
OAKLAND PHYSICAL THERAPY, PA  Dr. Robert Freund, DPT 

   Orthopedic and Sports Rehabilitation 43 Yawpo Ave, Suite 10 Oakland, NJ 07436 

Medicare Patient Registration Form 

 

Last Name: ________________________ First Name: _______________________ MI: _____ 

Date of Birth: ______________________ SSN: _____________________  

Gender: M    F    Minor   Single   Married   Long Term Partner   Widowed   Separated   

Street Address: __________________________________ City: __________________________ 

State: _______ Zipcode: ____________ Home Phone: __________________________________ 

Cell Phone: _________________________ E-mail Address: ______________________________ 

Employer: __________________________________ Phone: ____________________________ 

Emergency Contact: _____________________ Relationship: _____________ Phone: _________ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Medicare Insurance Information 

Primary Insurance: ___________________________ ID#: _______________________________ 

Subscriber’s Name: _______________________ DOB: ___________ Relationship: ___________ 

Address: ______________________________________________ Phone: __________________ 

Provider Services Phone: __________________ Billing Address: __________________________ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Secondary Insurance Information 

Secondary Insurance: ___________________________ ID#: _____________________________ 

Subscriber’s Name: _______________________ DOB: ___________ Relationship: ___________ 

Address: ______________________________________________ Phone: __________________ 

Provider Services Phone: __________________ Billing Address: __________________________ 

 



Physician Information:  

Referring Physician: ___________________________________ Phone: __________________ 

Address: _____________________________________ Fax: ____________________________ 

Primary Care Physician (if different from above): _____________________________________ 

Date of last physical exam: ______________  

 

Current Complaint: 

Briefly describe the reason for your visit: ____________________________________________ 

______________________________________________________________________________ 
Date Symptoms Began: ________________ How did your problem start? __________________ 

______________________________________________________________________________ 

Have you had any diagnostic testing? X-Ray    MRI    CT Scan    EMG    Other  

What were the results? _________________________________________________________ 

 Have you had surgery for this condition? Y  N   Date of Surgery (if applicable): ____________  

Do you have a history of falls? ____________________________________________________ 

What is your current Height: __________ Weight: _____________ 

 

What is your AVERAGE or TYPICAL pain?  

None ---- 0 ---- 1 ---- 2 ---- 3 ---- 4 ---- 5 ---- 6 ---- 7 ---- 8 ---- 9 ----10 ---- Worst imaginable  

Have you ever had this symptom or injury before? Y   N   

If yes, explain treatment and outcome: _____________________________________________ 

What makes problem: Worse? _________________________ Better? _____________________ 

 

Please list any PRESCRIPTION medications you are taking: ____________________________ 

______________________________________________________________________________ 
Have you taken any OVER-THE-COUNTER medication in the past 2 weeks? (Please check Y or N) 

Y  N  Anti-inflammatory Y  N  Decongestant  Y  N  Vitamins/Minerals/ 

 (Advil, Aleve)   (Mucinex, Sudafed)   Supplements 

Y  N  Pain Reliever  Y  N  Antihistamine  Y  N  Other: _____________ 

 (Tylenol)  (Zyrtec, Claritin) 



Do you: Smoke? Y  N    Drink Alcohol? Y  N   How often? ______ Use other drugs? Y  N  

Please list any previous surgeries, or other conditions for which you have been hospitalized: 

Date (Approx)   Surgery/Reason for hospitalization 

___________  ____________________________________________________________ 

___________  ____________________________________________________________ 

___________  ____________________________________________________________ 

 

Have you had physical therapy previously? Y  N  

Date (Approx)   Injury  

___________  ____________________________________________________________ 

___________  ____________________________________________________________ 

___________  ____________________________________________________________ 

 

Have you ever had any of the following? (Please check Y or N) 

Y  N  Angina/ Chest Pain  Y  N  Osteoporosis  Y  N  Epilepsy 

Y  N  Kidney Disease   Y  N  Anemia  Y  N  Stroke 

Y  N  High Blood Pressure   Y  N  Depression   Y  N  Asthma 

Y  N  Tuberculosis    Y  N  Hepatitis   Y  N  Multiple Sclerosis 

Y  N  Diabetes   Y  N  Thyroid Problems  Y  N  Pacemaker 

Y  N  Emphysema    Y  N  HIV/ AIDS  Y  N  Rheumatoid Arthritis 

Y  N  Other Arthritic Conditions  Y  N  Circulation Problems 

 

If you checked yes for any of the above conditions, please explain: _______________________ 

______________________________________________________________________________ 

 

Y  N  Heart Disease/ Heart Attack: If yes, describe___________________________________ 

Y  N  Cancer: If yes, what type? __________________________________________________ 

Y  N  Chemical Dependency (e.g. Alcoholism): If yes, describe __________________________ 

Y  N  Allergies: If yes, list _______________________________________________________ 



 

In the past three months, have you experiences any of the following? (Please check Y or N) 

Y  N  Fever/ Chills/ Sweats: If yes, describe ________________________________________ 

Y  N  Unexplained weight change: If yes, describe ___________________________________ 

Y  N  Fatigue: If yes, describe ____________________________________________________ 

Y  N  Nausea/ Vomiting: If yes, describe ___________________________________________ 

Y  N  Changes in bowel/ bladder function (difficulty, frequency, etc) If yes, describe _______ 

______________________________________________________________________________ 
 

Y  N  Dizziness/ Lightheadedness: If yes, describe ___________________________________ 

Y  N  Numbness/ Tingling: If yes, describe _________________________________________ 

Y  N  Shortness of breath: If yes, describe _________________________________________ 

 

For Women: (Please check Y or N) 

Have you ever been pregnant? Y  N     Number of pregnancies ________ 

Are you currently pregnant? Y  N   Are you taking fertility drugs? If yes, list _________ 

 

Please sign and date below authorizing that the information provided above is correct to the 

best of your knowledge. 

 

Signature: ___________________________________ Name: ________________________ 

Date: ________________________ 

 

 

 

 

 

 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Instructions:  
1. Place an “X” on each area of the body 

diagram where you are feeling 
symptoms.  

2. Write the date each area of symptoms 
started for this episode, to the best of 
your memory.  

 

 
 

 
 

→ 

← 

Date 

Date 

This list provides some examples of 
words that may help describe your 
symptoms. Check all that apply. 
 ___ Sharp         ___ Shooting    
 ___ Burning     ___ Dull        
 ___ Ache          ___ Tingling 
 ___ Heavy        ___ Tight           
 ___ Throbbing ___ Numb     
 ___ Pulling       ___ Stabbing  
 

This list provides words that may help 
describe the behavior of your 
symptoms. Check all that apply. 
___ Constant (never goes away) 
___ Intermittent (relieved in some                                      
 positions or at rest) 
___ Variable (sometimes worse than 
 other times) 
___ Unchanging (always the same) 
___ No symptoms  
 

How are your symptoms progressing 
recently? 
 ___ Improving 
 ___ Worsening  
 ___ Staying the Same  
 

Current Symptoms- 

Assessment Chart 

 

Patient Signature: ____________________________________________ Date: ___________________________ 



 

OAKLAND PHYSICAL THERAPY, PA  Dr. Robert Freund, DPT 

   Orthopedic and Sports Rehabilitation 43 Yawpo Ave, Suite 10 Oakland, NJ 07436 

 

Policy Agreement 
Payment Policies:  

 Patients are responsible for any co-payments, deductibles and co-insurances from their insurance company.  

 Payment is expected at the time services are rendered, unless other agreements have been made in advance.  

Payment by check should be made out to Oakland Physical Therapy.  

 I authorize Oakland Physical Therapy to release my insurance carrier, upon their legal request, any information 

acquired during the course of my examination and treatment and permit payment be made directly to Oakland 

Physical Therapy. 

 Medicare Patients: I understand that Medicare may deny payment for certain services, such as services they 

determine are not medically necessary, I agree to be personally and fully responsible for such charges. If I do not 

have secondary medical insurance I will be fully responsible for costs that Medicare does not cover. If I do have 

secondary insurance coverage and my secondary plan has a co-payment, I will be fully responsible for this amount.  

 All Non-Medicare Patients: I understand that it is my responsibility to know my insurance policy and to bring the 

most recent insurance card to each visit. If my plan requires a referral and I fail to bring one, I understand that I will 

not be seen by the therapist unless I pay cash for the visit. If I choose to pay cash, I will be provided the 

appropriate documentation from the office to submit the claim on my own behalf. If there is a discrepancy in the 

amount reimbursed by my insurance carrier, I agree to pay the rate set by Oakland Physical Therapy. This 

agreement, therefore supersedes any purported terms claimed by any managed care or other insurance company.  

  Cancellation Policy: Appointments should be scheduled, changed or canceled at least 24 hours in advance. There 

will be a $25.00 fee charged if I miss an appointment without giving 24 hour notice. 

 Red Flag Identity Theft Rule: We are now required by law to ask for a photo ID at the time of each visit. Please 

have your photo ID with you at all times.  

 

I hereby authorize use of this signature on all submission of insurance claims. 

_________________________________________    ___________________________________________ 

Signature of Patient or Legally Responsible Person       Name (Please Print) 
 
_________________________________________    ____________________________________________ 
Relationship/Reason why patient is unable to sign  Date 
 
 
 



 

OAKLAND PHYSICAL THERAPY, PA  Dr. Robert Freund, DPT 

   Orthopedic and Sports Rehabilitation 43 Yawpo Ave, Suite 10 Oakland, NJ 07436  

  
Privacy Practice Notice 

 
Patient Name: __________________________________________ Date of Birth: __________________ 
 
I have received this practice’s Notice of Privacy Practices written in plain language. The notice provides in detail the uses 
and disclosures of my protected health information that may be made by this practice, my individual rights and practice’s 
legal duties with respect to my protected health information. The Notice includes:  
  

 A statement that this practice is required by law to maintain the privacy of protected health information. 

 A statement that this practice is required to abide by the terms of the notice currently in effect. 

 Types of uses and disclosures that this practice is permitted to make for each of the following purposes: treatment, 
payment and health care operations. 

 A description of each of the other purposes from which this practice is permitted or required to use or disclose 
protected health information without my written consent or authorization. 

 A description of uses and disclosures that are prohibited or materially limited by law. 

 A description of other uses and disclosures that will be made only with my written authorization and that I may 
revoke my authorization. 

 My individual rights with respect to protected health information and a brief description of how I may exercise 
these rights in relation to: 

o The rights to complain to this practice and to the Secretary of HHS if I believe my privacy rights have been 
violated, and that no retaliatory actions will be used against me in the event of such a complaint. 

o The right to request restrictions on certain uses and disclosures of my protected health information, and 
that this practice is not required to agree to a requested restriction. 

o The right to receive confidential communications of protected health information. 
o The right to inspect and copy protected health information. 
o The right to amend protected health information. 
o The right to receive an accounting of disclosures of protected health information.  
o The right to obtain a paper copy of the Notice of Privacy Practices from this practice upon request.  

 
This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new provisions effective 
for all protected health information that it maintains. I understand that I can obtain this practice’s current Notice of Privacy 
Practices on request.  
 
Signature: _______________________________________________ Date: ________________________ 
 
Relationship to patient (if signed by a personal representative of patient): ________________________ 

 
 
 
 
 
 
 
 
 



 

 

OAKLAND PHYSICAL THERAPY, PA  Dr. Robert Freund, DPT 

   Orthopedic and Sports Rehabilitation 43 Yawpo Ave, Suite 10 Oakland, NJ 07436 

 
To All Physical Therapy Patients:  
  
Below are a few notes that we ask you to review regarding physical therapy prescriptions and our policy on 
electrodes that may be used for electric stimulation during your physical therapy treatment. 
 
This facility uses disposable electrodes when using electric stimulation as a modality on our patients. We use 
disposable electrodes that are used solely on each patient and after discharge, the electrodes are discarded.  
Due to the concern regarding AIDS and other infectious disease, this clinic follows a strict protocol using 
disposable electrodes. We feel that by using disposable electrodes we are offering the safest treatment possible 
and decreasing the possibility of spreading infectious diseases to our patients.  
 
Therefore, there is a one-time $10.00 charge for these electrodes. We will collect this fee on the date of service 
in which electric stimulation is initially provided to you.  
 
All prescriptions for physical therapy are written for a specific time frame, i.e., “3 times a week for 4 weeks”. 
This means that you have 12 available sessions for physical therapy that must be completed within four weeks 
of starting the therapy. Medicare requires that therapy be completed within 30 days of the date the prescription 
is written.  
 
In order to continue physical therapy after the time period has expired you must get a new prescription. You can 
obtain a new prescription by calling your physician and asking them to fax a new prescription to our facility or by 
returning to the physician for an office visit.  
 
It is your responsibility to see that you have a current prescription at all times while undergoing physical 
therapy. We are more than happy to provide you with a copy of your prescription for your records, and we will 
do our best to remind you when it is getting close to expiring. When you get toward the end of your initial 
number of visits, please contact your physician to renew the prescription; there should never be a time in which 
you do not have a current prescription on file.  You will be held responsible for all costs incurred on an expired 
prescription that your insurance does not cover. 
 
Also, please advise our staff of your upcoming doctor’s visits so we can have Dr. Freund forward a progress note.  
 
If you have any questions regarding the above information, please feel free to ask our staff at any time.  
 
Sincerely, 
Oakland Physical Therapy 
 
 
Dr. Robert Freund, DPT 
 
 
 



 

 

OAKLAND PHYSICAL THERAPY, PA  Dr. Robert Freund, DPT 

   Orthopedic and Sports Rehabilitation 43 Yawpo Ave, Suite 10 Oakland, NJ 07436 

 

Medicare Patients 
 

Dear Medicare Patients: 
 
 Oakland Physical Therapy has been a participating Medicare Provider for over 25 years. Presently 
Medicare has yearly limitations, or caps, on outpatient therapy services.  
  
 Currently Medicare patients are allowed to receive up to $1,800.00 of therapy care per year. If services 
go over the $1,800.00 limit, we can request, with proper medical documentation, for the cap to be raised to 
$3,600.00 for the year.  
  
 Any amount over the $3,600.00 yearly limit will require that the patient’s medical documentation be 
manually reviewed. Medicare has 30 days to decide if they will approve these services over the cap. If denied, 
our office will make every effort to appeal this decision.  
  
 Our office and staff understand that there are times when patients have multiple injuries during the 
course of one year. We will submit all medical documentations for your appeals over $3,600.00, however if our 
requests are declined we have no alternative except to charge our patients a base fee of $55.00 per session. This 
charge is approximately half of the Medicare reimbursement fee.  
 
 Attached is the “Advanced Beneficiary Notice of Noncoverage (ABN)” from Medicare. We ask that you 
please review your options and make a decision about your care. Our facility usually recommends you choose 
Option 1, which allows us to appeal on your behalf; however you will still be responsible for payment if they 
decline our appeal.  
 
 Please sign below that you have read and understand the information stated above. Also, please review 
the following page, choose an option and sign and date in boxes I. and J.  
 
  Should you have any questions, please feel free to contact our office.  
 
 
Oakland Physical Therapy, PA 
 
 
 
_______________________________________________________      ________________ 
   Patients Signature     Date 
 
 
 
 
 



 

A. Oakland Physical Therapy 
B. Patient Name: _______________________C. Identification Number: _________________ 

 

Advance Beneficiary Notice of Noncoverage (ABN) 

NOTE:  If Medicare doesn’t pay for D. Physical Therapy Services below, you may have to pay. 

Medicare does not pay for everything, even some care that you or your health care provider have  

good reason to think you need. We expect Medicare may not pay for the D. Outpatient Physical Therapy below.  

D. E.Reason Medicare May Not Pay: F. Estimated       
Cost 

 
Outpatient Physical Therapy 
 
 
 
 
 

Patient may exceed the yearly 
maximum allowed.  
$1,800.00 
$3,600.00 (with documentation and 
modifier) 

Approximately 
$100-$120 per 
session 

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. Physical Therapy Services listed above. 
Note:If you choose Option 1 or 2, we may help you to use any other insurance that you might 

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. Physical Therapy Services listed above.  You may ask to be paid now, but I also want 

Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN).  I 

understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by 

following the directions on the MSN.  If Medicare does pay, you will refund any payments I made to you, less co-

pays or deductibles.   

☐OPTION 2.   I want the D. Physical Therapy Services listed above, but do not bill Medicare. You may ask to be 

paid now as I am responsible for payment. I cannot appeal if Medicare is not billed.     

☐OPTION 3. I don’t want the D. Physical Therapy Services listed above.  I understand with this choice I am not 

responsible for payment, and I cannot appeal to see if Medicare would pay. 

   H. Additional Information: 

 

This notice gives our opinion, not an official Medicare decision.  If you have other questions on this notice or 

Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).   

Signing below means that you have received and understand this notice. You also receive a copy.  
 I. Signature: J. Date: 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number.  The valid OMB control number for this information collection is 0938-0566.  The time required to complete this 
information collection is estimated to average 7 minutes per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of 
the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Baltimore, Maryland 21244-1850.     

Form CMS-R-131 (03/11)      Form Approved OMB No. 0938-0566 


