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Date: ______________________ 
 
Patient information 

Name: ________________________________    Date of Birth: _____________________ 

Address: ______________________________    Social Security #:__________________ 

City/State/Zip: __________________________   Primary phone #:__________________  

Email address: ______________________________________________________________________ 

Power Of Attorney:    □ YES    □ NO     For (medical, financial, both):__________________________ 

Name, Address, Phone of POA: __________________________________________________________ 

____________________________________________________________________________________  

 

Do you have a prescription for outpatient therapy?  □  Yes (keep for file)    □ No (obtain prior to eval) 

Who can we thank for referring you? 

Referring Provider/Physician: _____________________________   Location: ______________________ 

Are you currently receiving home health therapy or skilled nursing services?    □ No     □ Yes 

If yes, list provider name here: _____________________________________________ 

Primary Insurance:     □  Medicare Part B       □ Other         □ Copy of insurance card on file 

Insurance:_____________________________________       ID Number: _________________________ 

Group Number: _________________                      Effective Date: _______________________  

 
Secondary Insurance 

Insurance:_____________________________________       ID Number: _________________________ 

Group Number: _________________               Effective Date: _______________________ 

Insurance and Billing: 
Please sign below to confirm that the information above is correct. Goodcare AtHome Rehab, LLC will 
submit a billing to insurances listed, and any remaining amount noted as patient responsibility will be 
invoiced to the patient for payment.   

I understand that BILLING OF INSURANCE IS A SERVICE ONLY AND NOT A GUARANTEE OF PAYMENT. If my 
insurance carrier requires pre-certification for services, I understand that I may need to get the necessary approvals. 

 
Medicare will not cover therapy services in conjunction with patients receiving home health services billed 
under Part A at the same time. If at any point during your therapy you are receiving home health services, 
please let us know immediately. You must be completely discharged from home health prior to beginning 
or returning to therapy to ensure Medicare payment for services by Goodcare AtHome Rehab, LLC. 
 
ASSIGNMENT OF INSURANCE BENEFITS: I authorize payment of medical benefits payable to me, directly to the 
Company and/or Provider. The rates will not exceed regular charges for similar services. 

 
Signature of Patient or Responsible person/POA: ____________________________________________  

Date ____/____/_______ 
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Goodcare AtHome Rehab 
 
FINANCIAL RESPONSIBILITY: I agree to pay and guarantee payment in full of any and all charges for services 
provided or to be provided to the patient (“Patient”) by Goodcare AtHome Rehab, LLC (“Company”) and by 
healthcare providers employed by the Company who may provide services during this patient visit or stay (a 
“Provider”). I acknowledge that I may be responsible for my co-pay, co-insurance or services not covered by my 
insurance plan. In addition, I authorize the transfer of monies paid to the Company by or on behalf of the Patient and 
otherwise refundable to the Patient or Guarantor, to other accounts at this Company or any other entity for which the 
Patient or Guarantor is responsible. 
 
PATIENT RESPONSIBILITY: As part of our mission, we make every effort to see our patients on a timely basis. This 
requires your cooperation, and effort to be present at the location and time of treatment session. I agree that if there 
are 2 consecutive missed appointments without contacting our office, no shows or erratic / inconsistent attendance, I 
may be subject to discharge. In this event the Company may notify my physician and insurance provider (for work 
comp cases).   
 
APPOINTMENT CANCELLATION: If I need to cancel or reschedule, I will provide your office with 24 hour prior 
notice. Missed appointments, late cancellations, and no-shows will incur a $40.00 fee, are subject to our policy above 
and must be paid prior to the next visit. X___________________ 
 
MEDICARE CERTIFICATION: The information given by me in applying for payment under Titles V, XVII and/or XIX 
of the Social Security Act is correct. I request that payment of benefits under Title XVII (Medicare) of the Social 
Security Act for any services provided by this Company be made on my behalf. 
 
CONSENT FOR HEALTHCARE SERVICES AND RELEASE OF MEDICAL INFORMATION: I consent to services 
from healthcare Providers practicing with this Company. I am aware that the provision of healthcare is not an exact 
science and I agree that no guarantees have been made or implied. I consent to the use and disclosure of protected 
health information about me for treatment, payment, claims processing and healthcare operations. I understand and 
agree that my health information may be disclosed to my family member, other relatives, close personal friends, or 
others who are involved in my healthcare or payment for my healthcare. I assume all risks of injury incurred or 
suffered while receiving healthcare services by Goodcare AtHome Rehab and, if applicable, on the premises of their 
partner facilities.  I hereby waive, release, and discharge any and all claims for damages for personal injury, death, or 
property damage which I have, or which may hereafter accrue to me (its officers, officials, employees, and agents) 
from any and all liability arising out of or connected in any way with my participation in said activities, even though 
that liability may arise out of negligence or carelessness on the part of the persons or entities mentioned above. It is 
further agreed that this waiver, release and assumption of risk is to be binding on my heirs and assigns.  I agree to 
indemnify and to hold the above persons or entities free and harmless from any loss, liability, damage, cost, or 
expense, which may incur as a result of my death or injury or property damage that I may sustain while participating 
in said activities.   
 
I give my permission to be photographed and or/or filmed for treatment and general marketing purposes.   
 
HIPAA – Acknowledgement of Receipt of Notice of Privacy Practices: Upon my request, I certify that I have been 
provided with a copy of the Notice of Privacy Practices. I am aware that the Notice may be changed at any time and 
that I may obtain a revised copy of the Notice by requesting one at the Provider location. 
 
RELEASE OF INFORMATION: If you approve release of information to someone other than your referring physician, 
medical POA, or care facility staff where you reside, please list the names and their relationship to you: 
 

Name: ________________________________________ Relationship:____________________ 
 
 
 
 MY SIGNATURE BELOW INDICATES ACKNOWLEDGEMENT AND APPROVAL OF THE ABOVE 
UNLESS OTHERWISE MARKED AND INITIALED. 
 
______________________________________               __________________               _________  
Signature of Patient or POA/Responsible party*   Relationship   Date 
 

_________________________________________________________________________________________________________ 
Address, City, State, Zip code (if responsible party is someone other than patient)   Phone number 

 
* Anyone signing on behalf of a Patient hereby confirms that he/she is authorized to consent on the Patient’s behalf. 


