25% OR LE55)
C] DULL PAIN D INTERMITTENT
A BVRNING SENSATION tr CONsTANT (1OO%)
tr ACHE

PLEASE JNDICATE WHERE YOU HAVE PAIN
OR OTH ER sYMPTOMs,:

INDICATETHE INTENSIry:  (NOPAIN) 123 4 5 6 7 8 91c^ (UNBEARABLE PAIN) WEICHTI

--LBS

H EIGHTI
FT

DOEs YOUR PAIN CHANcE WITH MOVEMENTII NOYE5

IN THE PA5T. HAVEYOV BEEN TREATED FOR THE sAME PROBLEM? YEs NO

HAs YOVR WORK 5TATV5 CHANGED BECAVsE OF TH15 CONDITION/ YEs NO

SINCE THIs CONDITION BEGAN, YOVR sYMPIOMS HAVE: f] DECREASED I] NOTCHANGED E INCREASED

IF YOU HAVE EVER HAD A LIsTED CONDITION IN THE PAsT, PLEASE CHECK IT INTHE PA'TCOLUMN. IFYOUARE PREsENTLY
TROUBLED BY A PARTICUTAR CONDITION, CH ECK IT IN TH E PRFIENTCOLVMN.H E INFORMATION YOU PROVJDE

CONCERNINC PAsTAND PRESENT CONDiTIONS AND DI5EASES A55I'T5 YOUR THERAPIST IN MORE THROUCHLY
UNDERSTANDING YOUR sTATE OF HEALTH.

PAST PREsENT PAST PRE5ENT PAST PRE5ENT

HICH BLOOD PRESsVRE H EPATIII5 HEART DISEASE

ANCINA EPILEPSY/sEIZURE5 OPEN HEART
5URCERY

PACEMAKER
60l.rr DHBETES

sTROKVPARALYSI5 ARTH RITIS
RHEUMATOID ARTHRITISA5THMA TVBERCULOsIS
SKIN CONDITIONS

H w / A I D S PREGNANCY

CANCER
LOCA'I]ON:

DRUC ORALCOIIOL
DEPENDANCE

U) I EQTUKU)I)/U) I EUPENIA

FMCTURE5

TVMOR TOBACCO VSER OTHER

sYsTEMIC LVPU5 HEARIATTACK

MEDICATION5:

H O SP IT ALI ZATIO N/sURCI CAL PROCEDURE5I

KNOWN ALLERCIE5I

DATE



Tfu Cq,Arr, ls, W"rn'u^'o Wel.Lruv
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713Troy-Schenectady Road, Suite215 Latham, N,y. 12110
Tel (51il 690-1235 Faxt (518) 690-1245

FINANCIAL ARMNCEMENTS AND INSUMNCE
Dear Patientl

We a re com mitte{ +o ptoviding you witb the best possible care. l(you have insurance, weareanxiousto helpyou
receive your maximum allowable benefi,ts. ln orderto achieve these goals, we need your assistance 2n{ understqndiog of
your payment policy.

we participate with, . Blue 5hield of rueNy
' C D P H P

' Empire BC,zBS, Elue Choice, Healthnet . Medicajd
' Empire Plan/United Healthqie - Me{icqre

' No Fau lt
' Workers Compensation

' M V P

. GHJ /  CHI HMO
* Wellcaie
' Aetna

' APA Partners Health

Through.these qtrqngements, we wili bill on behqlfofthe patient and the patient will be responsiblefo, any co-p4ys,
deductibles or non-approved charges.

MEDICARE PATIENTS:
We are a participating providei. fhis means we have.agreed to accept assignment on ALL qpprove{ charges. Me{icare pays
us Qrtedly 80% ofthe approve{ ch2rge. wethen will ti l lthe r.maining io% to the secondary insuranc€ company. patient
again is responsible for any .o-p4n, de{uctible or non-approve{ charges.

COMMERCIAL INSURANCE:
1. We will submit the initial claim {irectly to your cErjer. lntbe interim, a statement

will be sent monthly to tbe responsible party - THE pAn ENTI
2. Your insuiance is a contract between.you, your employer, an{ tbe rn:urEnce company.

We encourage you to follow up witb your carrier to eDsure timely payments.
3 Payments for services rendered are dqe io days following the {qte'ofservice, regardless ofinsurance,

I understand and agree I am ultimately responsible for the balance on my account.

WORKERS' COMPENsATION AND NO FAULT:
Patient MV5T Provide us with an accurate Name a nd Address oFthe lnsurance Company and the D4te ofthe Acci{ent.

COMP: Employen Name and Carier Case Number
NO FAULT, Name/Address of lnsure{, policy Number 46{ ClaimlFile Number,

ADDITIONAL CHARCE5:
As a.courtesyto other guests and team members, please give us a 24 hour notice ofcancellation. FEilure to !o so will
resull In a )zt.9u tee.
There will aiso be a J25.OO service charge for all returne{ checks. Our biJling of6ce is here to assist you. With your help,

l^..h:|."j.:ut 
*he payment ofthls claim 3 positive experience. Please dirlct your guestions t o o'ur billing offir. a+ 

'

/60-  tOO/.  lnaDk you toryourcooperat ion l

I realze that I -am resPonsible for all collection costs and,/or attorney costs incurred by The Center for Women,s Weilness in
an effort to collect my bili. Balances not pai{ within 30 days are subiectto a finance lharq..

.- 0,-
I srcN,arver,
I

DATE.



{- Tk &"dr', [n W"n^*'o Wd'Ltu'vt
a 713Troy-Schenectady Road, Suite 215 l-atham, N.Y. 12110

Tel; (518) 690-1235 Fax (518) 690-1245

PATI EN T TRFATM ENT WA IVER

t, a m a member who is
(patient name) (insurance company)

reguesting treatment from The Center for Women's Wellness, without the requirel

information from my re{ernng physician and/or insurance company. Therefore, I am

agreeing that I shall be responsible for payment tn full {or any charges related to any

offi'ce visrts for sewrcesprovided to me or my dependent(s). Furthermore , my above

named insura nce company shall not be responsible for 4ny charges connected with

this or 4ny unauthorized visit if I do not sign the waiver and/or I 6il to obtain the

required authorization.

Y
t

Patient's 5ignature:

Witness 5ignature:

Date'

Date,

This waiver is being use{ to ensure the integrity and purpose of the primary care
physicia n referral syitem.



Tel: (518) 690-1235 Faxt (518) 690-1245

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PMCTICES

I have been advised ofthe Notice of Privacy Practices from the above named
companv,

Patient or
Parent/ Cuardia n Sig natu re: Date,

-.$- Witness
f Signature' Date:




