
PROFESSIONAL ORTOPEDIC ASSOCIATES
PHYSICAL THERAPY

NOTICE OF PRIVACY

Attached please find POA’S Notice of Privacy Practices. Your name and signature on this cover
sheet indicate that you have received a copy a POA’S Notice of Privacy Practices on the date and
time indicated. If you have any questions regarding this information set forth in the POA’S Notice
of Privacy Practices, please do not hesitate to contact the Privacy Officer at:

732-530-4949 

Or 

Fax Inquiries to: (732) 530-3234

NAME (Please print)

SIGNATURE

Date and Time Notice Received

Site Location









Authorization to Use or Disclose Health Information
Professional Orthopaedic Associates, P.A.

Date of Request_____________

Patient Name Date of Birth

Address

**As required by the Privacy Regulations, Professional Orthopaedic Associates, P.A. may not use or disclose your
protected health information except as provided in our Notice of Privacy Practices without your authorization. **

I,                                                ,  give permission for Professional Orthopaedic Associates, P.A. and any of its 
employees to release any or all of my Patient Health Information to the following relatives, friends or acquaintances.

Patient information to be disclosed:  All

For the specific purpose of:  Any

Effective date for authorization: 

If the person or entity receiving this information is not a health care provider or health plan covered by federal 
privacy regulations, this information described above may be disclosed to other individuals or institutions and no
longer protected by these regulations.  

You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment or
payment or your eligibility for benefits.

I understand I have the right to:
1. Revoke this authorization by sending written notice to this office that revocation will not effect this 
office’s previous reliance on the uses or disclosure pursuant to this authorization.

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, as a 
result of this authorization.

3. Inspect a copy of Patient Health Information being used or disclosed under federal law.
4. Refuse to sign this authorization.
5. Receive a copy of this authorization.
6. Restrict what is disclosed with this authorization.

Signature of Patient of Patient’s authorized representative Date

Authorized signature of Professional Orthopaedic Associates staff Date



Legal Assignment of Benefits & Designation of Authorized Representative

I, _________________________, represent that I have valid and in-force insurance and/or employee health care benefits
coverage, and hereby assign and convey directly to Dr. (the “provider(s)”), as my Statutory Derivative Beneficiary (SDB), com-
monly known as an Designated Authorized Representative, and a Claimant under the “Patient Protection and Affordable Care
Act” (PPACA), existing ERISA and other applicable federal and state laws, all medical benefits and/or insurance reimbursement,
if any, otherwise payable to me for services rendered from the provider(s), regardless of the provider’s managed care network
participation status. I understand that I am financially responsible for all charges regardless of any applicable insurance or
benefit payments. I hereby authorize the provider(s) to release all medical information necessary to process my claims under
HIPAA. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to release to the provider(s) any and all
plan documents, insurance policy and/or settlement information upon written request from the provider(s) in order to claim
such medical benefits, reimbursement or any applicable remedies. I authorize the use of this signature on all my insurance
and/or employee health benefits claim submissions.

I hereby convey to the provider(s), to the full extent permissible under the law and under any applicable employee group
health plan(s), insurance policies or liability claim, any claim, chose in action, or other right I may have to such group health
plans, health insurance issuers or tortfeasor insurer(s) under any applicable insurance policies, employee benefits plan(s) or
public policies with respect to medical expenses incurred as a result of the medical services I received from the provider(s), and
to the full extent permissible under the law to claim or lien such medical benefits, settlement, insurance reimbursement and any
applicable remedies, including, but not limited to, (1) obtaining information about the claim to the same extent as the assignor;
(2) submitting evidence; (3) making statements about facts or law; (4) making any request, or giving, or receiving any notice
about appeal proceedings; and (5) any administrative and judicial actions by the provider(s) to pursue such claim, chose in
action or right against any liable party or employee group health plan(s), including, if necessary, to bring suit by the provider(s)
against any such liable party or employee group health plan in my name with derivative standing but at such provider(s) expenses.
Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA, ERISA, Medicare and appli-
cable federal or state laws. A photocopy of this assignment is to be considered as valid as the original. I have read and fully un-
derstand this agreement.

__________________________________________       _____________________________
Signature of Insured / Guardian                                 Date

__________________________________________       
Print Name of Insured/Guardian





PROFESSIONAL ORTHOPEDIC ASSOCIATES PHYSICAL THERAPY
CONSENT FOR OUTPATIENT TREATMENT

AUTHORIZATION:
I hereby authorize POA-TINTON FALLS health care professionals and students to provide such 
medical care and to administer such treatment, necessary to the named patient or me each time I or
the named patient present to an ambulatory care service. Such procedures and treatments may include,
Physical Therapy, Occupational Therapy & Speech Therapy. To the extent possible I have been informed
of risks and complications that may occur and alternatives that may be available.

I acknowledge that no guarantees or assurances have been made to me concerning the results intended from 
my treatment.

MEDICARE PATIENTS:
I authorize any holder of medical or other information about me to be released to the Social Security Administration, 
its intermediaries, carriers and information needed for this or a related Medicare claim. I permit a copy of this 
authorization to be used in place of the original, and request payment of medical insurance benefits either to myself
or to the party who accepts assignment below.

GUARANTEE OF ACCOUNT:
For and in consideration of services rendered to (name)                                                                       by
POA-TINTON FALLS, I hereby agree to pay the full bill for all charges which are not paid to POA-TINTON
FALLS by insurance carriers, Worker’s Compensation, No-fault or any balance due which is not covered by 
insurance or excluded by a co-insurance clause.

RELEASE OF INFORMATION:
I permit POA-TINTON FALLS to disclose all or part of the above patient’s medical records to any person, 
corporation, or agency when required for the collection of benefits or payment of POA-TINTON FALLS charges.

ASSIGNMENT OF BENEFITS:
I assign POA-TINTON FALLS all benefits from any corporation, agencies and person for these services. Additionally,
I authorize payments of these benefits directly to POA-TINTON FALLS. 

I confirm that I have read, and fully understand the above.

Site Location:

Patient/Relative or Guardian: 
(Signature)                                                      (Print name)

Relationship (if signed by person other than patient)



PROFESSIONAL ORTOPEDIC ASSOCIATES
PHYSICAL THERAPY

To all Medicare patients,

Beginning January 1, 2013 there will be a cap of $1900 per year for Physical Therapy and Speech
Pathology together.  A separate cap of $1900 per year is allowable for Occupational Therapy.

Medicare will pay out a cap of 80% ($1520) of their allowable charges ($1900).  And you the
patient are responsible for your annual deductible of $147.00 and the 20% coins. of $380.00.

Please keep in mind that not all secondary policies will cover the 20% or additional visits after the
cap has been reached for the current year.

During your treatment period at POA please check with the front desk to make sure you are not
going over your therapy allowance.  POA has put in place a pre-determined amount of visits that
will give you the patient a comfort level to be able to make informed decisions whether to continue
physical therapy according to your financial ability.

For clarification on your secondary policy benefits, please contact your carrier or please feel free
to contact our business office regarding you benefit and financial obligations at: professional Ortho.
Assoc. - Physical Therapy 732-741-0665.

Each beneficiary who uses therapy services will find the total dollar amount that was approved and
paid toward the cap on each Medicare summary notice that reports payment for therapy services.
Beneficiaries call 1-800-MEDICARE with questions.

Please sign and date the form that you have been informed of PROFESSIONAL ORTHO. ASSOC.
– PHYSICAL THERAPY’S policy regarding the Medicare Cap.

Patient Name (printed)                                                       Date

Patient Signature






