Welcome to Bridge Rehabilitation & Musculoskeletal Care!

Jay W. Eneman, MD P.C.

780 Long Beach Boulevard ~ Long Beach, New York 11561




Thank you for choosing our practice!  We are committed to the success of your medical treatment and care.  We ask for your cooperation as the following forms must be completed and signed prior to receiving treatment.   All patients are required to have their insurance as well as a state or government issued photo identification cards.  All information is necessary in order to process any claims with your insurance carrier. 

Patient’s Name: _______________________________
Today’s Date: ___________


   

Last Name, First Name Middle Initial


Patient’s Home Address: _________________________________ 
Apt. #:  _______

City: _____________________________
State: _____
Zip Code: __________

SSN #: ___________________________
 
(please circle)  MALE  /  FEMALE

Date of Birth: Month ____ / Day ____ Year / _____
Age: ________________ 


Home Phone: (_____)_____________
Work Phone: (____)_____________

Cell Phone:    (_____)_____________
Pager: (____)__________________

Marital Status: (please circle one) MARRIED/WIDOWED/SINGLE/DIVORCED/OTHER

Email Address: _______________
May we send information here? Yes / No

Occupation: ______________________

FULL TIME / PART- TIME

Employer: _______________________

Years There: _____________

Employer’s Address: ___________________________________________

City: ___________________________
State: _____
Zip Code: _______

Employer’s Phone: ________________
Contact: ______________

Primary Care Physician: _____________________
Phone: ______________

Address: ___________________________________

Are you the policyholder of your insurance?  YES / NO

If no who is the policyholder: _________________  Relationship: _______

Complete this section only if someone other than the patient is financially responsible.

Name of Spouse: ______________________
Date of Birth: __________
Age: _____

Occupation: __________________________
SSN#: __________________

Employer: _____________________Years There: ___ Employer Phone: (___)________

Employer’s Address: ______________________________________________________

City: ___________________________
 State: _____
Zip Code: ________

In case of emergency, contact: ___________________ Relationship: _______________

Home Phone: (____)_________ Work Phone: (____)___________ Cell: (____)_______      

Employee Initials: _____

INSURANCE INFORMATION





 
Account #: _________

Co-payment Amount: $_____


Patient’s Name: _______________________________
Today’s Date: ___________


   

Last Name, First Name Middle Initial


PRIMARY INSURANCE
Name of Insurance Carrier: _______________________________________________

Address: ______________________________________________________________

City: _________________________
State: _________
Zip Code: _________

Insured’s Name: ________________________

Relationship: ________________

Policy ID Number: _______________________
Group Number: ______________

SECONDARY INSURANCE

Name of Insurance Carrier: _______________________________________________

Address: ______________________________________________________________

City: _________________________
State: _________
Zip Code: _________

Insured’s Name: ________________________

Relationship: ________________

Policy ID Number: _______________________
Group Number: ______________

Did your injury happen on the job, while working? (circle one)

YES / NO

If yes what date did the injury occur?
________________

Did you report the accident / injury to your employer? (circle one)
YES / NO

Did your injury occur as a result of an auto accident? (circle one)

YES / NO

If yes what date did the accident occur?
________________

Our office will file insurance claims for all reimbursable services, to both your primary and secondary insurance carriers.  Please remember that you are responsible for all deductibles, co-payments, co-insurance, and non-covered service amounts.  If you are seen in our office for treatment without a valid referral or authorization for services you will be responsible for payment in full. See our complete financial policy for details.

Signature of Patient or Responsible Party: ________________________ Date: _______

Please sign below if you wish us to file claims to your carrier on your behalf.

AUTHORIZATION TO DISCLOSE INFORMATION FOR PROCESSING OF CLAIMS:


ASSIGNMENT OF BENEFITS:

Employee Initials: _____

FINANCIAL POLICY







        
We are dedicated to providing the best possible care and we would like you to completely understand our financial policies as it is important to our professional relationship.  If you have any questions about our fees, financial policy, or your responsibility, please do not hesitate to ask. 

You are responsible for the timely payment of your account including but not limited to, all co-payments, co-insurance, deductibles and non-covered services.  A partial payment for services may be required prior to services rendered.

1. Payment is due at the time of service unless arrangements have been made in advance by your carrier.  We accept cash, personal checks, Visa and Mastercard. Should a check be returned for insufficient funds or due to a closed account there is a service fee of $25.00 to cover all bank charges and clerical services.

2. Keep in mind that your insurance policy is basically a contract between you and your insurance company.  As a service to you, we will file your insurance claim if you assign the benefits to our practice – in other words, if you agree to have your insurance carrier pay the practice directly.  If your insurance company does not pay the practice in a reasonable period, we will look to you for payment.  If we later receive a check from your insurer, we will refund any overpayment to you.  Our claims are filed with your insurance carrier within 48 hours of your appointment.

3. We have made prior arrangements with many insurance companies and other health plans to accept an assignment of benefits.  We will bill them, and you are required to pay a co-payment prior to your visit.  If you are insured by a plan to which we do not have a prior arrangement, we will prepare and send the claim for you on an unassigned basis.  This means the insurer will send payment directly to you.  Therefore, all charges for your care are due at the time of service in full.

4. Not all insurance plans cover all services.  In the event your insurance plan determines a service to be “not covered,” or states that the service is “medically unnecessary,” you will be responsible for the complete charge.  Payment is due upon receipt of a statement from our office. 

5. If your insurance plan requires authorization from a primary care physician, it is your responsibility to obtain the written referral or authorization prior to your visit with the practitioner.  If you have not done so, you will be responsible for full payment at the time of the service.  Otherwise you are welcomed to reschedule the appointment when the authorization or referral is obtained.

6. If you have not paid the practice for services and your insurance carrier inadvertently pays you directly, you must send payment immediately to our office.

I have read and understand Jay W. Eneman, MD P.C. d/b/a Bridge Rehabilitation & Musculoskeletal Care’s financial policy and I agree to be bound by its terms.  I also understand and agree that such terms may be amended by the practice from time to time. 

Print Name of Patient: _____________________________________

Signature of patient or responsible party: ______________________ Date: _______

Print name of responsible party if not patient: _______________________________

ALL MEDICARE PATIENTS MUST READ AND SIGN BELOW:

I request that payment of authorized Medicare benefits be made on my behalf, to Jay W. Eneman, MD P.C. d/b/a Bridge Rehabilitation & Musculoskeletal Care for services rendered to me at the facility.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.  I understand that I am responsible for a yearly deductible of $110.00 and the 20% co-insurance not paid by Medicare.  I request that the practice submit claims to my supplemental insurance company if applicable.  

Print Name of Patient: _______________________________________

Signature of Medicare patient or guardian: _______________________ Date: _____

Print name of guardian: ____________________ Relationship: ____________

Employee Initials: _____

Bridge Rehabilitation & Musculoskeletal Care

Jay W. Eneman, MD P.C.

780 Long Beach Boulevard ~ Long Beach, New York 11561

Phone: 516-897-9000 ~ Fax: 516-897-8656 ~ Email: inquiries@bridgerehab.com

SIGNATURE ON FILE

· I authorize my provider use my name on any and all claims or documents that relate to health insurance benefits due to me and my dependents.

· I authorize the release of any information related to any claims to all my insurance companies or other relevant parties.

· I understand that I am responsible for my bill and agree to pay all charges for services and items provided to me.

· I authorize my provider to act as my agent in helping me obtain payment from my insurance companies.

· I authorize payment of health benefits otherwise payable to me, directly to Jay W. Eneman, MD P.C.

· I permit a copy of this authorization to be used in place of the original.

· The “Signature on File” is valid for one year from the date indicated below.

_________________________________

__________________
_________

Signature of Beneficiary, Guardian or Personal Representative

      Medicare # (if applicable)
         Date

_____________________________________
__________________

Please print name of Beneficiary, Guardian or Personal Representative

Relationship

Employee Initials: _____
Patient Health History and Information


TODAY’S DATE: __________

PATIENT NAME: _______________________

SS#: _________________________

REFERRING PHYSICIAN or PRIMARY:_______________________________________________

AGE: ____ DATE OF BIRTH: ______ HEIGHT: ____WEIGHT: ___ LEFT / RIGHT HANDED

OCCUPATION: ____________________________

 YEARS AT PRESENT JOB: _________


JOB DESCRIPTION:______________________________________________________

DATE LAST WORKED: _______________

PRESENT ILLNESS / CHIEF COMPLAINT (RIGHT /  LEFT):________________________________

_____________________________________________________________________________

HOW, WHERE, & WHEN INJURY OCCURRED AND / OR DETAILS OF INJURY / ILLNESS: __________________________________________________________________________________________________________________________________________________________

PAST MEDICAL HISTORY: ________________________________________________________

_____________________________________________________________________________

PLEASE CHECK ALL THAT APPLY:

· RHEMATIC HEART DISEASE

· RHEUMATIC FEVER

· HEART DISEASE OR ATTACK

· HEART MURMER

· OPEN HEART SURGERY

· ARTIFICIAL HEART VALVE

· HEART PACEMAKER

· ARTIFICIAL LIMB OR JOINT IMPLANT

· THYROID DISEASE

· ARTHRITIS

· FAINTING OR DIZZY SPELLS

· SEIZURES OR EPILEPSY

· DIABETES

· KIDNEY TROUBLE

· RESPIRATORY DISEASE (LUNG)

· STOMACH OR INTESTINAL ULCERS

· HIGH BLOOD PRESSURE / HYPERTENSION 

· MAJOR SURGERY (LIST BELOW)

· ANGINA PECTORIS

· GOUT

· BLOOD DISORDERS SUCH AS ANEMIA

· ABNORMAL AMOUNT OF BLEEDING

· STROKE

· HEPATITIS, JAUNDICE OR LIVER DISEASE

· TUMORS OR GROWTHS

· RADIATION TREATMENT OF ANY KIND

· ALLERGIES

· ASTHMA

· TUBERCULOSIS

· PSORIASIS

PLEASE LIST ANY DISEASE, CONDITION, OR PROBLEM NOT NOTED ABOVE: __________________________________________________________________________________________________________________________________________________________

PAST SURGICAL PROCEDURES AND APPROXIMATE DATES: _____________________________

_____________________________________________________________________________

ARE YOU TAKING ANY PRESCRIPTION OR OVER THE COUNTER MEDICATIONS? YES / NO 
IF YES, PLEASE LIST NAME OF DRUG AND DOSAGE: _____________________________________

_____________________________________________________________________________

ARE YOU ALLERGIC TO ANY MEDICATIONS? YES / NO

  IF YES PLEASE LIST MEDICATIONS: ______________________________________________ _____________________________________________________________________________

LIST ANY ADDITIONAL COMMENTS: _________________________________________________ 

REVIEWED BY: ________________________________

Employee Initials: _____

Employee Initials: _____
WORKERS COMPENSATION INFORMATION

Date: __________


Name: _____________________

Birth Date: _______ 
SS#: _______________

Home Address: ________________________________________________________________

City: ______________________
State: ___________
Zip Code: _________________

Home Phone: _______________
Email: ________________________ @ ______________

Cell Phone: _________________
Occupation: ____________________________________





PATIENT INFORMATION

Employer Name: _______________________________________________________________

Employer Address: _____________________________________________________________






Street


City


State


Zip

Employer Phone: _______________________________________________________________


Worker’s Compensation Carrier Name: ______________________________________________

Carrier Address: _______________________________________________________________

Carrier Phone: _______________________
Carrier Fax: _______________________________

Adjuster’s Name: _____________________
Verified Claim by: __________________________

Adjuster’s Phone: _____________________
Adjuster’s Fax: ____________________________

Carrier Case Number: ______________________
WCB Number: ________________________

Date of Injury: _____________ Time: ______ AM / PM    Place of Injury: _________________  

Accident reported to Employer:  ___ YES  ___ NO Name of person you reported to: _________

Give full description of how accident happened: ______________________________________

____________________________________________________________________________

Have you lost time from work due to injuries: ___ YES ___ NO 


If yes how much: ____________
Date last worked: _________________

Other doctor’s seen for this injury / accident: ________________________________________

Injuries: (RT / LT)______________________________________________________________ Were x-rays taken?: ___ YES ___ NO 
Other tests performed: ___ YES ___ NO


If yes, by whom?  Please list place who performed test, name of test(s) and result(s): _____________________________________________________________________________

Any previous compensation injuries? ___ YES ___ NO Dates of Previous Injury:______________

Describe Previous Worker’s Comp Injuries:___________________________________________

Attorney Name: _________________________
Attorney Phone: ______________________

Attorney Address: ______________________________________________________________


I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment in the event that my claim for Worker’s Compensation benefits is denied.   I understand that filing for Worker’s Compensation benefits does not relieve me from my responsibility for the payment of all charges.

__________________________________________________

__________________

Signature of Patient, Parent, Guardian, or Legal Representative 

Date

__________________________________________________

_______________________ 


Please print name of Patient, & Signer for Authorization


Relationship to Patient






Employee Initials: ____
NO FAULT / MOTOR VEHICLE INFORMATION

Date: __________


Name: _____________________

Birth Date: _______ 
SS#: _______________

Home Address: ________________________________________________________________

City: ______________________
State: ___________
Zip Code: _________________

Home Phone: _______________
Email: ________________________ @ ______________

Cell Phone: _________________
Occupation: ____________________________________





PATIENT INFORMATION

Vehicle Policy Holder Name:______________________________________________________

Policy Holder Address: __________________________________________________________






Street


City


State


Zip


No-Fault Insurance Carrier Name: ______________________________________________

Carrier Address: _______________________________________________________________

Carrier Phone: _______________________
Carrier Fax: _______________________________

Adjuster’s Name: _____________________
Verified Claim by: __________________________

Adjuster’s Phone: _____________________
Adjuster’s Fax: ____________________________

Vehicle Policy Number: ______________________
Carrier Case Number: __________________

Date of Accident: __________ Time: ______ AM / PM    Place of Injury: __________________ 

Were you a PASSENGER / DRIVER OF VEHICLE / PEDESTRIAN? (circle one)  

Accident reported to Insurance:  ___ YES  ___ NO 
Name of person you reported to: _________

Give full description of how accident happened: ______________________________________

____________________________________________________________________________

Symptoms: _______________________________
Date symptoms first appeared? __________

Have you lost time from work due to injuries: ___ YES ___ NO 


If yes how much: ____________
Date last worked: _________________

Other doctor’s seen for this injury / accident: ________________________________________

Injuries: (RT / LT)______________________________________________________________ Were x-rays taken?: ___ YES ___ NO 
Other tests performed: ___ YES ___ NO


If yes, by whom?  Please list place who performed test, name of test(s) and result(s): _____________________________________________________________________________

Any previous no-fault injuries? ___ YES ___ NO Dates of Previous Injury:__________________

Describe Previous No-Fault Injuries:________________________________________________


Attorney Name: _________________________
Attorney Phone: ______________________

Attorney Address: ______________________________________________________________


I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment in the event that my claim for No-Fault benefits is denied.   I understand that filing for NF-AOB (assignment of benefits) does not relieve me from my responsibility for the payment of all charges.
__________________________________________________

__________________

Signature of Patient, Parent, Guardian, or Legal Representative 

Date

__________________________________________________

____________________ 


Please print name of Patient, & Signer for Authorization


Relationship to Patient

Employee Initials: ____

Bridge Rehabilitation & Musculoskeletal Care

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

& WRITTEN RECEIPT OF NOTICE OF PRIVACY PRACTICES

I hereby give my consent for Bridge Rehabilitation & Musculoskeletal Care to use and disclose Protected Health Information (PHI) about me to carry out Treatment, Payment and healthcare Operations (TPO).  Bridge Rehabilitation & Musculoskeletal Care’s Notice of Privacy Practices provides more complete description of such uses and disclosures.)  I have the right to review the Notice of Privacy Practices prior to signing this consent.  Bridge Rehabilitation & Musculoskeletal Care reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of Practices may be obtained by forwarding a written request to Bridge Rehabilitation & Musculoskeletal Care Privacy Officer at 780 Long Beach Boulevard Long Beach, New York 11561.

PLEASE CHECK OFF EACH ITEM BELOW THAT YOU DO NOT WANT TO ALLOW US TO DO! (if any one item is a no, then the whole number is out!)

With this consent, Bridge Rehabilitation & Musculoskeletal Care, may:

· Call my home or cell phone and leave a message on voice mail in reference to appointment reminders.

· Call my home or cell phone and leave a message in reference to any items that assist the practice in carrying out TPO, such as insurance items and any calls pertaining to my clinical care, including laboratory, radiology and testing results among others.

· At any alternative location will only leave a message on my personal voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory, radiology and testing results among others.  However, at any alternative location call, Bridge Rehabilitation & Musculoskeletal Care will not leave a message about my medical condition, lab, radiology or testing results with any other person.

· May email to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards, patient statements, and requests for additional information for claim processing.

· May answer questions about my health and care with family members.  If this discussion is on the phone, the family member must first identify me with my social security number and date of birth.

· Treat my minor (under 18 years old) if they come without me to an office visit.

I have the right to request that Bridge Rehabilitation & Musculoskeletal Care restrict how it uses or discloses my PHI to carry out TPO.  However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.  By signing this form, I am consenting to Bridge Rehabilitation & Musculoskeletal Care’s use and disclosure of my PHI to carry out TPO.  I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent, or later revoke it, Bridge Rehabilitation & Musculoskeletal Care may decline to provide treatment to me.

I have received a copy of Bridge Rehabilitation & Musculoskeletal Care’s Notice of Privacy Practices.

____________________________________________
_________________________

Signature of Patient or Legal Guardian / Representative
Print Name of Patient

________________________________



_______________

Name of Legal Guardian or Representative


Date
I authorize Jay W. Eneman, MD P.C. d/b/a Bridge Rehabilitation & Musculoskeletal Care to release any medical information necessary to process my medical claims.  





Signature of Patient or Responsible Party: ______________________ Date: _______











I authorize payment of medical and surgical benefits to Jay W. Eneman, MD P.C. d/b/a Bridge Rehabilitation & Musculoskeletal Care on my behalf.





Signature of Patient or Responsible Party: ______________________ Date: _______











Responsible Party: _____________________ Relationship to Patient: ____________


Home Address: __________________(City)____________(State)_____(Zip)_______


SSN #: ___________________________	 (please circle)  MALE  /  FEMALE


Date of Birth: Month ____ / Day ____ Year / _____	Age: _________________	


Home Phone: (_____)_____________	Work Phone: (____)_____________


Email Address: _______________	May we send information here? Yes / No


Occupation: ______________________		FULL TIME / PART- TIME


Employer: _____________________Years There: ___ Employer Phone: (___)________


Employer’s Address: ___________________________________________


City: ___________________________	State: _____	Zip Code: _______








PATIENT INFORMATION





EMPLOYER








WORKER’S COMPENSATION CARRIER (FOR OFFICE USE)








INJURY INFORMATION








AUTHORIZATION








PATIENT INFORMATION





VEHICLE OWNER INFORMATION








NO-FAULT / MOTOR VEHICLE INSURANCE INFORMATION 








INJURY INFORMATION








AUTHORIZATION








ATTORNEY INFORMATION








ATTORNEY INFORMATION














