
 

 

 

       NEW PATIENT INFORMATION.  (Fields marked with an * are not required) 

      DATE: _______________________ 

     NAME: ______________________________________________________________________________________________ 

     ADDRESS: ____________________________________________________________________________________________ 

     CITY: _____________________________________ STATE: ____________        ZIP CODE: _______________________ 

     HOME PHONE:______________ CELL PHONE: ______________ EMAIL:__________________________________________ 

     DATE OF BIRTH: _____________  SEX (PLEASE CIRCLE):    MALE      FEMALE *SOCIAL SECURITY: ___________________ 

     EMPLOYER: ___________________________________________________ WORK PHONE: _______________________ 

     OCCUPATION: _________________________________________________________________________________________          

     RESPONSIBLE PARTY FOR PATIENT: ________________________________ TELEPHONE: _________________________ 

     PRIMARY INSURANCE COMPANY: _________________________________________________________________________ 

     SECONDARY INSURANCE COMPANY: ______________________________________________________________________ 

     REFERRING PHYSICIAN: ____________________________________ 

     BRIEF DESCRIPTION OF PHYSICAL COMPLAINT / INJURY / ACCIDENT: ____________________________________________ 

 

     CANCELLATION POLICY  

     Please call 24 hours in advance of canceling an appointment. The clinic reserves the right to assess a $25.00 fee for canceling less 
      than 24 hours in advance or failing to attend a scheduled appointment.  
 
     EMERGENCY CONTACT INFORMATION 

     NAME:_____________________________________________  RELATIONSHIP: ______________________ 

     TELEPHONE 1: _______________________________________  TELEPHONE 2: _______________________ 

     RELEASE OF INFORMATION 

     I hereby authorize my physician to release any medical information to this facility upon request. I certify the above information 
     to be true and correct to the best of my knowledge. I will notify this facility of any changes to the above information. 
      
    I hereby authorize Bear Canyon Therapy Associates to furnish information to insurance carriers concerning my illness and  
    treatments and I hereby assign Bear Canyon Therapy Associates all payments for medical services rendered to me or my  
    dependents. 
 
      I have been informed of my insurance benefits and eligibility and I understand that I am responsible for the deductible/co-pay/co 
     insurance in accordance with my insurance policy and for services not covered by my insurance. 
      

    Signature of Patient/Responsible Party: ____________________________  Date: ________________________ 



 



 

 

  

Patient’s Name: _____________________________________________ 

 

PATIENT’S BILL OF RIGHTS 

The New Mexico Association for Rehabilitation Agencies states your rights as a patient are as follows: 

1. You have the right to be fully informed by the clinical agency of all your rights. 

2. You have the right to appropriate and professional care relating to physician’s orders. 

3. You have the right of choice of care providers. 

4. You have the right to receive information necessary to give informed consent prior to the start of any 

treatment or procedure. 

5. You have the right to refuse treatment within the confines of the law and to be informed of the 

consequences of your actions. 

6. You have the right to privacy. 

7. You have the right to receive a timely response from the agency to your request for service. 

8. You shall be admitted for service only if the agency has the ability to provide safe and professional care 

at the level of intensity needed. You have the right to reasonable continuity of care. 

9. You have the right to be informed within a reasonable time of anticipated termination of service or 

plans for transfer to another facility. 

10. You have the right to voice grievance and suggest changes in service or staff without fear of restraint or 

discrimination. 

11. You have the right to be fully informed of agency policies and changes for services, including eligibility 

for third party reimbursements.  

12. If you are denied services solely on your inability to pay, you have the right to be referred elsewhere. 

13. You (and the public) have the right to be honest, accurate information regarding the rehabilitation 

industry in general and your agency in particular. 

The State Home Health Care (Rehabilitation Agencies) Agency hotline number is 1-800-752-8649. Please feel 

free to call this number if you have any concerns about your care. 

I have read the above patient/clinic rights and have discussed these with the therapist. 

 

X
P a t i e n t / R e s p o n s i b l e  P a r t y

                           

X
Date

 

 



 



 



  

Medicare will not pay for:   Physical Therapy and Speech-Language Pathology          _ 
Services over $2230 for 2023 



 

Bear Canyon Therapy Associates 

 

Financial Policy 
 

In order to reduce confusion and misunderstanding between our patients and the practice we have 

adopted the following financial policy. If you have any questions about the policy, please discuss them 

with our billing specialist. We are dedicated to providing the best possible care and service to you and 

regard your complete understanding of your financial responsibilities as an essential element of your 

care and treatment. 

 

Unless other arrangements have been made in advance by either you or your health coverage carrier, 

full payment is due at the time of service. We accept cash, check, Mastercard, Visa, Discover, and 

American Express for your convenience. 

 

Your Insurance 

We have made prior arrangements with many insurers and other health plans to accept assignment of 

benefits. We will bill those plans which we have contracted with and will only require you to pay the 

authorized co-payment and deductible at the time of service. It is the policy of our office to collect the co-

payment and unmet deductible if applicable when you arrive for your appointment. 

 

Any unmet deductibles and/or balances remaining after your insurance has paid are your financial 

responsibility. Verification of benefits is not a guarantee of payment.   In the event that your health 

plan determines a service to be “not covered,” you will be responsible for the complete charge. 

 

For all services rendered to minor patients, we will look to the adult accompanying the patient, parent or 

guardian with custody for payment. 

 

I have read and understand the financial policy of Bear Canyon Therapy Associates and I agree 

to be bound by its terms. I agree that should I fail to pay any amount due, I will be responsible for 

any collection and/or attorney fees. I also understand and agree that such terms may be 

amended from time to time by the practice. 

*A $25 late fee will be applied on all accounts 30 days past due.  

 

__________________________________________ _________________ 
Signature of Patient or Responsible Party Date 
 
 
You can expect to receive a monthly statement while receiving treatment at this facility, detailing all 
transactions and notifying you of any balance due 
 

 

 

 

 

 

 

 



 

 

PATIENT NAME: __________________________    DOB:______________   THERAPIST: _________________DATE: __________ 

 

 

 

 

 

 

 

 

 

 

 

Have you had this problem/injury before?  Yes    No  

If yes, approximate dates:__________________________________________________________________________________________ 

What makes your pain better? _____________________________________________________________________________________ 

What makes your pain worse? _____________________________________________________________________________________ 

Is your pain:   ⁪ Getting better?    ⁪ Getting worse?   ⁪ Staying the same?    ⁪ Constant?     ⁪ Intermittent? 

With this condition, when did your pain start? ________________________________________________________________________ 

What is your goal in therapy? ______________________________________________________________________________________ 

Do you have any special learning needs? 

PLEASE MARK ALL THAT APPLY: 

⁪ No  ⁪ Yes  Visual________________________ 

⁪ No  ⁪ Yes  Hearing_______________________ 

⁪ No  ⁪ Yes  Reading_______________________ 

⁪ No  ⁪ Yes  Learning______________________ 

⁪ No  ⁪ Yes  Speech _______________________ 

⁪ No  ⁪ Yes  Other_________________________ 

Would you like any specific information related to your 

accident / illness / injury? 

PLEASE MARK ALL THAT APPLY: 

⁪ No  ⁪ Yes  Equipment_____________________ 

⁪ No  ⁪ Yes  Community Resources____________ 

__________________________________________ 

⁪ No  ⁪ Yes  Other__________________________ 

Is there anything else we should know about that may affect treatment and/or progress? (i.e. language barriers, cultural or religious beliefs,          

scheduling or transportation issues) ___________________________________________________________________________ 

________________________________________________________________________________________________________________ 

Do you have any questions at this time about how to obtain further treatment following future discharge from therapy? 

________________________________________________________________________________________________________________ 

 

Patient Signature: ______________________ Date: ____________ Therapist Signature:___________________  Date: ___________ 



 

 

 

Patient Medication List 

   Name: _________________________________     Date: ___________________ 

Medication Dosage Frequency Duration 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    



 


