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Le Mars Physical Therapy         

789 Holton Drive  

PO Box 921 

Le Mars, IA  51031 

www.lemarspt.com 

 
PATIENT REGISTRATION FORM 

 

Today’s Date ____/____/____       Date of Injury ____/____/____  

Name _________________________________________________________________________________ __________ 

  First    MI     Last 

Address __________________________________________________________________________________________ 

   Street    PO Box      Apt # 

_________________________________________________________________________________________________ 

City     State        Zip 

Home Phone ____________________________  Cell Phone ____________________________________ 

SS#: _____________________   Sex:  M or F   Marital Status:             S M W D    

Birth Date: _____________________________  Email Address: ________________________________ 

EMPLOYER INFORMATION 

Employer: ________________________   Work Number: ________________________________ 

 

PHYSICIAN INFORMATION 
Referring Physician Name: ______________________________ Phone Number: ______________________________ 

 

Important Questions 
Have you had Physical Therapy for this diagnosis before?  ___ No ___ Yes 

If yes-where? ____________________________________________________________________________________  

Have you had Physical Therapy here before?  ___ No ___ Yes    When? ______________________ 

 

Primary Health Insurance Information 

(IF YOU ARE NOT THE POLICY HOLDER, THIS MUST BE FILLED IN)  

NAME OF POLICY HOLDER: ______________________________________________________________ 

DOB: _________________________________ SS#: ________________________________________________________________ 

Relationship to Patient: _______________ Employer: _________________________Work #:___________________ 
 

CONSENT TO TREAT, ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO HEALTH PROVIDER 

I hereby authorize the professional staff of Le Mars Physical Therapy, PLLC to examine and treat me with Physical and/or 

Occupational Therapy for the injury I have been referred here for or have referred myself for. Insurance Company/Companies 

Name(s) _______________________________________________________________________________________________ 

I hereby instruct the above named insurance company/companies to pay by check made out to and mailed directly to:  

Le Mars Physical Therapy     PO Box 921    Le Mars, IA  51031 

for professional or medical expenses allowable and otherwise payable to me under my current insurance policy as payment toward the 

total charges for professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS 

UNDER THIS POLICY.  This payment will not exceed my indebtedness to the above-mentioned assignee and I have agreed to pay, 

in a current manner, any balance of said professional fees for non-covered services and/or fees, over and above the insurance payment 

or as required by my insurance policy.  I also agree to pay interest on any balance past 90 days.  I understand that LeMars Physical 

Therapy complies with HIPAA and will protect my PHI and will use it as allowable by law in the Treatment, Billing & Collections 

pertaining to my care until my case is closed and full payment received.  Complete HIPAA policy available in waiting room binder 

and upon request.  I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or 

attorney for the purpose of securing payment under this policy of insurance or to any Medical Provider associated with my case to 

effectively treat me.  This authorization is in effect until 90 days from the date the last bill is collected.  

A photocopy of this Assignment shall be considered effective and valid as the original.   

_______________________________       ______________________________________________  _____________________ 

Patient Name (Printed)              Patient Signature     Date  

______________________________         ______________________________________________  _____________________ 

Parent or Guardian Name Printed                              Parent or Guardian Signature    Date  

 

 



LeMars Physical Therapy

789 Holton Drive

PO Box 921

LeMars, IA  51031

(712) 546-1718

www.lemarspt.com

Patient Injury and Medical History Form

Patient Name:_______________________________________ Date: ___________________________

Why were you referred to physical therapy?  (example: knee injury)

Is this a result of an injury that you had at work? No Yes

What date did you start to have problems?  

What were you doing when this problem started?

Have you seen a doctor? No Yes

What type of tests have you had?(circle) Xray MRI CT Scan Blood Work

Other (please describe)

Did you find anything out from the tests?   No Yes (describe) ________________________

Have you had any other treatments for this? (circle) Ice Heat Rest

Medicine(what kind)___________ Chiropractor Massage therapy

Therapy (where)__________________________________________

Do you have any of these health problems right now? (circle) Cancer Diabetes

High Blood Pressure Pregnant Asthma Shingles

Arthritis(type and where)_________________________ HIV Hepatitis

Have you ever had any of these health problems? (circle) Cancer Diabetes

High Blood Pressure Asthma Hepatitis

Broken bone (where and when)_______________________________________________

Surgery (for what and when)_________________________________________________

________________________________________________________________________

Are you having pain? No Yes

If so, where? _____________________________________________________________________

What makes your pain better?   _____________________________________________________

What makes your pain worse?  ______________________________________________________

Please mark on the line below, where your pain is at right now.

No  pain Worst pain
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           Le Mars Physical Therapy 
                    789 Holton Drive  
                    PO Box 921  
                    Le Mars, IA  51031 
                    www.lemarspt.com               

 
     Important Notices for Patients Receiving Physical Therapy 

and/or Occupational Therapy 
 

Medicare 
If you have received Medicare Home Health in the last three months, please tell us.   
Medicare has implemented a cap in 2006, one cap that allows a total of $1740.00 of allowed 
amount for both Physical Therapy and Speech Therapy and another cap of $1740.00 for 
Occupational Therapy. 

 
XIX-Iowa 
There is a limitation of $1740.00 per year for Physical Therapy Services.  No Supplies are 
covered.  A co-payment may be required with your coverage as well and must be collected on the 
date the service is received. 

 
Workman’s Compensation 
If under treatment on a Workman’s Compensation claim, Physical and/or Occupational Therapy 
Services may be covered.  These services must be authorized.  If not, you will be responsible.  If 
you do not attend your appointment and do not cancel, your employer will be notified.  

 
General Notices 
Certain restrictions may apply with your insurance company for Physical and/or Occupational 
Therapy Services.  We advise you to contact your insurance company by using the toll-free 
number on the back of your insurance card to verify coverage.  Some questions you may want to 
ask: 

• Does my insurance cover Physical and/or Occupational Therapy? 

• Are there any restrictions on where I can receive these services? 

• Does the therapy need to be pre-authorized? 

• My treatment may call for “Iontophoresis” is this a covered under my Insurance 
Policy? 

 
If I cannot make my appointment, it is my responsibility to call and cancel.  I 
understand that if I do not call to cancel, I risk being removed from any further 
scheduled appointments that I have made.   
 
If your insurance company has any questions they may call Amy @ 712-546-1718. 
 
I have read the above questions and I understand it is my responsibility to know my 
insurance policy and that I will check with my insurance should I have any 
questions or concerns.      
 
_________________________________________  ______________ 
Signature of Patient or Legal Guardian    Date  
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Patient Consent Form - HIPAA 

 Our Notice of Privacy Practices provides information about how we may use 
and disclose protected health information (PHI) about you.  You have the right 
to review our notice before signing this consent.  As provided in our notice, the 
terms of our notice may change.  If we change our notice, you may obtain a 
revised copy by submitting your request in writing to LeMars Physical Therapy 
or by reviewing the current copy in our waiting room binder.  

      You have the right to request that we restrict how protected health 
information about you is used or disclosed for treatment, payment or health 
care operations.  We are not required to agree to this restriction, but if we do, 
we are bound by our agreement.  

      By signing this form, you consent to our use and disclosure of protected 
health information about you for treatment, payment and health care 
operations.  You have the right to revoke this consent, in writing, except where 
we have already made disclosures in reliance on your prior consent.  

__________________________________________               ______________  
Signature                                                                                    Date  

________________________________________________________________ 
Witness  
   

Optional:  Please restrict access to my personal health information (PHI) from:  

________________________________________________________________  
Name                                            Address                                  Phone Number  

________________________________________________________________  
Name                                           Address                                   Phone Number  

 

LeMars Physical Therapy 
789 Holton Drive 
PO Box 921 
LeMars, IA  51031 
(712) 546-1718 
www.lemarspt.com 
 


