Gateau Physical Therapy
& Sports Medicine

"Professional Treatment with Personal Care”

Your Health, Your Care, Your Choice For Physical Therapy

www.gateaupt.com

11855 H.G. Trueman Rd. 22454 Three Notch Road #103
Lusby, MD 20657 Lexington Park, MD 20653
Phone (410) 326-3432 Phone (301) 862-5177
Fax (410) 326-2493 Fax (301) 862-4959
Dear ,

We are pleased you have chosen Gateau Physical Therapy for your rehabilitation needs. Our
goal is to help you achieve the highest level of wellness you can, to handle not only the pain,
but also the underlying cause of the pain so that the problem doesn’t occur again. We have a
goal to be your family therapist and the first place you want your family and friends to go for
help.

Your appointment is scheduled at am/pm at our
Office. A courtesy reminder call will be made prior to your
appointment.  If we have to leave a message on your answering machine, we ask that you

confirm your appointment within 24 hours. /f you fail 1o make your appointment, you will be
charged a fee of $100.00. Come to your appointment suitably dressed for a mild workout.
SHORTS or SWEATPANTS and SNEAKERS are perfect for a therapy visit. Your initial
evaluation will take 1 hour and subsequent visits are usually 30-45 min. Because your first visit
as a new patient is extensive, we do require a 24-hour cancellation notification if you are unable
to keep your appointment time.

FOR SAFETY REASONS, CHILDREN ARE NOT ALLOWED IN THE

GYM OR TREATMENT AREAS, UNLESS THEY ARE THE PATIENT.

Please visit our website at www.gateaupt.com and download and complete the necessary intake

forms prior to your visit so you can save time in the waiting room. If this is not possible, arrive
15 minutes prior to your scheduled appointment to complete the forms.

What To Bring On Your Initial Visit
*  Prescription from your referring physician

* Insurance Card

* Referral from primary care physician if required

* List of current medications

¢ Co-pays are expected at the time of treatment. We accept cash, checks and credit
cards.

We will make every effort to obtain up-to-date insurance benefit information. However, this is
not a guarantee of payment. You will need to conlact your insurance company to confirm the
information given on the attached “Insurance Verification Form”
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Meet Our Front Office Personnel

Our purpose is to ensure you receive the best possible care while you are here and not
worry about insurance coverage or any other questions that could slow down your
progress.

We do this by ensuring you understand, agree with, and can follow our office policies
with regard to scheduling and billing.

We will verify your insurance benefits and inform you of Co-payments, authorization
procedures, expiration dates, etc.)

Any financial arrangements or problems will be discussed with our billing department
prior to treatment.

Lastly, in the event there is a problem, we will work together to get it resolved.

Scheduling

We will make every effort possible to accommodate your scheduling needs. We are
constricted to availability of therapists and the clinic workload. Please be aware that
the evening appointments are in high demand.

If you must change an appointment, 24-hour notice is required and you should work it
out to get all visits in for that week in order to receive the maximum benefit from your
treatments. Courtesy reminder calls made are not to be in lieu of personal
responsibility for keeping your appointments.

There will be a $50 charge for improper cancellation — a valuable opportunity for
another patient to be treated is lost.

Meet Your Therapist

You are here because of a physical problem that is hindering your optimal function in
life.

Our staff consists of licensed physical therapists and licensed physical therapist
assistants, dedicated to providing you with personal care in a professional setting.

Your therapist will evaluate you and address and handle the underlying cause of your
problem, not just the apparent pain or symptoms.

The goals you have set for yourself will be discussed with your therapist.

You will be informed of your treatment procedures and the duration of therapy
required for optimal results.

You will be educated so that you can maintain your health or even improve upon it in
keeping with the objectives that you set for yourself.

Once a month a Re-Evaluation will be performed to determine progress, reset goals,
ete.

Report of Findings will go to your insurance company and your referring doctor.

If you have any questions prior to your appointment, please call our Patient Care

Coordinator at (410) 326-3432. We look forward to meeting you.

LET GATEAU PHYSICAL THERAPY BE YOUR KEY TO
WELLNESS AND FITNESS




KNOW YOUR INSURANCE !!!

FREQUENTLY ASKED QUESTIONS ABOUT
HEALTH INSURANCE BENEFITS AND BILLING:

Q: Do you bill my insurance claims for me?

A: We will file your insurance claims for you to your Primary Insurance Carrier.
We accept assignment on most, but not all, insurance plans. This means we will
bill the insurance company and once they pay us their portion of the allowed
amount, we will then bill you, the patient, any remaining patient responsibility.

Q: How often do you bill my insurance?

A: We submit insurance claims on a daily basis, usually the morning after a
patient has been seen. For example, if you are seen on Monday, your claim will
be billed the following day (Tuesday) for Monday’s date of service.

Q: Will you tell me what my insurance covers?

A: We will call to verify your benefits prior to your first visit. You must
remember though, that verification of benefits is never a guarantee of payment.
What does this mean? It means that any information an insurance company
gives us over the phone or via the internet stating benefits for a patient could
possibly be different than what that plan covers when the claim reaches them.
Bottom line — if Sue from Blue Cross tells us you don’t have a co-pay, then your
claim processes and you do have one, it is out of our hands. We rely on getting
accurate information from your insurance upon verification of benefits — but that
information is never guaranteed.

Q: What should | be doing?

A: Being informed about what your insurance covers is an important first step.
The insurance policy is a legal contract between the policyholder (you) and the
insurance company. It is important for patients to know and be familiar with your
own benefits as well as any restrictions and limitations that may apply.
Ultimately, you (the patient) are responsible for knowing what your insurance
company covers and what requirements they have for treatment. For example:
referral requirements, deductibles and co-payments. Keep yourself informed
about your insurance coverage so you won'’t be blindsided by a bill once they
start to pay your claims.

Q: How much do insurances generally cover?

A: Rarely do insurance policies pay 100% of all the fees associated with
physical therapy. Most plans either require the patient to pay a per-visit co-
payment or a percentage of the cost for services. Many plans also have yearly
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deductibles which renew every January that require patients to pay 100% of the
charges until a fixed amount (which can be anywhere from $250 to $1000) has
been paid by the patient. It is important for you, the patient, to know if your
deductible for the current year has or has not been met.

Q: Can you waive my co-payment and/or deductible for me?

A: ltis illegal for us as contracted providers with your health insurance to waive
co-payments or deductibles. These must be collected appropriately according to
your health insurance contract and are due at the time of service. If there is a
financial hardship situation, arrangements with the billing office must be made
prior to treatment.
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WOMEN'S WELLNESS CLINICAL INFORMATION

LINDSAY M. LAVATO, DPT
"WOMEN'S HEALTH SPECIALIST"

Patient Name: Date:

Referring Physician: Age:

Why did your doctor refer you to physical therapy?

When did your symptoms start?

MEDICAL HISTORY: (Please check all that apply)

___Heart disease ___pacemaker ___lung problems ___bronchitis

___Diabetes ____cancer ___high blood pressure ___stroke

____Pelvic Pain ____low back pain ____arthritis ___constipation

__Endometriosis __latex allergy __hearing impairment __fibromyalgia

___Scoliosis ____osteoporosis ___visual impairment

__lrritable bowel syndrome __other allergies

___ Other

SURGICAL HISTORY: (Please check all that apply)

___Back/neck surgery ____hemorrhoidectomy ___C-section

___Gallbladder surgery ____appendectomy ___hernias

___Bladder surgery ____bowel/rectal surgery

___Breast surgery (specify type) ___hysterectomy (abdominal___vaginal__ )
Other

MEDICATIONS YOU ARE CURRENTLY USING:

Are you on Hormone Replacement Therapy YES NO?
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UROLOGICAL HISTORY: (Please check Yes or No)

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

Do you have a history of urinary tract infections?
If yes, when was your first infection?
Did you have a history of urine loss as a child?

Did you have a history of urine loss as a adolescent?
Did you have a history of urine loss after childbirth?
Have you had urethral dilations?

If yes, specify reason
Have you had recent catheter use?
If yes, specify date and reason:
Have you had cystoscopes?

If yes, specify reason
Have you had any previous treatment for incontinence?
If yes, specify treatment and results:

DO YOU EXPERIENCE A LOSS OF URINE? (Please check Yes or No)

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

When you cough, laugh, or sneeze?

When lifting objects?

While exercising?

When you have a strong urge to urinate?

On your way to the bathroom?

Just as you get to the toilet and remove clothing?

DO YQOU?: (Please check Yes of No)

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

Experience an urge to urinate when you hear running water?
Have pain with urination?

Have blood in your urine?

Have to strain to empty your bladder?

Dribble after you empty your bladder?

Do you feel you still have urine in your bladder after urinating?
Do you have a "falling out" feeling?

VOIDING PATTERNS: (Please enter a number)

Number of hours between urinations during the day.
Number of times you get up at night to urinate.
Number of leaking episodes at night.

Number of leaking episodes during the day.
Amount of urine leaked (large, small, few drops)

ABSORBENT PRODUCTS USED: (please indicate the number of pads used per day)

Pantyliner/pantyshield

Menstrual pads (mini or maxi)
Incontinence pad (Poise, Depends)
Incontinence brief

Number of underwear changes daily

YES NO
YES NO
YES NO

Do you soak pad fully?

Do you change the pad each time it is wet?

Do you use any other paper products (ie-tiolet paper to supplement
absorbent products?
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DAILY FLUID INTAKE: (Enter number of 80z cups/glasses of fluid taken daily)
Water
Alcohol
Juices
Other
Caffeinated drinks (coffee, tea, colas)
Decaffeinated drinks (coffee, tea, colas)
YES NO Do you restrict fluids because of your incontinence?

OBSTETRICAL/GYNECOLOGICAL HISTORY': (Women Only)
Number of pregnancies

Number of vaginal deliveries

Number of C-Sections

Number of episiotomies

Birth weights of babies

DO YOU HAVE PAIN WITH:

YES NO Sexual intercourse
If yes, Initial penetration
YES NO or Throughout intercourse
YES NO Pelvic Exam
YES NO Tampon insertion
YES NO Are you having regular periods?
YES NO Do you have a painful episiotomy scar?

PELVIC PAIN: (Women only)
Location of Pain:

What makes your pain better?
What makes your pain worse?

BOWEL HABITS:
How often do you have a bowel movement?

YES NO Do you strain when having a bowel movement?
YES NO Do you experience abdominal cramping
YES NO Do you leak feces?
If yes, how often?
YES NO Do you experience diarrhea?
If yes, how often?
YES NO Do you use laxatives?
If yes, how often?
YES NO Do you use enemas?
If yes, how often?
YES NO Do you include fiber in your daily diet?

Please bring this form with you on the day of your first appointment.
Thank you!
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Gateau Physical Therapy
& Sports Medicine

'Professional Treatment with Personal Care”

FINANCIAL POLICY

Please present all of your insurance information at your first visit. If your insurance coverage changes dt
your treatment time, please notify us immediately. We will submit your claims to your primary and second
insurance company if we are participating. It is ultimately your responsibility fordutibursement of
services rendered and/or goods purchabBethe event your insurance denies payment for any reason, you
agree to be solely responsible for any balances due.

YOUR CO-PAYMENT IS DUE AT THE TIME OF EACH VISIT. A statement will be sent to you for any
balances remaining after insurance payments are receiB%LANCES NOT PAID IN FULL UPON
RECEIPT OF BILL ARE SUBJECT TO A LATE FEE OF $25.00. In the event an account is referred to a
third party for collection, the patient agrees to pay collections and/or attorney fees.

Scheduled Appointments

* Itisour POLICY to require24 hours noticen the event of a cancellation. It is your responsibility, when
you call in, to have an alternative time in mind that will ensure you get in the full prescribed number
treatments that week whenever possible. (In some cases, this may not work since some forms of trea
do not work well if given in two consecutive days.)

* Thereis a$50charge for a No-Showor cancellation without proper noticéor existing patientsCourtesy
reminder callsmade are not in lieu of personal responsibility for keeping your appointments. This chat
will not be covered by your insurance, but wiive to be paid by you personally. Payment on this charge
will be required upon your next visit. If you are non-compliant with your appointments, your treatment rr
be discontinued.

* It is extremely important that you arrive for your appointm@mtime. If you arrive late, your scheduled
treatment time may be forfeited resulting in a charge of $50.

* For Worker's Compensation patienttocumentation of any missed appointments is forwarded to you
Case Manager and Primary Physician and this could affectceim.

We strive to provide the best possible care to all of our patients. This means when cancellations occur wi
proper notice, a valuable opportunity is lost for other patients to be seen. Please have consideration
canceling appointments.

We are pleased that you have chosen us for physical therapy and look forward to working with you.

| HAVE READ THE ABOVE INFORMATION AND CERTIFY THAT | UNDERSTAND AND WILL
ABIDE BY THE ABOVE POLICIES SET FORTH BY GATEAU PHYSICAL THERAPY.

| alsocertify that the conditions | am being treated for are not related to an MVA accident

SIGNATURE DATE

Interviewer Signature DATE
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