This notice describes how information about you may be used and disclosed and how you can get access
to this information. Please review it carefully.
Introduction
At Equilibrium Physical Therapy, we are committed to treating and using protected health information
about you responsibly. This Notice of Health Information Practices describes the personal information
we collect, and how and when we use and disclose that information. This Notice is effective January 1,
2008, and applies to all protected health information as defined by federal regulations.
Understanding Your Health Record Information
Each time you visit Equilibrium Physical Therapy, a record of your visit is made. Typically this
record contains your symptoms, examination, and test results, diagnoses, treatment, and a plan
for future care of treatment. This information, often referred to as your health or medical
record, serves as a:
Basis for planning your care and treatment
Means of communication among the many health professionals who contribute to your care
Legal document describing the care you received
Means by which you or a third party payer can verify that services billed were actually provided
A tool with which we can assess and continually work to improve the care we render and the
outcomes we achieve
Understanding what is in your record and how your health information is used helps you to: ensure its
accuracy, better understand who, what, where, and why others may access your health information,
and make more informed decisions when authorizing disclosure to others.
Your Health Information Rights
Although your health record is the physical property of Equilibrium Physical Therapy, the
information belongs to you. You have the right to:
Obtain a paper copy of this notice of information practices upon request
Inspect and copy your health record as provided for in 45 CFR 164.524
Amend your health record as provided in 45 CFR 164.528
Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528
Request communications of your health information by alternative means or at alternative
locations
Request a restriction of certain uses and disclosures of your information as provided by 45 CFR
164.522
Revoke your authorization to use or disclose health information except to the extent that action
has already been taken.
Our Responsibilities
Equilibrium Physical Therapy is required to:
Maintain the privacy of your health information
Provide you with this notice as to our legal duties and privacy practices with respect to
information we collect and maintain about you
Abide by the terms of this notice
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and No Show Policy.
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Patient Medical History
Name: ____________________________________________
Height: ______ Weight: ______

DOB: ___________________________________

Do you smoke? Yes / No

If yes, how often? __________________

Are you Pregnant? __________________________ Do you have a pacemaker? ________________________________
Please list any allergies: ______________________________________________________________________________
Previous complaints/surgeries: ________________________________________________________________________
Primary Complaint
What is your major complaint? ________________________________________________________________________
Start Date: ______________________________

Possible Cause: __________________________________

Previous doctors seen for complaint: ____________________________________________________________________
Previous treatment for complaint: ______________________________________________________________________
Symptom-Aggravating Factors: ________________________________________________________________________
Symptom-Relieving Factors: ____________________________________________________________________________
Time of Day Symptoms are Best: _______________________
Current Duration of Pain (circle one):

Intermittent

Current Level of Pain (circle one):

Mild

Time They Are Worst: _______________________
Constant

Moderate

Is your pain getting better or worse? _____________________

With Certain Motions
Severe

Excruciating

Have you had this injury before? ________________

Do You Have Any Of The Following? (Check all that apply)
AIDS/HIV

Anemia

Angina

Arteriosclerosis

Arthritis

Asthma

Blood Clots

Bone Infection

Cancer

Chemical Dependency

Circulation Problems Eye

Depression

Diabetes

Epilepsy

Infection

Heart Problems

Hemophilia

High/Low Blood Pressure

Joint/Bone Infection

Liver Problems

Lung Issues

Multiple Sclerosis

Musculoskeletal Problems

Pneumonia

Stroke

STI

Tuberculosis

Urinary Infection

Incontinence

Osteoporosis/Osteopenia

Jaw Pain/TMJ Dysfunction
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Mark All Areas of Discomfort

Name: ____________________________

Medications
MANDATORY FOR ALL MEDICARE PATIENTS
Name of
Medication

Frequency

Route of
Administration

Dosage

Credit Card on File Authorization Form
Please complete this form so we may keep your credit card on file. The information below is to
be completed by the cardholder. The undersigned agrees and authorizes Equilibrium Physical
Therapy, LLC to charge the credit card below for any balances on your account. You may at any
time elect to pay your balance with a different card than listed below. This form is required in order
to schedule appointments with Equilibrium as we have a firm 24-hour cancellation policy.

Name: ______________________________________________________________________
Address: _____________________________________________________________________
City/State/Zip: ________________________________________________________________
Phone Number: _______________________________________________________________
Email Address: ________________________________________________________________
Cardholder Name: _____________________________________________________________
Cards Accepted- VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS
Card Number __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __
Expiration Date __ __/ __ __ Security Code * __ __ __ __
(Security Code- 3 digits on back of your card, except AMEX- 4 digits on front of card)
Credit Card Billing Address: _____________________________________________________
City/State/Zip: ________________________________________________________________
Authorized Signature: __________________________________________________________

This information is confidential and your payment information will not be shared

Tel: (212) 472-5820

•

Fax: (646) 559-9617

•

261 East 78th Street, 2nd Floor, NY, NY 10075

Notice of Insurance Payments Policy

There are some insurance companies, such as Blue Cross Blue Shield, who may
send Equilibrium Physical Therapy’s payments directly to you. When you receive
checks from your insurance company, you are responsible for bringing the checks
in and signing them over to Equilibrium Physical Therapy within 7 business
days.
In addition to the checks, you must also submit the Explanation of Benefits
(EOBs) that come with the checks. These are necessary to know which dates of
service to apply the payments to in your account.
The insurance checks should not be cashed by you. If they are, you are
responsible for paying the full amount of the insurance checks to Equilibrium
Physical Therapy by check or cash. We will not accept credit card payments for
these transactions.
Thank you for your cooperation and understanding.
Signature:

Date:

By signing above, I understand and agree to the terms of the Notice of Insurance
Payments Policy. I agree to sign all insurance checks over to Equilibrium Physical
Therapy with the Explanation of Benefits within 7 business days of receiving the
checks. If I cash the checks, I am responsible for paying the full amount of the
checks to Equilibrium Physical Therapy by cash or check.

A. Notifier: Equilibrium Physical Therapy
B. Patient Name: ________________________________

Advance Beneficiary Notice of Non-coverage
(ABN)
NOTE: If your insurance company doesn’t pay for D. below, you may have to pay.
Commercial insurance and Medicare do not pay for everything, even some care that you or your
health care provider have good reason to think you need. We expect Medicare and commercial
payers may not pay for the D.
below.
D.
E. Reason Insurance May Not Pay:
F. Estimated
Cost
1.) Physical Therapy Services

1.) Medical Review Decision

2.) Wellness Services
2.) Wellness services are not covered by Medicare

Ask the front Desk
for more
information
regarding the
specific service
rendered

WHAT YOU NEED TO DO NOW:
• Read this notice, so you can make an informed decision about your care.
• Ask us any questions that you may have after you finish reading.
• Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2 and have Medicare, we may help you to use
other insurance you have, but Medicare cannot require us to do this.

G. OPTIONS:

Check only one box. We cannot choose a box for you.

□ OPTION 1. I want the D. listed above. You may ask to be paid now, but I also want
Medicare or my commercial insurance to be billed for an official decision on payment. I
understand that if my insurance doesn’t pay, I am responsible for payment, but I can appeal to
my insurance provider. If my provider does pay, you will refund any payments I made to you,
less co-pays or deductibles.
□ OPTION 2. I want the D. listed above, but do not bill my insurance. You may ask to be
paid now as I am responsible for payment. I cannot appeal if Medicare or my commercial
insurance is not billed.
□ OPTION 3. I don’t want the D. listed above. I understand with this choice I am not
responsible for payment, and I cannot appeal to see if Medicare my commercial insurance
would pay.
H. Additional Information:
This notice gives our opinion, not an official insurance decision. If you have other questions on
this notice or insurance billing, ask our front desk or call your insurance provider.
Signing below means that you have received and understand this notice. You also receive a copy.
I. Signature:

Form CMS-R-131 (Exp. 06/30/2023)

J. Date:

Form Approved OMB No. 0938-0566
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Late Policy
Patient Information
Name:
Date of Birth:

I acknowledge that Equilibrium Physical Therapy may choose charge a $35.00 late fee,
if I arrive more than 20 minutes after my scheduled appointment time and I am using my
insurance plan. If I am more than 35 minutes late, I am responsible for the $75 late cancel/no
show fee. We are unable to bill your insurance for your full treatment if you are late, and this
fee allows our clinicians to be compensated for their time.

Signature:
Date:

Phone: (212) 472-5820 • Fax: (646 ) 692-9318 • 261 East 78th Street, 2nd Fl

Financial Agreement
Patient Information
Name: __________________________________________
Date of Birth: ________________________

I acknowledge that Equilibrium Physical Therapy may choose reduce or waive cost
sharing (co-insurance and deductible) by the patient in order to provide financial assistance
to the patient. This decision is dependent upon the financial need to obtain medically
necessary treatment.

Signature: ________________________________________________________
Date: __________________

