PHYSICAL THERAPY

Telehealth Patient Consent

Patient Name: Date:

Date of Birth: / /

Purpose: The purpose of this form is to obtain your consent to participate in a Telehealth Consultation for Orthopedic,
Pelvic, and Wellness Physical Therapy.

1. Nature of Telehealth Consult: During the telehealth consultation:

a. Details of your medical history, examinations, imaging, and tests will be discussed with other health
care professionals through the use of interactive video, audio ad telecommunication technology.

b. A physical examination may take place.

c. Video, audio and/or photo recording may not be taken during the procedure(s) or service(s).

2. Medical Information & Records: All existing laws regarding your access to medical information and copies of your medical
records apply to this telehealth consultation. Please note, telecommunications are not recorded though written, clinical
(SOAP) notes may be maintained.

3. Confidentiality: Reasonable and appropriate efforts have been made to eliminate any confidential risks associated with
telehealth consultation, and all existing confidentially protections under state and federal law apply to information
disclosed during this telehealth consultation.

4. Rights: You may withhold or withdraw your consent to the telehealth consultation at any time without affecting your right
to future care or treatment.

5. Disputes:

6. Risks, Consequences & Benefits: You have been advised of all the potential risks, consequences and benefits of telehealth.

Your health care provider has discussed with you the information provided above.

| agree to participate in (Your Company) for the procedure(s) and/or service(s) above.

Signature: Date:

If sighed by someone other than the patient, indicate the relationship:

Witness Signature: Witness Name in Print:

Date:

peregrinept.org e romy@peregrinept.org ¢ (925)750-8126 e fax (510) 250-3209



PHYSICAL THERAPY

Patient Intake

Name:

Date of Birth:

Phone (mobile):

Phone (alternate):

Email:

Home Address:

Gender assigned at birth: (circle) M, F

Pronoun: (circle): M, F, TF, TM, They, NB, Other

Employer:

Occupation:

Supervising MD, DO, Pa, or NP:
-name:

-address:

-phone number:

-fax number:

Emergency Contact, Phone Number, and Relationship:

Medical Insurance Carrier:

How did you hear about Peregrine PT?

Current Health Concerns/Co-morbidities:

Current Medications:

Surgeries/Procedures:
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Consent for E-mail/Text Communication and Appointment Reminders

We respect the privacy rights of all our patients and will therefore only communicate with patients and parents/guardians
through email, text or voice mail messaging with your written consent. Email can be inherently insecure if your email
service does not use encryption. Also, if your email address is through your employer, your employer may have access to
your email box. Voice mail may also be insecure, especially if you use a VOIP phone service. When you consent to
communicating with us by email, text or phone, you are agreeing to accept the risk that your protected health
information may be intercepted by persons not authorized to receive such information. Since we do not control the email
and phone systems you use, we are not responsible for any privacy or security breaches that may occur through
voicemail, email or text communications that you have consented to.

You may choose to limit the type of voicemail, email or text communication you have with us if you wish to limit your risk
of exposing your protected health information to unauthorized persons. Please indicate below what types of
correspondence you consent to receive by email or text.

[0 1do not consent to any voicemail, email or texting communication.
[1 | consent to receiving communication about the scheduling of appointments (limiting the information
disclosed) by the following means: (check all that you consent to)

0 Email
[] Text
[0 Voicemail

[0 Ilconsent to all communication, including but not limited to communication about my medical condition
and advice from my health care providers by the following means: (check all that you consent to)

0 Email
[] Text
[0 Voicemail
E-mail address:
Phone number:
Patient Signature: Date
Parent/Guardian Signature: Date
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PHYSICAL THERAPY

Payment Agreement and HIPAA Acknowledgement

Thank you for choosing Peregrine Physical Therapy, Inc. as your physical therapy provider. Before we begin services,
please sign below indicating you have read, understand and agree to the following payment policies.

You agree to be financially responsible for all charges regardless of any applicable insurance or benefit payments,
third-party interest, or the resolution of any legal action or lawsuits in which you may be involved.

Payment is expected at the time of service unless you make other payment arrangements with us.
Out-of-Network Policy. (Commercial Health Plans - Does not apply to Medicare) If we are out-of-network with
your health plan and you have out-of-network benefits, we will provide you with a copy of your bill that you can,
at your discretion, submit to your health plan for reimbursement for the services your health plan covers. You are
responsible for contacting your insurance company to determine what your benefits are and obtain any necessary
physician referrals and/or pre-authorizations for services. We are not responsible if your health plan denies, in
whole or in part, your claims for our services.

Patients are responsible for the copy charges for full medical records when requested from patients, insurance
companies, and other doctor’s offices. Copy charges are $25.00 for small records and $50.00 for large records.
Cancellation Policy. If an appointment cannot be kept, or less than 24 hours notice is given, there is a S50 charge.
Repeated Missed Appointment Policy. If a patient misses 3 appointments, Peregrine Physical Therapy reserves the
right to cancel all future appointments.

Medicare Policy (for Medicare Part B). If you are a Medicare beneficiary, you understand that our licensed
physical therapists are not enrolled as Medicare providers. Medicare has onerous technical and administrative
requirements that must be met for services to be considered medically necessary covered benefits. We believe
those requirements take unnecessary time away from the services we provide and many of the services we offer
are not covered by Medicare. As such, you are agreeing to pay cash at the time of service for all services you
elect to receive from us with no expectation that Medicare will reimburse you. You understand that we will not
submit claims to Medicare on your behalf or provide you with a statement or billing codes that you can submit to
Medicare yourself. If you want Medicare to pay for services that might be considered covered benefits, you
should seek those services from a Medicare enrolled provider. If you decide at any point after you start services
with us that you want Medicare to pay for the services it covers, we will be happy to recommend a Medicare
enrolled provider and terminate your services with us. You agree that you, your caregivers, family members,
authorized representatives or power of attorney will not, under any circumstance, submit our claims, invoices,
receipts or statements to Medicare for reimbursement or to obtain a denial for a Medicare supplemental
insurance plan.

o Medicare supplemental insurance plans. If your Medicare supplemental insurance plan will reimburse
you for medically necessary services by providers not enrolled with Medicare, we will provide you with a
letter stating we are not enrolled as a Medicare provider and a statement that you can submit to your
supplemental plan. However, you should be prepared that your supplemental plan may not pay for
services by providers not enrolled with Medicare. If your supplemental plan requires you to obtain a
denial from Medicare before it will pay for your services, we cannot submit a bill to Medicare merely to
get a denial because we are not enrolled providers.

o Medicare Advantage Plans and Medicare Replacement Plans. We are not in-network with any Medicare
Advantage or Replacement Plans. If your Medicare Advantage or Replacement Plan offers out-of-
network benefits for services received from providers not enrolled with Medicare and we don’t have to
directly submit your claims, we will provide you with a copy of your bill that you can, at your discretion,
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PHYSICAL THERAPY

submit to your health plan for reimbursement for the services your health plan covers. However, you
should be prepared that your health plan may not pay for services by providers not enrolled with
Medicare. You are responsible for contacting your health plan to determine what your benefits are and
obtain any necessary physician referrals and/or pre-authorizations for services. We are not responsible if
your health plan denies, in whole or in part, your claims for our services.

o Medicare as a Secondary Payer. If you have a commercial insurance plan, we will provide you with a copy
of your bill that you can, at your discretion, submit to your commercial health plan for reimbursement for
the services your health plan covers. However, since we are not Medicare enrolled providers, Medicare
will not pay your copays, co-insurance or deductibles as a secondary payer. You understand and agree to
carry out whatever procedures are necessary to prevent your commercial insurer from automatically
forwarding our bills to Medicare.

Wellness & Fitness Services. Most commercial health plans and Medicare do not cover the wellness or fitness
services we offer. Therefore, we will provide you with a receipt for these services upon request.

Service Packages. If you purchase a discount package of services, the package discount is applied to the last visit
in the package. You must use your visits within 12 months. If you don’t use your visits within that time frame or
you request a refund for the unused visits, we will refund the excess amount paid, if any, after applying the
package discount to the last visit and our regular cash payment fee to all other visits.

o Use of Health Savings Accounts (HSA). If you purchase a pre-paid package plan through your HSA account
we will give you a receipt for the pre-paid services that you can, at your discretion submit to your HSA
plan in accordance with your HSA plan rules. If you request a refund for unused services that you paid for
through your HSA, we will make the refund directly to your HSA account. If your HSA requires you to
actually receive the services before submitting claims for reimbursement, we will provide you with a
receipt for services actually received to date upon request. You are responsible for complying with HSA
rules when determining whether the services you purchase from us can be paid from an HSA account.

o Use of Health Reimbursement Arrangement (HRA) or Flexible Spending Account (FSA). An HRA and FSA
will only reimburse for actual services received (not pre-paid services). Therefore, if you purchase a
discounted pre-paid package plan and want your HRA or FSA to reimburse you, we will provide you with a
receipt that you can submit for reimbursement after you have used your entire package. Upon request,
we will also provide a receipt for visits used to date that you can, at your discretion and in accordance
with your HRA or FSA rules, submit for reimbursement. Please note that HRA and FSA plans have rules
about what services qualify for reimbursement. You are responsible for complying with your HRA and/or
FSA plan rules when determining whether the services you purchase from qualify for reimbursement.

Privacy Rights. You have a right to privacy under the Health Insurance Portability and Accountability Act (HIPAA)
that includes restricting disclosure of your records and claims to your health plan, including Medicare, if you pay
privately for your services at the time of service. If you pay for your services at the time of service, we assume
you are exercising this right to privacy we will not disclose your medical records to any third party, including your
health insurance carrier or Medicare. If you want your records disclosed to any third party in the future, you will
need to obtain and sign our Authorization to Release Protected Health Information form before we will disclose
your health information.

Appeals Policy. You understand that you are responsible for filing all appeals of adverse benefit determinations. If
you need assistance filing an appeal with your health plan, contact the consumer assistance agency on your denial
letter.
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= Late Payment Penalty. Unless prohibited by applicable law, a late payment penalty in the amount of 0.5% per
month (6% per year) may be added to your bill for any and all claims that are not paid within thirty (30) days of
the invoice or statement date. You agree to be personally responsible for paying this late payment penalty.

= Collection Policy. You understand that we are not required to obtain your written authorization to disclose
protected health information to a collection agency or court of law that may be necessary to collect payment for
services rendered. Should collection proceedings or other legal action become necessary to collect an overdue
account, you will be responsible for paying the collection costs plus court costs and filing fees incurred by the
practice.

= Service Termination Policy. If we determine at any time that conditions in your home create a potentially unsafe
environment for our providers, we may, at our sole discretion, terminate our services with you. If we do so, we
will make reasonable efforts to refer you to the services you need to resolve the issue that is causing a potentially
unsafe environment. If you have prepaid for any services, we will refund any monies paid for services not yet
received as of the date or our termination.

| HAVE READ, UNDERSTAND AND AGREE TO THESE PAYMENT TERMS. | acknowledge that | have chosen, of my own free
will, to obtain the services provided by Peregrine Physical Therapy, Inc. and have agreed to pay out of pocket for my
services without any expectation that my health plan will reimburse me. If | am a Medicare beneficiary, | attest that |
have chosen not to use my Medicare benefits for the services | am purchasing and am restricting Peregrine Physical
Therapy, Inc. and my therapist from submitting any claims to Medicare pursuant to my right to privacy under HIPAA.

X Date:

Signature of Patient and/or Guardian

X Date:

Signature of Provider Representative

HIPAA Acknowledgement

Please read the Notice of Privacy Practices posted on the website for Peregrine Physical Therapy and sign the
acknowledgement below.

Acknowledgement of Receipt of Notice of Privacy Practices
| hereby acknowledge that | received a copy of Peregrine Physical Therapy Notice of Privacy Practices.

X Date:
Signature of Patient and/or Guardian

A photocopy of this agreement is to be considered valid, the same as if it was the original.
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